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1 3nes  your  professional  liability 
insurance  company  support  the  Indiana 
Compensation  Act  for  Patients  (INCAP)? 

Does  your  policy  include  a "consent  to 
settle"  clause? 

PICI's  answer  to  these  questions  is  a 
resounding  YES. 

While  some  insurers  may  waver  and 
waffle,  PICI  stands  firmly  with  the  ISMA  in 
support  of  a stable  medical  professional 
liability  environment  in  our  state.  That, 
and  high-quality  protection,  is  reason 
enough  to  support  PICI. 
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YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwoffia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blend  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  tor  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug  1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. 1 3 
Desag*  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 •3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon1'  1/12  gr  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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■stethoscope 


ISMA  members  invited  to 
‘Medicine  Day’  at  the 
statehouse 


The  Indiana  State  Medical  Association  will  sponsor  its  second  annual 
"Medicine  Day"  at  the  Indiana  Statehouse  Wed.,  Jan.  27.  The  day 
will  begin  with  a continental  breakfast  from  8:30  a.m.  to  9:30  a.m.  at 
the  Hyatt  Regency  Hotel  in  downtown  Indianapolis.  Physicians  will 
then  visit  the  statehouse  to  discuss  important  health  care  issues  with 
their  legislators  until  11:30  a.m.  A lunch  for  physicians  and  legisla- 
tors will  be  available  from  noon  to  1 p.m.  at  the  Hyatt. 

All  ISMA  members  are  encouraged  to  attend.  To  register  for  "Medi- 
cine Day"  events,  call  Debbie  Warner  at  the  ISMA,  (317)  261-2060  or 
1-800-257-4762. 


ISMA/IMPAC  legislative  ISMA  members  are  invited  to  "Escape  to  the  Islands"  during  the 

reception  set  for  Jan  27  annual  ISMA/IMPAC  Legislative  Reception  set  for  Wed.,  Jan.  27, 

from  6 to  8:30  p.m.  at  the  Westin  Hotel  in  downtown  Indianapolis. 
The  reception  will  give  ISMA  members  a chance  to  meet  legislators 
and  discuss  areas  of  concern.  A steel  drum  band  will  perform  at  the 
event,  which  features  a Caribbean  theme.  For  details,  call  Susan 
Grant,  (317)  261-2060  or  1-800-257-4762. 


Supplements  available  to 
vaccine  information  pamphlet 


Printed  copies  of  a one-page  supplement  to  the  1991  pamphlet  Diph- 
theria, Tetanus  and  Pertussis:  What  You  Need  to  Know  are  now  avail- 
able from  CORPrint  of  Indianapolis.  Physicians  who  administer 
immunizations  to  children  are  required  to  provide  the  one-page 
supplement  to  the  child's  parent  or  guardian  under  the  Childhood 
Vaccine  Injury  Act  of  1986.  The  Indiana  State  Department  of  Health 
mailed  one  copy  of  the  camera-ready  supplement  to  every  physician 
last  October. 


To  order,  call  CORPrint  at  (317)  255-2178.  The  supplement  is  $10  per 
100  copies,  plus  tax  and  shipping. 


Hold  harmless’  clauses  may 
put  liability  coverage  at  risk 


Physicians  who  are  offered  a contract  containing  a "hold  harmless" 
clause  should  ask  that  it  be  deleted  because  their  professional  liabil- 
ity insurance  carrier  may  not  cover  them.  Physicians  should  insist 
on  contract  language  that  makes  each  party  responsible  for  his  or  her 
own  actions. 

"Hold  harmless"  clauses  are  agreements  in  which  one  party  agrees 
to  hold  the  second  party  harmless  by  promising  to  pay  the  losses, 
damages,  expenses,  costs  or  attorney  fees  that  the  second  party  may 
incur  as  a result  of  being  sued  or  included  in  litigation  because  of  the 
negligent  act  of  the  first  party. 

Physicians  should  be  aware  that  most  professional  liability  insurance 
policies  will  not  cover  them  for  costs  incurred  because  of  a "hold 
harmless"  clause. 

If  you  have  questions,  call  Ron  Dyer  at  the  ISMA.  □ 
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Indiana  State 
Medical 
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to  introduce 
the 


The  ISMA  Insurance  Agency 

is  owned  by  the  ISMA,  and  serves 
ISMA  members. 

The  agency  carries  a broad  range 
of  life  and  health  insurance  prod- 
ucts, and  financial  planning  serv- 
ices from  a variety  of  providers. 
These  products  and  services 
are  exclusively  designed  and  dis- 
counted for  ISMA  members. 

Through  the  ISMA  Insurance 
Agency  the  ISMA  guarantees 
members  quality  service  from  spe- 
cially trained  agents,  astute  in 
their  knowledge  of  physicians' 
insurance  needs,  and  experienced 
in  servicing  members  of  medical 
associations.  Thus,  ISMA  members 
have  a keen  edge  when  making  life 
and  health  insurance  decisions, 
and financial  planning  choices. 


322  Canal  Walk 
Indianapolis,  IN  46202-3252 


Insurance  Agency 
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Affiliated  Physicians  Services) 


Call  the 


Insurance  Agency 


(800)  442-ISM  A 
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■ letter  to  the  editor 


I read  with  interest  the  letter 
to  the  editor  by  Dr.  Douglas 
Morrell  of  Rushville  (November/ 
December  1992  Indiana  medicine) 
and  certainly  agree  with  his  con- 
cerns about  the  cost  of  following 
Occupational  Safety  and  Health 
Administration  (OSHA)  regula- 
tions. 

As  medical  consultant  to  In- 
dianapolis Physical  Therapy  and 
Sports  Medicine,  I reviewed  the 
cost  of  the  OSHA  regulations  con- 
cerning bloodborne  pathogens, 
which  involved  informing  all  the 
employees  and,  for  the  therapist, 
providing  the  hepatitis  vaccina- 
tion. This  amounts  essentially  to 
the  cost  of  one-third  of  a therapist 


for  a year  and,  of  course,  does  not 
bring  in  any  income  to  offset  that 
cost. 

I would  suggest  that  we  all 
contact  our  congressmen,  and  as 
long  as  the  regulations  are  forced 
upon  us,  the  payment  for  the  cost 
could  be  best  handled  as  a tax 
credit.  It  would  certainly  be  an 
aggravation,  but  making  it  an 


expense  of  business  really  is  not 
very  practical  and  may  put  people 
out  of  work  as  well  as  cutting 
down  the  family  physician's  and 
solo  doctor's  ability  to  practice, 
particularly  in  the  outlying  com- 
munities. □ 

F.  Robert  Brueckmann,  M.D. 
Indianapolis 


Letters  to  the  editor 


Indiana  medicine  welcomes  letters  from  readers.  Please  submit 
double-spaced,  typed  letters  that  are  limited  to  250  words  and 
include  your  name  and  address.  Letters  may  be  edited  for  space, 
style  and  grammar. 

Send  your  letters  to  George  T.  Lukemeyer,  M.D.,  Indiana  medi- 
cine, 322  Canal  Walk,  Indianapolis,  IN  46202-3252.  □ 
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Health  economist  stresses 


Bob  Carlson 
Indianapolis 


Health  care  is  second  only 
to  the  economy  as  the  biggest 
worry  for  Americans,  according  to 
a recent  poll.  That's  not  surpris- 
ing, considering  that  approxi- 
mately 37  million  Americans  don't 
have  any  medical  insurance  and 
that  the  nation's  total  annual  ex- 
penditure on  health  care  is  more 
than  $800  billion,  more  than  edu- 
cation and  defense  combined,  and 
rising. 

Medicaid,  designed  to  fill  the 
gap  for  low-income  Americans, 
accounts  for  expenditures  of  ap- 
proximately $90  billion  annually. 
The  costs  of  Medicaid  are  shared 
by  states  and  the  federal  govern- 
ment. But  because  Medicaid  re- 
imbursements have  been  steadily 
reduced,  in  many  states  below  the 
cost  of  delivering  care,  some  doc- 
tors and  hospitals  are  turning 
away  Medicaid  patients. 

For  an  overview  of  current 
issues  in  Medicaid,  Indiana  medi- 
cine talked  with  Deborah  A. 
Freund,  Ph.D.  She  is  director  of 
the  Bowen  Research  Center  at 
Indiana  University,  where  she  is 
also  professor  of  public  affairs 
with  a specialty  in  health  econom- 
ics and  associate  dean  of  the 
School  of  Public  and  Environmen- 
tal Affairs. 

She  received  her  M.A.,  M.P.H. 
and  doctoral  degrees  at  the  Uni- 
versity of  Michigan.  Tier  career 
has  included  managing  the  ambu- 
latory care  and  surgery  depart- 
ments of  a major  teaching  hospital 
and  positions  in  federal  and  state 
government.  From  1986  to  1989, 
she  was  chairman  of  the  Medical 
Care  Section  of  the  American  Pub- 
lic Health  Association.  She  is 
currently  chairman  of  the  board  of 
the  Association  of  University  Pro- 
grams in  Health  Administration 


and  a member  of  the  board  of 
directors  of  the  Association  for 
Health  Services  Research. 

Dr.  Freund  has  received  many 
professional  honors  for  her  contri- 
butions in  administration,  policy 
and  research.  She  is  widely  pub- 
lished and  is  particularly  noted 
for  her  research  on  Medicaid  case 
management. 

Indiana  medicine:  Many  social 
phenomena,  such  as  women  who 
drink  and  smoke  during  preg- 
nancy, risking  the  health  of  their 
children,  and  the  problem  of 
violence  on  our  streets,  drive  up 
the  cost  of  health  care.  What  are 
your  thoughts  on  solutions  to 
these  social  problems  that  would 
help  hold  down  health  care 
costs? 

Freund:  Well,  let  me  try  to  an- 
swer that  broadly  by  saying  that 
one  of  the  things  that  many  advo- 
cates stress  would  be  payment  for 
preventive  services,  greater  pay- 
ment for  counseling  on  the  part  of 
family  physicians  in  primary  care, 
doctors  in  counseling  individuals 
not  to  smoke  and  things  like  that. 

From  the  perspective  of  a 
health  economist,  such  as  I am, 
one  problem  that  you  have  with 
doing  that  is  something  that  has  a 
really  funny  title.  It's  called  moral 
hazard.  Under  moral  hazard,  we 
believe  that  if  you  subsidize  some- 
thing through  the  insurance  sys- 
tem, people  often  use  more  of  it 
than  is  necessary.  When  you  put 
that  together  with  the  basic  model 
of  indemnity  insurance,  which 
suggests  that  you  only  insure 
against  events  that  would  result  in 
a high  economic  loss  to  an  indi- 
vidual, if  it  were  to  occur;  or  an 
event  that  is  really  unlikely  to 
occur,  that  the  individual  can 
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influence  and  control,  you  then 
see  why  most  health  insurance 
policies  don't  pay  for  counseling, 
because  it's  not  a high  loss  and 
it's  under  an  individual's  control, 
and  why  they  don't  pay  for  pre- 
vention. So  I don't  believe  that 
the  standard  insurance  system 
will  ever  be  used  to  try  and  hold 
these  problems  down. 

One  of  the  things  that  I be- 
lieve is  a problem  here  is  the  lack 
of  coordination  between  medical 
care  programs  and  other  social 
programs.  We  tend  to  see  health 
care  costs  being  higher  and  we 
tend  to  see  solutions  coming  from 
tinkering  with  the  medical  care 
delivery  system.  But  I don't  think 
the  medical  care  delivery  system 
can  get  rid  of  social  problems  that 
may  underlie  drinking  and  smok- 
ing, such  as  a poor  household 
situation,  poor  housing  situation, 
lack  of  family  support  and  so  on. 
So  the  bottom  line  is,  we  can't  do 
everything  through  the  medical 
care  system  to  tackle  these  prob- 
lems. 

Let  me  give  you  another  ex- 
ample of  a problem  that  is  closely 
related  along  the  same  public 
policy  lines.  We  know  that 


people  who  are  poor  frequently 
lack  access  to  good  prenatal  care. 
And  it  is  believed  if  they  had 
more  prenatal  care,  they  would 
give  birth  to  healthier  babies  who 
weighed  more  and  would  not 
have  to  be  hospitalized  in  neona- 
tal intensive  care  units,  which  can 
cost  $100,000  per  hospitalization. 


But  I don't  think 
the  medical  care 
deliveiy  system  can  get 
rid  of  social  problems 
that  may  underlie 
drinking  and  smoking , 
such  as  a poor  house- 
hold situation , poor 
housing  situation,  lack 
of  family  support  and 


It's  believed  that  if  moms  got 
more  prenatal  care  and  took  better 
care  of  themselves,  we  could  save 
money.  Looking  at  it  the  converse 
way  and  linking  it  to  your  prob- 
lem, it's  that  they  engage  in  poor 
nutritional  practices  that  can  lead 
to  lower  birth  weights,  which  can 
lead  to  higher  health  care  costs. 

I think  it's  perfectly  obvious 
that  access  to  prenatal  services 
alone  won't  get  rid  of  the  problem 
and  won't  touch  it.  And  that  it 
isn't  really  solely  the  fault  of  the 
health  care  delivery  system  that 
we  have  mothers  who  give  birth 
to  kids  who  die  or  are  born  pre- 
maturely or  don't  weigh  enough. 
Certainly  the  health  care  delivery 


system  can  do  a lot.  But  we  don't 
have  good  coordination  between 
it  and  other  social  programs  to 
provide  greater  nutrition,  better 
housing  and  social  support.  Until 
we  do  that,  I don't  think  we  can 
come  up  with  a comprehensive 
solution. 

Indiana  medicine:  Why  hasn't 
Indiana  enacted  a Medicaid 
gatekeeper  concept?  A 1986  Indi- 
ana law  required  the  Department 
of  Public  Welfare  to  seek  a 
waiver,  but  it  has  not  done  so. 
Federal  law  says  Medicaid  recipi- 
ents have  the  right  to  choose 
their  own  providers,  but  states 
can  seek  waivers  to  change  this. 

Freund:  If  you're  looking  at  why 
some  states  have  chosen  not  to  get 
into  the  gatekeeper  concept,  I can 
give  you  some  of  their  general 
reasons.  Let  me  put  it  in  context 
by  indicating  that  about  40  out  of 
50  states  do  have  a Medicaid 
waiver  to  mandatorily  or  volun- 
tarily enroll  Medicaid  beneficiaries 
in  gatekeeper  programs.  When 
you  look  at  the  studies  that  my 
team  of  investigators  has  done  at 
Indiana  in  conjunction  with 
people  at  the  Medical  College  of 
Virginia,  the  University  of  North 
Carolina  and  Research  Triangle 
Institute,  you  find  that  gatekeeper 
programs  save  2%  to  5%  in  pro- 
gram dollars,  which  is  a signifi- 
cant amount  of  money  but  not 
perhaps  as  much  as  individuals 
would  want. 

When  you  look  at  that  as  a 
benefit,  people  are  skeptical  what 
you  get  for  it.  The  studies  we've 
done  of  quality  of  care  have 
shown  no  improvements  but  no 
decrements  in  quality.  What  we 
have  found  is  a resounding  ben- 
efit. We  have  found  that  access  to 
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primary  care  is  increased  and  that 
what  we  call  concentration  of  care 
is  increased.  There's  a large  num- 
ber of  Medicaid  beneficiaries  who, 
because  they  have  no  usual  pri- 
mary care  physician  to  go  to  or 
for  other  social  problems,  shop 
around  for  physicians.  When  you 
have  them  enroll  in  a gatekeeper 
concept,  they  do  go  to  one  physi- 
cian more  often.  They  have 
greater  continuity  of  care.  And 
they  use  the  emergency  room  45% 
less.  So  there  are  many  benefits. 

Many  states  are  concerned 
that  the  reduction  in  cost,  the 
reduction  in  emergency  room  use, 
the  greater  concentration  of  care, 
but  without  proven,  real,  demon- 
strable benefits  in  improving  birth 
weight  or  in  the  management  of 
other  relevant  chronic  conditions, 
sways  them  that  it  isn't  worth  it 
for  a program  that  is  often 
viewed,  at  least  by  some,  as  un- 
popular. What  you  find  when 
you  do  surveys  of  Medicaid  ben- 
eficiaries in  gatekeeper  plans  is 
that  they  like  it  a lot.  But  before 
they  get  in,  many  people  are 
afraid  that  you're  taking  away 
their  choice  of  physician,  and 
that's  a freedom  that  they're  hesi- 
tant to  give  up.  So,  many  states 
don't  want  to  go  through  the 
hassle  of  implementing  a program 
and  getting  in  place  the  infrastruc- 
ture for  doing  so  when  they  know 
that  many  patients  will  feel  that  it 
is  counter  to  their  interests. 

Indiana  medicine:  The  federal 
government  has  to  approve  every 
state  Medicaid  program,  which 
includes  mandatory  services  and 
31  optional  services,  such  as 
optometric  and  podiatric  and 
chiropractic  services.  Indiana 
offers  28  of  those  optional  ser- 
vices. However,  at  the  same  time 


only  a very  small  minority  of  the 
Medicaid  recipients,  usually  the 
poorest  of  the  poor,  are  eligible 
for  these  optional  services. 

Would  it  be  prudent  to  instead 
reduce  the  number  of  optional 
services  and  increase  the  number 
of  people  eligible  for  them? 

Freund:  You're  getting  into  a real 
thicket,  for  a variety  of  reasons. 

To  put  it  into  perspective, 
Indiana's  Medicaid  program  is 
one  of  the  hardest  to  qualify  for  in 
the  United  States,  in  terms  of  the 
income  standard.  But  once  you 
get  in  it,  it  has  a richer  benefit 
package  and  has  payment  rates 
that  are  higher  than  almost  any 
other  state.  My  physician  friends 
look  at  me  with  an  incredulous 
look  when  I say  that,  because  the 
payment  rates  aren't  wonderful 
here,  but  they  are  almost  compa- 
rable to  Medicare.  And  you  can't 
say  that  for  many  other  states. 

The  reason  that  it's  really 
hard  to  answer  that  question  is 
that  1 think  we  know  surprisingly 
little  about  what  we  get  for  the 
delivery  of  certain  services.  We 
can  all  think  of  people  that  we 
know  who  have  clearly  benefited 
from  service  X or  Y.  But  to  an- 
swer your  question  forthrightly 
requires  really  knowing  what 
benefits  the  average  Medicaid 
beneficiary  in  terms  of  outcomes 
of  care.  By  outcomes  of  care  I 
mean,  does  an  individual  service 
you  provide,  or  battery  of  ser- 
vices, restore  somebody  to  func- 
tional status  quicker  than  if  they 
didn't  have  it?  [Does  the  service] 
return  them  to  work  and  get  them 
off  Medicaid  quicker?  In  the  case 
of  Medicaid  beneficiaries  who  are 
elderly,  if  they  have  joint  replace- 
ment or  certain  types  of  heart 
surgery,  are  they  able  to  walk 


farther  with  less  pain  than  before? 
The  answer  is,  we  don't  know. 
And  until  we  know,  I think  it's 
arbitrary  to  point  a nasty  finger  at 
some  services  and  say  yes,  cut 
some  and  don't  cut  others. 

The  state  of  Oregon  proposed 
a rather  unique  approach  to  this, 
where  they  got  together  a consen- 
sus panel  of  physicians,  as  well  as 
consumers,  that  is,  Medicaid  ben- 
eficiaries and  other  people,  to 
prioritize  the  list  of  most  needed 
services.  That's  probably  as  good 
a way  of  doing  it  as  asking  me. 

But  it  still  is  somewhat  arbitrary, 
in  that  we  don't  have  good  re- 
search to  guide  us. 

Inevitably,  the  question  is 
right  on  target.  We  can't  continue 
to  see  Medicaid  take  all  of  our 
discretionary  dollars  and  have 
entitlement  programs  grow 
quicker  than  any  other  program  is 
growing  from  the  point  of  view  of 
the  state  or  the  federal  govern- 
ment. So  we're  going  to  have  to 
do  something.  It's  very  difficult 
to  say  what  to  cut.  Most  people 
would  say  cut  something  so  that 
more  people  benefit.  But  I think 
that  you  could  be  here  debating 
until  two  weeks  from  now  and 
not  have  any  good  method  for 
doing  that. 

Indiana  medicine:  Some  of  our 
physicians  here  in  Indiana  are 
saying  that  they  are  reducing  the 
number  of  Medicaid  patients  that 
they  will  see,  not  because  of  the 
reimbursement  amounts  but  be- 
cause of  the  administrative 
hassles  involved.  What  do  you 
think  can  be  done  to  ease  that 
hassle  factor,  without  compro- 
mising the  integrity  of  the  pro- 
gram or  sacrificing  access  to  care? 

Freund:  There's  been  a lot  of 
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research  on  hassle  factors.  Indi- 
ana physicians  aren't  alone.  Most 
physicians  in  the  United  States 
answer  similarly,  and  they're  ab- 
solutely correct.  The  reason  we 
have  a morass  of  hassles  is  be- 
cause there's  tremendous  bureau- 
cracy associated  with  any  claims 
system,  for  reasons  of  cost  control 
and  utilization  review. 

We're  in  this  mess  for  a whole 
variety  of  reasons  that  are  really 
complicated.  Number  one,  you 
want  to  get  cost  control,  so  you're 
always  looking  for  a service  or 
two  that  are  unnecessary.  To 
determine  medical  necessity,  you 
have  to  fill  out  a claims  form  and 
send  it  in.  And  it  has  to  meet  a 
special  edit  in  the  computer.  If 
we  weren't  so  concerned  about 
medical  necessity,  or  lack  of  it,  we 
wouldn't  be  so  concerned  about 
everything  being  filled  out  on  that 
form  absolutely  correctly.  So 
things  are  just  sent  back  when 
there's  human  error  in  filling  out 
a form. 

If  you  look  at  the  bottom  line, 
what  you  see  is  that  most  physi- 
cians are  really  trying  very  hard 
to  do  right  by  their  patients.  And 
what  you  see  is  a small  group  of 
physicians  who  ruin  it  for  every- 
body else  by  abusing  the  system, 
which  then  necessitates  putting  in 
place  a tremendous  amount  of 
bureaucracy  to  look  for  what 
we're  getting  for  our  dollars.  I 
think  it  would  be  better  to  be 
strong  in  really  reviewing  the 
practices  of  those  individuals  and 
deregulating  the  lives  of  other 
physicians. 

By  having  it  appear  that  I'm 
pointing  a nasty  finger  at  a small 
group  of  physicians  that  I don't 
know,  I want  to  just  put  it  in  per- 
spective by  saying  that  in  every 
profession  there  are  people  who 


do  it  well  and  people  who  do  it 
poorly.  And  usually  the  people 
who  do  it  poorly  are  a small  mi- 
nority of  individuals.  So  medicine 
isn't  alone.  There  are  economists 
that  make  irresponsible  statements 
all  the  time.  I believe  they  are  a 
minority  of  people,  but  they 
wreck  our  reputations  also.  So  I 
think  this  is  a problem  that  all  of 
the  professions  have,  and  if  we 
found  a way  to  better  police  our- 
selves, we  could  get  out  of  great 
government  bureaucracy. 


C £ 

The  reason  we  have 
a morass  of  hassles  is 
because  there's  tremen- 
dous bureaucracy  asso- 
ciated with  any  claims 
system,  for  reasons  of 
cost  control  and  utiliza- 
tion review. 

55 


Indiana  medicine:  For  the  medical 
profession  to  police  itself? 

Freund:  I think  if  the  medical 
profession  could  police  itself  and 
make  a partnership  with  Medicaid 
programs  to  really  do  something 
about  those  individuals  who  were 
offenders,  we  would  find  that  we 
could  lift  the  tremendous  admin- 
istrative and  regulatory  burden 
off  the  backs  of  the  98%  to  99%  of 
physicians  who  are  doing  a good, 
honest  job.  But  we  have  in  place 
a system  whereby  we  hate  to  po- 
lice each  other,  and  the  Medicaid 
program  has  little  teeth  to  do  any- 


thing about  those  individuals  and 
so  it  puts  in  place  a tremendous 
bureaucracy  that  scrutinizes,  at- 
tempts to  scrutinize  through  the 
claims  process,  everything  that 
everybody  does,  and  it's  sort  of 
silly. 

Indiana  medicine:  Let  me  go  back 
to  the  first  question  and  your 
comment  about  the  varieties  of 
poor  health  practices,  poor 
lifestyle  choices,  and  that  one 
cause  is  insufficient  coordination 
between  the  medical  profession 
and  other  social  programs.  Can 
you  suggest  any  avenues  that 
perhaps  you've  looked  at  or  have 
investigated  where  that  might 
become  practical? 

Freund:  One  of  the  things  that 
I've  been  advocating  for  a long 
time  is  the  notion  of  one-stop 
shopping.  Instead  of  requiring 
people  to  go  to  10  different  offices 
if  they  want  to  get  food  stamps 
and  they  want  to  get  Medicaid 
and  they  want  to  get  low-income 
housing  and  they  want  a teen 
pregnancy  program  for  their  kid 
and  they  want  job  training,  they 
have  one-stop  shopping  in  their 
neighborhoods.  And  we  certainly 
have  the  chance  here  in  India- 
napolis to  do  some  innovative 
things,  because  I know  Steve 
Goldsmith  is  keenly  interested  in 
this.  What  frequently  happens 
now  is  not  only  do  you  have  to  go 
to  10  places,  but  you  have  to  drive 
downtown,  and  people  sometimes 
don't  have  the  carfare,  they  can't 
get  a ride,  the  offices  aren't  open 
at  convenient  times. 

The  idea  is  if  you  can  coordi- 
nate it  and  put  it  in  their  neigh- 
borhood, so  they  can  walk,  so 
moms  can  drop  off  their  kids 
while  they're  getting  job  training. 
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we  might  have  a real  crack  at 
doing  something.  But  it  requires 
much  greater  administrative  coor- 
dination than  we  have.  It  requires 
getting  over  the  turf  battles  that 
any  agency  naturally  has,  just  the 
way  other  professional  groups 
have,  or  that  people  do  in  life. 

And  so  it's  a tall  order,  but  1 think 
it's  doable. 

Indiana  medicine:  Have  employer 
coalitions  and  managed  care 
failed? 

Freund:  Employers  have  gone 
into  managed  care  with  the  hopes 
of  saving  30%  in  health  care  costs 
or  getting  real  cuts  in  premiums. 

1 think  it  should  be  understood 


that  it  is  unrealistic  to  ever  think 
we're  going  to  have  cuts  in  health 
care  premiums.  We  might  be  able 
to  slow  the  rate  of  growth.  But  to 
cut  premiums  for  a family  of  four, 
which  are  now  an  average  of  al- 
most $4,000  a year,  to  $3,500  is  not 
something  we're  going  to  see  in 
our  lifetime. 

I believe  that,  relative  to  ex- 
pectations, managed  care  hasn't 
delivered  that  result.  That  doesn't 
mean  that  it  hasn't  arrested  the 
rate  of  growth.  It  doesn't  mean 
that  people  aren't  happy.  And  it 
doesn't  mean  that  it  isn't  the  way 
to  go.  But  it  does  mean  that  it 
isn't  the  great  panacea  for  taking 
care  of  our  health  care  cost  prob- 
lems. 


We  have  very  little  managed 
care  in  this  state  in  comparison  to 
other  states.  And  my  perception 
is  that,  as  much  as  we  think  it's 
competitive  and  cut-throat  for  the 
practice  of  medicine  in  a city  like 
Indianapolis,  it  isn't,  if  you  com- 
pare us  to  what  goes  on  in  New 
York,  Boston,  San  Francisco,  Chi- 
cago or  Minneapolis.  So,  if  we 
wonder  what  is  going  to  be  the 
impact  of  managed  care  in  Indi- 
ana, I can  only  say  that  the  experi- 
ence we  have  now  may  not  be 
predictive  of  the  future.  □ 

This  interview  was  conducted  by 
Bob  Carlson,  a health  care  communi- 
cations consultant  in  Indianapolis. 
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If  you  don’t  have  health 
insurance  coverage 
sponsored  by  the  ISMA  we’d 
like  to  show  you  what 
you’ve  been  missing  . . . 


<Five  different  plans,  with  various 

deductibles  and  levels  of  co-payments 

$2  million  lifetime  maximum  benefit 
per  person 

Excellent  DENTAL  Plan 

Favorable  Premiums  due  to  a large  pool 
of  insureds 

Flexible  Participation  Requirements 

Lifetime  Eligibility  for  ISMA  members, 
once  enrolled  in  the  plan 

Convenient  Claims  Service  with  Direct 
Access  through  WATS 


Available  through  the 

A 

Insurance  Agency 


Association 


Call  your  local 

ISMA  Benefit  Representative 

(800)  442-ISMA 

322  Canal  Walk 
Indianapolis , IN  46202-3252 
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Improving  preschool-aged 
vaccination  coverage: 

Not  business  as  usual 


Mary  Ann  Sprauer,  M.D.,  M.P.H. 
Indianapolis 

j/\.ge-appropriate  vaccina- 
tion provides  the  maximum  pro- 
tection against  vaccine-prevent- 
able diseases  (VPDs)  at  the  earliest 
time  in  children's  lives,  when  they 
are  most  vulnerable  to  infection 
with  and  complications  from  such 
illnesses.  The  Committee  on  In- 
fectious Diseases  of  the  American 
Academy  of  Pediatrics  and  the 
Immunization  Practices  Advisory 
Committee  both  recommend  that 
complete  vaccination  coverage  - 
four  doses  of  diphtheria-tetanus- 
pertussis  (DTP),  three  doses  of 
oral  polio  (OPV),  one  dose  of 
measles-mumps-rubella  (MMR), 
three  or  four  doses  of  Haemophilus 
influenzae  type  b (Hib)  and  three 
doses  of  hepatitis  B vaccines  - 
should  be  received  by  all  children 
by  2 years  of  age. 

Indiana  accords  high  priority 
to  achieving  90%  age-appropriate 
vaccination  coverage  among  pre- 
school-aged children  (those 
younger  than  two  years)  by  the 
year  2000.  Accordingly,  from 
March  through  June  1992,  the 
Indiana  State  Department  of 
Health  (ISDH)  convened  a state- 
wide Immunization  Task  Force, 
comprised  of  more  than  50  repre- 
sentatives from  public  and  private 
vaccine  delivery  systems,  health 
professional  organizations,  state 
and  local  agencies,  volunteer  and 
community-based  organizations, 
the  private  business  sector,  com- 
munity leaders  and  educators. 

The  task  force  presented  and  re- 
viewed information  on  VPD  inci- 
dence, vaccination  coverage  and 


causes  for  failure  to  achieve  90% 
vaccination  coverage  among  pre- 
school-aged children  and  made 
recommendations  to  improve 
coverage.  The  Indiana  Immuniza- 
tion Action  Plan  (IAP),  in  the 
form  of  a grant  proposal  to  the 
Centers  for  Disease  Control 
(CDC),  represents  task  force  find- 
ings, recommendations  and  a 
series  of  program  objectives  and 
action  steps  to  address  this  chal- 
lenge. This  is  the  first  time  fed- 
eral funding  has  been  made  avail- 
able to  improve  vaccine  delivery 
infrastructure. 

Vaccine-preventable  diseases 

Like  other  areas  of  the  country, 
Indiana  experienced  measles  out- 
breaks during  1989  and  1990. 
Compared  to  a median  of  39 
measles  cases  from  1984  to  1988, 
there  were  115  and  412  cases  re- 
ported during  1989  and  1990,  re- 
spectively. Age-specific  rates  for 
measles  and  other  VPDs  are  unac- 
ceptably high  among  infants  and 
young  children  (Table  l). 

Complications  due  to  measles 
include  otitis  media,  pneumonia, 
encephalopathy  and  death.  About 
25%  of  complications  in  1989  and 
1990  occurred  among  children 
aged  2 years  or  under.  Hospital- 
ization rates  were  highest  for 
those  aged  1 year  and  under,  and 
over  15  years  of  age.  In  1989, 
three  (18%)  children  aged  1 to  4 
years  with  measles  had  documen- 
tation of  vaccination;  in  1990,  five 
(8%)  had  documentation  of  vacci- 
nation. 

Pertussis  also  accounts  for 
significant  morbidity  in  Indiana, 
especially  among  children  under  1 
year  of  age.  Among  all  pertussis 


cases  from  1989  to  1991,  35%  to 
53%  occurred  among  children 
aged  under  1 year;  63%  to  96%  of 
these  were  hospitalized.  In  1991, 
of  48  pertussis  cases  aged  three 
months  or  more  with  known  vac- 
cination status,  19  (40%)  were  age- 
appropriately  vaccinated. 

Vaccination  coverage 

Data  about  vaccination  coverage 
of  2-year-olds  in  Indiana  are  avail- 
able from  three  sources:  retro- 
spective kindergarten  surveys; 
vaccination  audits  of  public  health 
clinics;  and  doses  administered 
data. 

The  1990-91  retrospective  sur- 
vey was  conducted  by  reviewing 
10%  of  vaccination  records  for 
current  kindergarten  students 
selected  using  modified  stratified 
random  sampling.  Records  were 
reviewed  for  DTP,  OPV  and  MMR 
vaccination  status  at  the  time 
these  children  were  24  months 
old.  Since  the  records  were  those 
of  children  currently  in  kindergar- 
ten, these  data  reflect  vaccination 
coverage  approximately  three  to 
four  years  previously.  Data  from 
this  survey  indicate  that  the  over- 
all vaccination  coverage  rate  of  2- 
year-olds  for  Indiana  was  53%. 
County-specific  rates  ranged  from 
28%  to  100%. 

The  retrospective  survey  for 
school  year  1991-92  was  com- 
pleted in  April  1992,  with  a point 
estimate  for  overall  coverage  of  2- 
year-olds  of  56%.  Antigen-specific 
coverage  rates  in  the  1990-91  and 
1991-92  surveys  were  similar: 
DTP-4  - 56%  and  59%;  OPV-3  - 
78%  and  75%;  and  MMR  - 76%  in 
both  years. 

Accurate  data  about  vaccina- 
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tion  coverage  among  minority 
preschool-aged  children  are  not 
available.  However,  data  from 
the  1990-91  retrospective  survey 
were  examined  to  provide  a sur- 
rogate measure  of  coverage 
among  these  children.  Forty 
schools  were  surveyed  in  the  five 
Indiana  counties  (Allen,  Lake, 
Marion,  St.  Joseph  and 
Vanderburgh)  with  the  largest 
minority  populations.  Eleven  of 
those  schools  had  minority  enroll- 


ments of  25%  or  more;  all  had 
coverage  levels  below  the  state 
coverage  level  of  53%  (range  18% 
to  52%). 

More  current  data  about  vac- 
cination coverage  in  the  public 
sector  were  obtained  from 
Indiana's  first  audit  of  public 
health  clinic  records  in  1991.  In 
this  survey,  25  randomly  selected 
vaccination  records  from  children 
aged  24  to  35  months,  attending 
Indiana's  93  public  health  vaccina- 


tion clinics,  were  reviewed  for 
DTP,  OPV  and  MMR  vaccination 
status.  The  overall  coverage  rate 
identified  was  61%;  clinic-specific 
levels  ranged  from  0%  to  96%. 
Antigen-specific  coverage  was 
62%  for  DTP-4  and  84%  for  MMR. 

Finally,  data  are  available 
about  antigen-specific  vaccine 
doses  administered  by  age  gath- 
ered from  monthly  reports  from 
all  agencies  administering  public 
vaccine.  From  1988  to  1991,  total 


Table  1 

Age-specific  rates*  for  certain  vaccine-preventable  diseases  in  Indiana,  1990-91 


A.  1990 

Pertussis 

Measles 

H.  influenzae + 

Age 

No.  cases 

Rate 

No. 

cases 

Rate 

No.  cases 

Rate 

0-11  months 

52 

62.2 

15 

18 

37 

44.3 

1-4  years 

48 

14.9 

60 

18.7 

35 

10.9 

5-9  years 

19 

4.6 

56 

13.7 

6 

1.5 

10-14  years 

7 

1.7 

84 

20.7 

1 

0.2 

15-19  years 

4 

0.9 

132 

30.8 

0 

0 

> 20  years 

14 

0.4 

65 

1.7 

11 

0.3 

Total** 
B.  1991 

147 

Pertussis 

2.7 

412 

Measles 

7.4 

95  1.7 

H.  influenzae++ 

Age 

No.  cases 

Rate 

No. 

cases 

Rate 

No.  cases 

Rate 

0-11  months 

24 

28.7 

2 

2.4 

17 

20.3 

1-4  years 

20 

6.2 

1 

0.3 

14 

4.4 

5-9  years 

7 

1.7 

0 

0 

3 

0.7 

10-14  years 

7 

1.7 

0 

0 

1 

0.2 

15-19  years 

1 

0.2 

3 

0.7 

0 

0 

> 20  years 

5 

0.1 

0 

0 

12 

0.3 

Total**  66  1.2 

* = Rates  per  100,000  (1990  census). 

+ = Includes  invasive  and  noninvasive  disease. 

6 

0.1 

48 

0.9 

**  = Age  unknown  for  three  cases  of  pertussis  and  five 
one  case  of  H.  influenzae  in  1991. 

++  = Includes  sterile  site  isolates  only. 

cases  of  H.  influenzae  in  ' 

1990,  and  for  two  cases  of 

pertus 

INDIANA  MEDICINE/January/February  1993 


15 


r 


Table  2 

Guide  to  contraindications  and  precautions  to  immunizations 

Vaccine 

True  contraindications  & precautions 

Not  true  (vaccines  may  be  given) 

General  for 
all  vaccines 

Anaphylactic  reaction  to  a vaccine  contraindicates 
further  doses  of  that  vaccine 

Mild  to  moderate  local  reaction  (soreness,  redness, 
swelling)  after  a dose  of  an  injectable  antigen 

(DTP/DTaP, 
OPV,  1PV, 
MMR,  Hib, 
HBV) 

Anaphylactic  reaction  to  a vaccine  constituent 
contraindicates  the  use  of  vaccines  containing  that 
substance 

Moderate  or  severe  illnesses  with  or  without  fever 

Mild  acute  illness  with  or  without  low-grade  fever 
Current  antimicrobial  therapy 
Convalescent  phase  of  illness 

Prematurity  (same  dosage  and  indications  as  for 
normal,  full-term  infants) 

Recent  exposure  to  an  infectious  disease 

History  of  penicillin  or  other  nonspecific  allergies 
or  fact  that  relatives  have  such  allergies 

DTP/DTaP 

Encephalopathy  within  7 days  of  administration 
of  previous  dose  of  DTP 

Temperature  of  < 40.5°C  (105°F)  after  a previous 
dose  of  DTP 

Precautions*  Fever  of  > 40.5°C  (105°F)  within  48 

hours  after  vaccination  with  a prior 
dose  of  DTP 

Family  history  of  convulsions** 

Collapse  or  shocklike  state  (hypo- 
tonic-hyporesponsive  episode) 
within  48  hours  of  receiving  a prior 
dose  of  DTP 

Family  history  of  sudden  infant  death  syndrome 

Seizures  within  3 days  of  receiving 
a prior  dose  of  DTP  (see  footnote** 
regarding  management  of  children 
with  a personal  history  of  seizures 
at  any  time) 

Family  history  of  an  adverse  event  after  DTP 
administration 

Persistent,  inconsolable  crying 
lasting  > 3 hours  within  48  hours  of 
receiving  a prior  dose  of  DTP 

OPV*" 

Infection  with  FflV  or  a household  contact  with  HIV 

Breast  feeding 

Known  altered  immunodeficiency  (hematologic  and 
solid  tumors;  congenital  immunodeficiency;  and  long- 
term immunosuppressive  therapy) 

Current  antimicrobial  therapy 

Immunodeficient  household  contact 

Diarrhea 

V 

Precaution*  Pregnancy 

J 
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Table  2 continued 

Guide  to  contraindications  and  precautions  to  immunizations 


A 


Vaccine  True  contraindications  & precautions  Not  true  (vaccines  may  be  given) 


IPV 

Anaphylactic  reaction  to  neomycin  or  streptomycin 
Precaution*  Pregnancy 

MMR*” 

Anaphylactic  reactions  to  egg  ingestion  and  to 
neomycin 

Pregnancy 

Known  altered  immunodeficiency  (hematologic  and 
solid  tumors,  congenital  immunodeficiency  and  long- 
term immunosuppressive  therapy) 

Precaution*  Recent  (within  3 months)  IG 

administration 

Tuberculosis  or  positive  PPD 

Simultaneous  TB  skin  testing**** 

Breast  feeding 

Pregnancy  of  mother  of  recipient 

Immunodeficient  family  member  or  household 
contact 

Infection  with  HIV 

Nonanaphylactic  reactions  to  eggs  or  neomycin 

Hib 

HBV 

Pregnancy 

* The  events  or  conditions  listed  as  precautions,  although  not  contraindications,  should  be  carefully  reviewed.  The 
benefits  and  risks  of  administering  a specific  vaccine  to  an  individual  under  the  circumstances  should  be 
considered.  If  the  risks  are  believed  to  outweigh  the  benefits,  the  immunization  should  be  withheld;  if  the  benefits 
are  believed  to  outweigh  the  risks  (for  example,  during  an  outbreak  or  foreign  travel)  the  immunization  should  be 
given.  Whether  and  when  to  administer  DTP  to  children  with  proven  or  suspected  underlying  neurologic  disor- 
ders should  be  decided  on  an  individual  basis.  It  is  prudent  on  theoretical  grounds  to  avoid  vaccinating  pregnant 
women.  However,  if  immediate  protection  against  poliomyelitis  is  needed,  OPV,  not  IPV,  is  recommended. 

**  Acetaminophen  given  before  administering  DTP  and  thereafter  every  four  hours  for  24  hours  should  be  considered 
for  children  with  a personal  or  with  a family  history  of  convulsions  in  siblings  or  parents. 

***  There  is  a theoretical  risk  that  the  administration  of  multiple  live  virus  vaccines  (OPV  & MMR)  within  30  days  of 
one  another  if  not  given  on  the  same  day  will  result  in  a suboptimal  immune  response.  There  are  no  data  to 
substantiate  this. 

****  Measles  vaccination  may  temporarily  suppress  tuberculin  reactivity.  If  testing  cannot  be  done  the  day  of  MMR 
vaccination,  the  test  should  be  postponed  for  four  to  six  weeks. 


This  information  is  based  on  the  recommendations  of  the  Immunization  Practices  Advisory  Committee  (ACIP)  and  those  of  the 
Committee  on  Infectious  Diseases  (Red  Book  Committee)  of  the  the  American  Academy  of  Pediatrics  (AAP).  Sometimes  these  recom- 
mendations vary  from  those  in  the  manufacturer's  package  inserts.  For  more  information,  providers  should  consult  the  published  rec- 
ommendations of  the  ACIP,  the  AAP,  the  AAFP  and  the  manufacturer's  package  inserts. 


Source:  Standards  for  Pediatric  Immunization  Practices,  1992. 
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doses  of  DTP,  OPV  and  MMR 
administered  increased  as  follows: 
DTP  - from  100,591  to  151,013; 
OPV  - from  91,360  to  129,837;  and 
MMR  - from  31,040  to  71,343  (in- 
cluding the  second  MMR  dose). 

Doses-administered  data  also 
suggest  that  each  year  more  chil- 
dren received  DTP-4  before  2 
years  of  age  in  the  public  sector; 


however,  this  does  not  mean  that 
overall  age-appropriate  vaccina- 
tion has  improved.  An  increase  in 
doses  administered  may  be  due  to 
the  myriad  causes  for  children 
shifting  from  the  private  to  the 
public  vaccination  sector,  includ- 
ing cost  and  liability  concerns 
among  private  providers,  financial 
burdens  related  to  the  economy 


and  access  to  health  care  and,  in 
the  future,  increased  financial 
demands  due  to  new  vaccines 
(Haemophilus  influenzae,  hepatitis  B 
and  acellular  DTP)  and  added 
logistic  complexity  in  using  the 
federally  mandated  Vaccine  Infor- 
mation Pamphlets. 

Ideally,  for  every  dose  of 
DTP-1  administered,  doses  of 


r ; y 

Figure 

Age-specific*  public  sector  doses  administered  of 
DTP-1,  2,  3,  & 4,  and  MMR-1,  by  year,  Indiana  1988-91 


1988  1989  1990  1991 

Year 


□ dtp-1  □ DTP-2  □ DTP-3  D DTP-4  ■ MMR-1 


* DTP-1,2  & 3 administered  to  children  aged  2-11  mths; 

DTP-4  & MMR-1  administered  to  children  aged  12-23  mths 

l ^ J , 


18 


INDIANA  MEDICINE/January/February  1993 


DTP-2,  3 and  4 and  MMR-1 
should  also  be  administered. 

Data  on  yearly  vaccine-  and  age- 
specific  doses  administered  are 
shown  in  the  Figure.  These  data 
indicate  drop-out  from  DTP-1  to 
DTP-4  consistently  from  1988  to 
1991  - an  average  of  0.6  doses  of 
DTP-4  were  administered  for  ev- 
ery dose  of  DTP-1.  The  ratio  of 
MMR-1  to  DTP-1  from  1988 
through  1991  averaged  1.0.  Com- 
paring the  ratios  of  MMR-1  and 
DTP-4  to  DTP-1  indicates  that 
simultaneous  administration  of 
these  two  vaccines  could  improve 
age-appropriate  vaccination. 

Also,  for  every  dose  of  MMR-1 
administered  between  1988  and 
1991,  an  average  of  0.6  doses  of 
DTP-4  was  administered.  Since 
the  1991  clinic  audit  showed  that 
overall,  84%  of  2-year-old  children 
had  received  MMR,  it  is  possible 
that  simultaneous  vaccination 
with  MMR,  DTP-4,  OPV-3  and 
Hih  could  increase  vaccination 
coverage  close  to  84%. 

In  summary,  although  data 
suggest  there  has  been  some  im- 
provement in  age-appropriate 
vaccination  status  of  2-year-old 
children  in  Indiana,  they  clearly 
demonstrate  a remaining  major 
problem:  more  than  one-third  of 
Indiana's  preschool-aged  children 
are  not  age-appropriately  vacci- 
nated by  2 years  of  age. 


Why  is  vaccination  coverage  low? 

Causes  of  low  vaccination  cover- 
age can  be  divided  into  four  cat- 
egories: 1)  missed  opportunities; 
2)  barriers  to  vaccination;  3)  inad- 
equate access  to  care;  and  4)  lack 
of  public  awareness  and  demand 
for  vaccination.1 


Missed  opportunities 

There  are  three  types  of  missed 

vaccination  opportunities:  1)  a 


child  is  seen  by  a health  care  pro- 
vider for  vaccination  and  all  indi- 
cated vaccines  are  not  adminis- 
tered at  that  visit  (lack  of  simulta- 
neous vaccination);  2)  a child  is 
seen  by  a health  care  provider  for 
a non-vaccination  visit  and  the 
child's  vaccination  status  is  not 
assessed  and  made  current;  and  3) 
a child  has  contact  with  a public 
assistance  program  (such  as  the 
Special  Supplemental  Food  Pro- 
gram for  Women,  Infants  and 
Children  [WIC])  where  vaccina- 
tion services  could  be  delivered, 
and  those  services  are  not  pro- 
vided. 

To  overcome  missed  opportu- 
nities, widespread  adoption  of 
simultaneous  administration  poli- 
cies and  formal  integration  and 
expansion  of  vaccination  services 
in  a variety  of  public  programs 
will  be  necessary. 


Barriers  to  vaccination 
There  are  a variety  of  impedi- 
ments to  vaccination  in  both  the 
public  and  private  sectors.  In 
public  health  vaccination  clinics, 
barriers  include  requirements  for 
appointments,  physical  examina- 
tions, individual  physician  orders, 
physician  referral,  enrollment  in 
well-baby  clinics  and  residency; 
financial  obstacles;  inadequate 
resources  to  provide  sufficient 
staff,  hours  and  locations  for  vac- 
cination; cultural  and  language 
barriers;  and  failure  to  use  re- 
minder/ recall  and  tracking  sys- 
tems to  facilitate  parents'  efforts 
to  ensure  vaccination  of  their  chil- 
dren. 

In  the  private  sector  espe- 
cially, financial  barriers  to  vacci- 
nation exist  when  maximum  fi- 
nancial reimbursement  for  vacci- 
nation services  is  not  available.  A 
1990  national  survey  by  the 
Health  Insurance  Association  of 


America  indicated  the  following 
percentages  of  enrollees  covered 
for  childhood  vaccination:  47%  in 
conventional  plans;  65%  in  pre- 
ferred provider  organizations; 

90%  in  point-of-service;  97%  in  an 
independent  practice  association 
health  maintenance  organization 
(HMO)  model;  and  99%  in  staff/ 
group  health  maintenance  organi- 
zations.2 Similar  data  for  Indiana 
are  limited.  However,  in  1989,  it 
was  estimated  that  about  750,000 
people  had  no  health  insurance. 

A 1990-91  ISDH-conducted  parent 
survey  showed  that,  of  1,983  pa- 
tients in  88  local  public  health 
agencies,  281  (14%)  received  Med- 
icaid, 40  (2%)  had  HMO  benefits 
and  1,267  (64%)  had  health  insur- 
ance, but  most  did  not  cover  im- 
munization services. 

A 1990  ISDH  survey  of  pri- 
mary care  physicians  found  that, 
of  1,100  physicians  providing  vac- 
cination, 253  (23%)  were  consider- 
ing stopping,  primarily  due  to 
cost.  A commonly  expressed 
source  of  frustration  by  private 
health  care  providers  on  the  task 
force  was  the  difficulty  of  recon- 
ciling the  goals  of  providing  com- 
prehensive care  for  all  their  pa- 
tients regardless  of  ability  to  pay 
and  the  rising  cost  of  vaccination. 

Uniform  adoption  of  the  Stan- 
dards for  Pediatric  Immunization 
Practices  that  call  for  removal  of 
many  of  the  barriers  described 
above  could  help  alleviate  these 
obstacles  to  vaccination. 


Access  to  care 

Financial  and  logistic  difficulties 
with  vaccination  services  de- 
scribed above  reflect  similar  prob- 
lems with  access  to  overall  health 
care  in  Indiana.  The  ISDH  Office 
of  Public  Health  Research,  using 
1990  census  data,  estimated  there 
are  approximately  25,000  children 
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in  Indiana  under  5 years  of  age 
who  lack  health  insurance  and  are 
below  200%  of  poverty,  resulting 
in  isolation  from  the  health  care 
system. 

In  the  1990  parent  survey, 

1,770  (90%)  respondents  stated 
they  had  a health  care  provider 
outside  the  vaccination  clinic  but 
were  unable  to  receive  vaccination 
for  their  children  from  these  pro- 
viders. The  task  force  expressed 
concern  about  fragmentation  of 
care  and  missed  opportunities 
created  when  vaccination  is  pro- 
vided in  settings  that  do  not  pro- 
vide comprehensive  medical  care, 
while  acknowledging  the  pressing 
need  to  move  forward  with  vacci- 
nation-focused efforts.  Strategies 
resulting  from  these  efforts  should 
include  the  ultimate  goal  of  pro- 
viding comprehensive  care  when- 
ever possible. 

Inadequate  public  awareness 
Data  are  limited  regarding  provi- 
sion of  vaccination  information 
and  education.  Task  force  mem- 
bers cited  our  overall  success  in 
decreasing  childhood  VPDs,  com- 
peting priorities,  disenfranchise- 
ment, isolation  from  the  health 
care  system,  lack  of  cultural  ap- 
propriateness and  unfounded  fear 
of  adverse  events  as  barriers  to 
parental  awareness  of  the  impor- 
tance of  age-appropriate  vaccina- 
tion. There  is  need  for  a variety 
of  educational  materials  targeted 
to  different  audiences.  Also 
needed  is  professional  education 
for  vaccine  providers  to  increase 
their  knowledge  about  vaccination 
and  about  the  Standards  for  Pediat- 
ric Immunization  Practices. 

Summary 

In  summary,  major  areas  of  need 
include:  1)  overcoming  missed 


vaccination  opportunities  through 
simultaneous  vaccination  and 
formally  integrating  and  expand- 
ing vaccination  services  in  various 
public  and  other  programs  that 
serve  preschool-aged  children  and 
their  families;  2)  overcoming  bar- 
riers to  vaccination  through  the 
following:  adopting  the  Standards 
for  Pediatric  Immunization  Practices; 
obtaining  financial  support  for 
expansion  of  public  vaccination 
services  to  target  hard-to-reach 
populations;  developing  ways  to 
optimize  reimbursement  for  vacci- 
nation services  in  both  the  public 
and  private  sectors;  establishing 
specific  strategies  to  identify,  in- 
form and  serve  minority  popula- 


te IAP,  through 
public-private  partner- 
ship, represents  an 
unprecedented 
opportunity  to 
achieve  the  goal  of 
90%  age-appropriate 
vaccination  by  2 
years  of  age  - truly 
not  “business 
as  usual.  ” 


tions;  and  increasing  utilization  of 
recall /reminder  and  tracking  sys- 
tems; 3)  including  childhood  vac- 
cination services  in  plans  to  in- 
crease access  to  health  care;  and  4) 
developing  and  providing  clear 
targeted  information  and  educa- 
tion messages  that  are  highly  vis- 
ible and  culturally  appropriate. 

The  IAP,  consisting  of  39  pro- 
gram objectives,  with  30  Lead  and 


Collaborating  Agencies,  has  been 
awarded  $1.8  million  by  CDC  for 
1992-93  and  focuses  on  three  ar- 
eas: service  delivery,  information 
and  education,  and  assessment.  It 
calls  for  the  following:  adopting 
the  Standards  for  Pediatric  Immuni- 
zation Practices  by  all  public  and 
private  vaccine  providers;  devel- 
oping linkages  between  vaccina- 
tion and  public  assistance  pro- 
grams such  as  WIC;  expanding 
vaccination  service  delivery 
throughout  the  state  by  providing 
staff  for  expanded  clinic  hours 
and  locations;  taking  steps  to 
maximize  reimbursement  for  vac- 
cine and  vaccination  services; 
providing  a variety  of  culturally 
sensitive  and  targeted  information 
and  educational  materials;  launch- 
ing a statewide  media  campaign; 
and  developing  methods  of  mea- 
suring coverage  among  specific 
groups. 

The  IAP,  through  public-pri- 
vate partnership,  represents  an 
unprecedented  opportunity  to 
achieve  the  goal  of  90%  age-ap- 
propriate vaccination  by  2 years 
of  age  - truly  not  "business  as 
usual."  As  a carefully  planned 
and  managed  initiative,  it  can 
result  in  achieving  the  nation's 
and  Indiana's  objective  by  the 
year  2000.3 

The  Standards  for  Pediatric  Im- 
munization Practices 
A cornerstone  of  the  IAP  is  to 
optimize  vaccine  delivery  state- 
wide in  both  the  public  and  pri- 
vate sectors.  This  includes  avoid- 
ing missed  vaccination  opportuni- 
ties, using  simultaneous  vaccina- 
tion, removing  barriers  to  immu- 
nization and  educating  parents 
and  providers. 

To  address  such  issues,  the 
National  Vaccine  Advisory  Com- 
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mittee  (NVAC)  and  a 35-member 

I working  group  drawn  from  24 
different  public  and  private  sector 
professional  organizations  and 
numerous  state  and  local  health 
departments,  including  the  Ameri- 
can Medical  Association,  the 
American  Academy  of  Pediatrics, 
the  American  Academy  of  Family 
Physicians  and  CDC,  developed 
the  Standards  for  Pediatric  Immuni- 
zation Practices.  This  was  done  in 
response  to  NVAC's  recommen- 
dation that  a formal  set  of  immu- 
nization practice  standards  he 
adopted  by  all  providers  to  assure 
timely  vaccination  of  children 
since  the  recent  U.S.  measles  epi- 
demic was  caused  by  failure  to 
vaccinate,  not  vaccine  failure.* 1 2 3 

The  Standards  call  for  practices 
that  help  eliminate  missed  oppor- 
tunities. Other  topics  addressed 
include  the  following:  appropriate 
indications  and  contraindications 
to  vaccination;  audits,  tracking, 
record-keeping  and  vaccine  man- 
agement; adverse  events;  use  of 
medical  protocols  in  vaccine  de- 
livery; approaches  to  providing 
services  that  incorporate  patient- 
and  community-based  input;  use 
of  properly  trained  individuals  in 
providing  vaccination;  and  the 
need  for  ongoing  education  and 
training  of  providers  on  current 
immunization  recommendations. 
Also  included  is  a table  specifying 
valid  contraindications  to  vaccina- 
tion to  help  ensure  children  re- 
ceive immunizations  appropri- 
ately (Table  2). 

The  U.S.  Public  Health  Service 
approved  and  the  American 
Academy  of  Pediatrics  endorsed 
the  Standards  in  May  1992.  The 


Standards  are  recommended  for 
use  by  all  health  professionals 
providing  care  in  private  or  public 
health  care  settings  who  are  in- 
volved in  giving  vaccines  or  man- 
aging immunization  services  for 
children. 

As  evidenced  by  the  data 
above,  current  health  practices  fail 
to  deliver  vaccine  on  schedule  to  a 
large  proportion  of  the  preschool- 
aged  population,  due  in  signifi- 
cant part  to  missed  vaccination 
opportunities  and  barriers  that 
impede  vaccine  delivery. 

Changes  in  policies  and  practices 
can  begin  to  improve  vaccination 
coverage  immediately.  The  Stan- 
dards represent  the  most  desirable 
immunization  practices  that 
health  care  providers  should 
strive  to  achieve  and  can  serve  as 
guidelines  to  help  delineate  ways 
in  which  immunization  polices 
and  practices  can  be  enhanced 
and  modified.  While  some  will 
take  time  to  be  fully  implemented, 
all  health  care  providers  are  en- 
couraged to  use  the  Standards  to 
guide  their  immunization  sendees. 

The  ISDH  is  taking  steps  to 
ensure  that  all  vaccination  services 
delivered  under  its  auspices  are 
provided  in  accordance  with  the 
Standards.  In  October  1992,  the 
Indiana  State  Medical  Association 
House  of  Delegates  adopted  Reso- 
lution 92-24,  endorsing  the  Stan- 
dards and  agreeing  to  support 
their  dissemination  and  adoption 
by  members  and  collaborate  in 
assessing  their  implementation. 

Work  is  underway  with  the 
Indiana  Chapter  of  the  American 
Academy  of  Pediatrics,  the  Indi- 
ana Association  of  Public  Health 


Physicians  and  Indiana  Academy 
of  Family  Physicians  to  obtain 
their  endorsements  as  well. 
Widespread  recognition  of  these 
fundamental  standards  in  child- 
hood vaccine  delivery  will  go  a 
long  way  toward  enhancing  the 
vaccination  status  of  Indiana's 
children.  □ 

To  obtain  a copy  of  the  Stan- 
dards for  Pediatric  Immunization 
Practices,  write  to  the  Indiana  State 
Department  of  Health,  Immunization 
Program,  Acute  Disease  Division, 
1330  W.  Michigan  St.,  Indianapolis, 
IN  46206. 


Correspondence:  Mary  Ann 
Sprauer,  M.D.,  M.P.H.,  Director, 
Acute  Disease  Division,  Indiana 
State  Department  of  Health,  1330  W. 
Michigan  St.,  Indianapolis,  IN 
46206. 


The  author  acknowledges  the 
assistance  of  Gary  Buckctt,  Wayne 
Staggs  and  Clarence  Wisecup  in  the 
preparation  of  this  manuscript. 
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Commission  criticizes 
fee-for-service  system 


Jean  Terry 

ISMA  Legislative  Assistant 

The  Indiana  State  Health 
Policy  Commission's  final  report 
openly  condemns  the  present  fee- 
for-service  system  and  suggests 
that  the  system  leads  to 
overutilization  of  services  and 
even  unnecessary  care. 

The  commission's  final  rec- 
ommendations were  delivered  to 
Gov.  Evan  Bayh  in  mid-Novem- 
ber. The  report  represents  the 
culmination  of  three  years  of  work 
by  the  members  of  the  commis- 
sion. Their  700-page  proposal, 
called  HoosierHealth  - A Strategic 
Plan  for 

Indiana's  Future, 
is  comprehensive 
in  nature  and 
has  an  impact  on 
all  aspects  of  the 
present  health 
care  delivery 
system. 

An  article  in  the  September/ 
October  1992  issue  of  Indiana 
medicine  highlighted  the  portions 
of  the  commission's  report  that 
had  been  released  at  that  time. 
Since  then,  new  chapters  and 
ideas  have  been  added.  This  ar- 
ticle summarizes  the  first  chapters 
and  explains  the  chapters  released 
since  the  last  article  was  pub- 
lished. 

The  commission's  report  fo- 
cuses on  managed  care  and  sug- 
gests that  some  of  the  unnecessary 
care  may  actually  be  harming 
patients.  Therefore,  under  its 
managed  care  system,  the  com- 
mission recommends  that  provid- 
ers be  paid  on  either  a capitated 


or  a salaried  basis. 

The  managed  care  system 
would  revolve  around  primary 
health  care.  Primary  health  care 
providers  - physicians,  hospitals 
and  ancillary  health  care  provid- 
ers - could  establish  primary 
health  care  teams.  The  primary 
health  care  physician  who  is  a 
member  of  the  team  would  man- 
age the  care  given  by  the  team. 
The  organizing  provider  could 
include  any  number  or  type  of 
providers  on  the  team,  which 
would  be  paid  a global  or 
capitated  fee  for  services  pro- 
vided. 

If  a patient  needs  the  services 
of  a specialist,  defined  as  any 


provider  who  is  not  part  of  the 
primary  health  care  team,  the 
managing  primary  health  care 
physician  would  have  to  refer  the 
patient  to  the  specialist.  Under 
this  plan,  patients  would  no 
longer  be  allowed  to  self- refer  to  a 
specialist.  An  exception  is  made 
for  patients  who  would  be  willing 
to  pay  a higher  co-payment  or 
deductible.  The  primary  care 
physician  would  maintain  control 
of  the  referred  patient's  health 
care  by  monitoring  treatment  and 
outcomes,  unless  an  agreement 
between  the  physician  and  the 
specialist  stated  otherwise. 

Managed  care  is  especially 
prescribed  for  the  critically,  cata- 


strophically and  chronically  ill  of 
the  state.  The  commission  has 
estimated  that  3%  of  the  popula- 
tion under  the  age  of  65  uses  up 
to  37%  of  the  state's  total  health 
care  budget.  Because  this  small 
percentage  of  the  population  is 
using  such  a significant  amount  of 
the  state's  health  care,  the  com- 
mission recommends  that  these 
patients  be  removed  from  the 
present  system  and  placed  in  a 
more  carefully  managed  system 
called  a "system  of  excellence." 

The  commission  also  pro- 
posed that  the  present  licensing 
system  be  reformed  and  that  the 
state  develop  its  own  practice 
guidelines. 

Since  the  last 

INDIANA  MEDICINE 

article,  many 
new  ideas  have 
been  added  to 
the  commission's 
report.  A chap- 
ter discussing 
the  uninsured 
population  in  Indiana  was  com- 
pleted, and  the  data  were  released 
and  analyzed.  According  to  the 
report,  only  12%  of  the  individu- 
als in  the  state  are  uninsured  on  a 
long-term  basis.  Of  that  number, 
15%  "could  clearly  afford"  to  pur- 
chase health  coverage  but  choose 
not  to.  Another  15%  are  poor  or 
near-poor  and  cannot  afford  in- 
surance. The  remaining  percent- 
age could  afford  insurance  if  it 
were  more  moderately  priced. 

For  the  poor  or  near-poor,  the 
commission  recommends  intro- 
duction of  a Medicaid  "medically 
needy"  program,  an  option  for 
states  under  the  federal  Medicaid 
law.  The  purpose  of  the  program 


The  commission’s  report  focuses  on  managed 
care  and  suggests  that  some  of  the  unnecessary 
care  may  actually  be  harming  patients. 
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is  to  serve  low-income  people 
who  need  medical  services  but 
who  do  not  qualify  under  the 
state's  regular  Medicaid  program, 
referred  to  as  the  categorically 
needy  program.  Under  the  medi- 
cally needy  program,  people  with 
incomes  above  the  Medicaid  eligi- 
bility level  may  reduce  income  to 
the  necessary  level  by  spending 
income  on  health  care,  called 
"spending  down."  About  30 
states  already  have  established 
medically  needy  programs. 

The  commission  believes  that 
adding  this  Medicaid  option  will 
have  a significant  impact  on 
Indiana's  health  care  system. 

First,  it  would  provide  health  care 
to  people  who  now  do  not  have 
access  to  care.  Second,  the  medi- 
cally needy  program  would  re- 
duce cost  shift  now  experienced 
when  uninsured  poor  people  use 
emergency  and  other  catastrophic 
health  services.  Finally,  the  state 
would  be  able  to  receive  new 
federal  dollars  that  can  be  used  to 
treat  the  uninsured. 

No  new  state  funds  would  be 
needed  to  fund  the  medically 
needy  program.  Funding  would 
come  partially  from  money  now 
being  used  to  fund  the  Hospital 
Care  for  the  Indigent  (HCI).  The 
rest  of  the  savings  would  come 
from  limiting  benefit  coverage 
under  the  present  categorically 
needy  Medicaid  program.  The 
commission  recommends  that  the 
following  services  be  limited  un- 
der Medicaid:  non-emergency 
transportation,  primary  care  office 
visits,  chest  x-rays,  emergency 
room  visits  without  a subsequent 
hospital  admission,  chiropractic 
visits,  outpatient  psychiatric  ser- 
vices rendered  by  mental  health 


providers,  podiatric  services  and 
pharmacy  services  for  over-the- 
counter  analgesics  and  antipy- 
retics. The  money  saved  from 
limiting  these  Medicaid  services 
and  from  eliminating  the  HCI 
program,  together  with  the  federal 
match  dollars,  would  fund  the 
new  medically  needy  program. 

Additionally  the  commission 
recommends  that  Medicaid  follow 
the  managed  care  system  outlined 
in  its  report  and  use  a preferred 
provider  network.  Only  provid- 
ers selected  by  Medicaid  would  he 
able  to  serve  the  Medicaid  popu- 
lation. 

The  commission's  final  recom- 
mendation on  Medicaid  is  that  its 
present  reimbursement  strategies 
be  re-evaluated.  It  suggests  that 
physicians  use  a fee  schedule  that 
can  be  "defined  through  a scale  of 
relative  values."  A conversion 
factor  that  converts  relative  value 
units  to  dollar  values,  including 
multipliers  to  adjust  for  geo- 
graphic location,  is  included  in  the 
reimbursement  proposal. 

Earlier,  a study  of  provider 
taxes  was  included  in  the  report. 
However,  this  recommendation 
was  removed  before  the  proposal 
went  to  a final  vote. 

The  commission  also  proposes 
reforms  for  the  insurance  indus- 
try. One  recommendation  is  that 
Indiana  adopt  a minimum  loss 
ratio  policy.  Under  this  policy,  an 
insurance  company  offering 
health  benefits  would  have  to 
guarantee  that  a certain  percent- 
age of  premiums  would  be  paid 
out  in  benefits.  The  report  argues 
that  this  type  of  policy  would 
force  third-party  payers  to  become 
more  efficient  by  giving  the  insur- 
ers an  incentive  to  decrease  their 


administrative  expenses. 

The  report  does  not  include 
recommendations  about  any  of 
the  following  insurance  reforms: 
ending  the  use  of  pre-existing 
clauses,  guaranteeing  portability 
and  insurability  or  moving  to- 
ward a community  rating  system. 
Generally,  these  types  of  insur- 
ance reforms  are  found  in  other 
health  reform  proposals. 

The  commission  also  dis- 
cusses the  need  for  the  govern- 
ment to  become  a more  respon- 
sible payer.  Because  the  govern- 
ment is  the  largest  purchaser  of 
health  care,  the  commission  re- 
ports that  its  continued  financial 
irresponsibility  will  increase  the 
current  cost-shift  phenomena 
among  providers. 

Only  two  commission  mem- 
bers voted  against  the  report,  Rep. 
Charlie  Brown,  chairman  of  the 
House  Public  Health  Committee, 
and  Jerry  Payne,  one  of  the  two 
labor  representatives.  Brown  and 
Payne  support  a single-payer  uni- 
versal health  system. 

If  the  governor  accepts  this 
plan  as  recommended,  legislation 
could  be  introduced  during  the 
1993  Indiana  General  Assembly. 
According  to  a master  implemen- 
tation schedule  included  in  the 
report,  if  enabling  legislation  is 
passed  this  session,  implementa- 
tion on  almost  all  parts  of  the  plan 
is  scheduled  to  begin  by  July  1993. 

The  ISMA  Department  of 
Government  Relations  will  con- 
tinue to  monitor  the  progress  of 
this  report.  Physicians  are  en- 
couraged to  contact  the  governor 
and  their  legislators  and  express 
their  views  on  the  final  recom- 
mendation. □ 
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Health  care  tops 
legislative  agenda 


Mike  Abrams 

ISMA  Director  of  Government 
Relations 

I—/egislators  returned  to  the 
Indiana  Statehouse  in  Indianapolis 
this  month  to  begin  what  is  cer- 
tain to  be  a legislative  session 
mired  in  controversy.  Budget- 
makers  will  find  themselves  in  the 
unenviable  position  of  saying 
"no"  at  a time  when  pressing 
needs  in  education,  health  care, 
including  mental 
health,  and  environ- 
mental problems  are 
pleading  for  more 
resources. 

Political  dynam- 
ics, which  have  been 
at  least  minimally 
predictable  in  past 
sessions,  are  new 
because  21  members 
of  the  100-member  House  of  Rep- 
resentatives have  never  served  in 
the  House  before,  and  seven  sena- 
tors have  never  served  in  the  50- 
member  Senate  before. 

Perhaps  more  than  in  any 
legislative  session  in  recent  his- 
tory, health  care  issues  will  oc- 
cupy the  attention  of  Indiana  leg- 
islators. Health  care  is  sure  to 
occupy  much  of  the  legislators' 
time  because  of  recent  develop- 
ments, including  reform  efforts  in 
other  states,  the  release  of  the 
report  of  the  Indiana  State  Health 
Policy  Commission  and  increasing 
fiscal  pressure  on  Indiana's  Med- 
icaid budget. 

Reform  efforts  in  other  states 

Several  states  have  refused  to  wait 
for  the  federal  government  to 


tackle  health  care  reform  and  have 
implemented  bold  initiatives  on 
their  own.  The  efforts  of  these 
states  and  the  publicity  generated 
by  their  efforts  help  bring  health 
care  reform  to  the  top  of  the  legis- 
lative agendas  in  legislatures 
across  the  country. 

One  of  the  most  notable  re- 
form efforts  occurred  in  Minne- 
sota, where  many  of  that  state's 
uninsured  will  be  covered  by  a 
new  system  called  MinnesotaCare. 
By  July  1994,  people  with  incomes 


as  high  as  225%  of  the  federal 
poverty  level  will  be  covered  by 
this  state-subsidized  system. 

Funding  for  the  program  has 
been  the  most  controversial  ele- 
ment of  MinnesotaCare.  The  pro- 
gram will  be  funded  by  a 5-cent 
cigarette  tax  increase,  bringing 
Minnesota's  tax  to  48  cents  per 
pack,  compared  to  Indiana's  15.5 
cents  per  pack  tax.  Further  fund- 
ing will  be  generated  by  a 2% 
gross  receipts  tax  on  health  care 
providers.  Quarterly,  physicians 
practicing  in  Minnesota  will  be 
required  to  remit  2%  of  their  gross 
office  earnings  to  the  government 
to  help  fund  MinnesotaCare. 

Several  other  states,  including 
Vermont,  Florida  and  Colorado, 
have  enacted  major  health  reform 
initiatives. 


Indiana  State  Health  Policy  Com- 
mission 

After  working  for  three  years,  the 
state  health  policy  commission 
released  its  final  report  and  rec- 
ommendations to  the  legislature 
in  November. 

The  report  recommends  the 
formation  of  a series  of  competing 
health  care  teams,  made  up  of 
various  health  care  providers, 
including  medical  specialists  and 
ancillary  providers.  Patients 
would  access  the  system  through 
the  team  with  which 
they  have  contracted  to 
manage  their  care. 

Each  patient's  care  and 
access  to  providers 
within  the  team  would 
be  managed  by  the 
team's  primary  care 
physician,  which  each 
team  would  be  re- 
quired to  have. 

The  more  than  600-page  re- 
port recommends  many  changes, 
among  them:  expanded  scope  of 
practice  for  physician  assistants 
and  nurse  practitioners;  "systems 
of  excellence"  (hospitals  and  other 
facilities  that  specialize  in  treat- 
ment for  certain  diagnoses)  for 
critical  care  patients;  and  a clinical 
panel  system,  governed  by  a 
board  of  directors  made  up  of  a 
majority  of  non-clinical  consum- 
ers, to  recommend  and  dissemi- 
nate practice  parameters. 

The  report  is  critical  of  fee-for- 
service  medicine,  indicating  that 
"practitioners  receive  higher  levels 
of  income  by  providing  additional 
care,  even  though  a portion  of 
these  extra  services  offer  little 
additional  benefit." 


Perhaps  more  than  in  any  legislative 
session  in  recent  history,  health  care 
issues  will  occupy  the  attention 
of  Indiana  legislators. 
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Indiana  Medicaid 

Indiana's  Medicaid  system  offers 
28  of  the  31  optional  health  ser- 
vices that  the  federal  government 
allows  states  to  offer,  such  as 
chiropractic.  This  generous  ben- 
efits package,  coupled  with  the 
extremely  strict  eligibility  require- 
ments, causes  Indiana's  Medicaid 
system  to  spend  more  per  capita 
on  Medicaid  recipients  than  most 
other  state  Medicaid  programs. 

The  Medicaid  fiscal  dilemma 
is  real.  Between  1989  and  1993, 
state  funding  for  Medicaid  in- 
creased at  the  rate  of  15%  per 
year.  The  only  other  general  fund 
category  that  grew  at  a rate  of 
more  than  6%  per  year  was  cor- 
rections, which  grew  at  a rate  of 
14%  per  year.  The  current  state 
budget  spends  20%  on  Medicaid, 
while  the  state  budget  of  1985 
spent  only  10%  on  Medicaid. 

Fiscal  leaders  are  wrestling 
with  methods  that  could  be  used 
to  tame  the  "Medicaid  monster." 

Likely  1993  health  issues 

Given  that  health  reform  will  be 
an  issue  during  this  legislative 
session,  Hoosier  physicians  en- 
tered the  debate  with  adoption  of 
the  Health  Access  Indiana  resolu- 
tion at  the  1992  annual  Indiana 
State  Medical  Association  meeting 
in  October.  This  resolution  calls 
for  introduction  of  a multi-faceted 
bill  aimed  at  making  insurance 
more  affordable  and,  therefore, 
more  accessible.  Among  the  pro- 
visions of  Health  Access  Indiana: 

• Insurance  reform  that  would 
prohibit  pre-existing  condition 
clauses  and  waiting  periods. 

• Implementation  of  a primary 
care  case  management  pro- 
gram for  Medicaid.  The  State 
Health  Policy  Commission 
reported  that  more  than  $150 


million  could  be  saved  in 
Indiana's  Medicaid  budget  if  a 
"gatekeeper"  program  could 
be  implemented.  Similar  pro- 
grams have  been  imple- 
mented in  Wayne  County 
(Detroit),  Michigan,  and  state- 
wide in  Kentucky  and  a num- 
ber of  other  states. 

• Increased  spending  on  gradu- 
ate medical  education  and  on 
programs  to  encourage  physi- 
cians to  practice  in  rural  areas. 

• An  increase  in  the  state's  alco- 
hol and  tobacco  taxes  to  fund 
rural  health  programs  and 
graduate  medical  education. 

• A mandatory  motorcycle  hel- 
met law  with  no  age  restric- 
tion, recognizing  that  more 
than  60%  of  the  costs  associ- 
ated with  treating  motorcycle 
injuries  come  from  public 
programs  such  as  Medicaid. 

• Medicaid  "anti-hassle"  legisla- 
tion that  would  try  to  recap- 
ture some  of  the  physicians 
who  are  limiting  the  number 
of  Medicaid  patients  they  see 
because  of  unnecessarily  bur- 
densome regulations. 

The  1993  legislative  session 
will  also  see  efforts  by  Indiana's 
trial  lawyers  to  make  changes  in 
the  Indiana  Compensation  Act  for 


Patients.  Although  they  were 
unable  to  get  an  interim  study 
committee  to  recommend  an  in- 
crease in  the  maximum  allowable 
damage  award  in  a medical  liabil- 
ity case,  trial  lawyers  have  indi- 
cated that  they  will  seek  legisla- 
tion to  increase  the  cap,  currently 
set  at  $750,000,  beyond  $1  million. 

Other  issues  that  ISMA  will 
work  on  this  year  include: 

• Mass  screening  test  results: 
Sen.  Greg  Server  (R-Evans- 
ville)  has  agreed  to  introduce 
legislation  that  would  require 
the  Indiana  State  Department 
of  Health  to  promulgate  regu- 
lations that  require  groups 
doing  mass  health  screenings 
to  counsel  those  participating 
in  the  screen  about  appropri- 
ate follow-up. 

• Corporal  punishment:  Sen. 
John  Sinks  (R-Fort  Wayne) 
will  introduce  a bill  on  behalf 
of  the  ISMA  that  seeks  to  pro- 
hibit corporal  punishment  in 
Indiana  schools  and  day  care 
centers. 

• AIDS  testing:  Legislation 
will  be  introduced  on  behalf 
of  the  ISMA  that  would  re- 
quire hospitals  to  offer  to  test 
patients  for  HIV.  This  bill 
would  not  have  an  impact  on 
the  current  requirements  for 


Fewer  lawyers  serve  as  legislators 


T, 


here  will  now  be  only  10  attorneys  in  the  Senate  (20%)  and 
15  attorneys  in  the  House  (15%).  By  contrast,  32%  of  the  members 
of  the  Senate  from  1923  to  1963  were  attorneys,  and  22%  of  the 
House  were  attorneys  during  that  same  period. 

Across  the  country,  according  to  a September  1992  article  in  the 
National  Law  Journal,  fewer  lawyers  are  serving  as  legislators,  mak- 
ing the  lawyer/legislator  "a  dying  breed."  □ 

v Reprinted  with  permission  of  Indiana  Legislative  Insight. 
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documented  consent. 

• Triplicate  prescriptions:  A 
legislative  attempt  will  be 
made  to  repeal  the  triplicate 
prescription  program. 

• Immunization:  Rep.  William 
Crawford  (D-Indianapolis) 
will  introduce  legislation  to 
allow  private  physicians  to 
immunize  Medicaid  patients 
with  vaccine  provided  to 
them  at  no  charge  by  the  state 
department  of  health. 

• Drunk  driving:  Sen.  Tom 
Wyss  (R-Fort  Wayne)  will 
introduce  legislation  to  reduce 
from  .10%  to  .08%  the  percent- 
age of  alcohol  by  weight  in  a 
person's  blood  that  is  neces- 
sary to  constitute  prima  facie 
evidence  of  driving  while 
intoxicated. 

During  the  last  long  session. 


in  1991,  legislators  introduced 
1,698  separate  bills.  Early  indica- 
tions are  that  at  least  that  number 
will  be  introduced  during  this 
session. 

No  amount  of  grassroots  leg- 
islative activity  is  too  much.  The 
topics  that  legislators  will  be  de- 
bating will  have  a profound  im- 
pact on  how  patients  receive 
health  care  in  Indiana,  and  physi- 
cians must  be  an  involved  voice  if 
legislators  are  to  be  expected  to 
vote  responsibly  in  the  area  of 
health  care. 

The  Indiana  State  Medical 
Association  provides  several  ways 
for  physicians  to  be  involved  in 
shaping  legislative  issues: 

* ISMA  legislative  newsletter: 
The  newsletter  is  mailed  from 
Indianapolis  every  Friday  and 
provides  a quick  look  at  the 
week's  activities  in  the  State- 


house.  Sign  up  to  get  the 
newsletter  and,  most  impor- 
tantly, react  to  the  information 
in  the  newsletter. 

* ISMA  Medicine  Day  at  the 
Statehouse:  Plan  to  be  in 
Indianapolis  on  Jan.  27.  A 
breakfast  briefing  will  be  held 
for  physicians  at  the  Hyatt 
Regency.  Physicians  will  then 
be  taken  to  the  Statehouse  to 
lobby  their  legislators  on  is- 
sues important  to  Indiana 
health  care. 

* ISMA  Legislative  Hotline: 

During  the  state  legislative 
session,  the  Legislative 
Hotline  (1 -800-358-ISM A)  is 
updated  daily.  The  hotline 
includes  information  that  you 
need  to  know  to  call  legisla- 
tors and  affect  their  votes  on 
important  issues.  O 
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WE’RE  THE  SPECIALIST  IN  THIS  OPERATING  ROOM 


JB  Innovation’s  staff  specializes  in 
successful  meetings,  seminars  and 
conventions,  as  you  may  have 
already  experienced  at  the  1992 
ISMA  convention. 

A well  planned  and  executed 
meeting  can  be  a tool  to  educate 
and  inspire  colleagues,  patients  and 
staff.  Whatever  your  objective,  our 
staff  can  be  the  catalyst  you  need  to 
project  an  image,  organize  your 
plan  and  save  you  money. 


J 


B 


INNOVATIONS 

INC  ORPORATED 


CONVENTION.  MEETING  & 
DESTINATION  MANAGEMENT 


Phone  (317)  237-0091 

156  E.  Market  Street,  Suite  701  • Indianapolis,  IN  46204 


Specializing  in: 


Seminars 
Training  Meetings 
Medical  Conventions 
Site  Selections 
Name  Badges 


Symposiums 
Sales  Meetings 
Hotel  Negotiations 
Audio/Visual  Needs 
Invitations  and  Responses 


Program  Marketing  and  Advertising 
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Why  physicians  should 
be  involved  in  the 
political  process 


Sen.  Pat  Miller 
R-Indianapoiis 

W hether  you  like  it  or  not, 
changes  - big  changes  - are  loom- 
ing on  the  horizon  for  health  care. 
As  a physician,  you  have  a unique 
opportunity  to  help  shape  the 
agenda. 

A survey  conducted  in  Sep- 
tember by  The  Indianapolis  Star 
reported  that  more  than  half  of 
Indiana's  voters  favored  some 
form  of  national  health  insurance. 
These  numbers,  which  came  from 
a statewide  Star  survey,  are  con- 
sistent with  other  polls  conducted 
throughout  the  country. 

The  fact  is  that  health  care 
reform  - a phrase  that  carries  dif- 
ferent meanings  for  different 
groups  and  individuals  - is  one  of 
the  most  talked-about  issues  in 
society  today. 

According  to  the  pollster  in 
charge  of  the  Star  survey,  the 
widespread  support  for  national 
health  care  doesn't  mean  that 
people  have  made  up  their  minds 
on  how  the  program  should  be 
funded  or  administered. 

"There's  a lot  less  concern 
among  the  American  public  about 
how  you  do  it,  than  that  you  do 
it,"  the  pollster  told  the  Star. 

Any  type  of  health  care  re- 
form will  ultimately  be  decided 
by  your  elected  representatives  in 
the  Statehouse,  the  White  House, 
the  legislature  and  Congress. 

While  Congress  debates  na- 
tional health  care,  legislation  ad- 
dressing medical  malpractice, 
insurance  coverage,  cost  contain- 


ment, third-party  reimbursement, 
licensure  and  scope  of  practice 
will  likely  be  discussed  during  the 
1993  state  legislature,  as  well  as  in 
years  to  come. 

Practitioners  and  patients 
alike  will  be  affected  by  these 
decisions.  The  involvement  of 
Indiana's  physicians  is  essential  to 
ensure  that  legislative  changes  to 
the  system  do  not  sacrifice  quality 
and  accessible  health  care. 

Of  the  877  bills  introduced 
during  the  1992  General  Assem- 
bly, 101  included  the  word  "phy- 
sician." While  many  of  these 
measures  would  not  have 
wrought  substantive  change  to  the 
practice  of  medicine,  legislation  is 
filed  every  year  that,  if  adopted, 
could  jeopardize  the  quality  of 
health  care  in  our  state. 

Measures  that  address  health 
care  are  often  incredibly  complex. 
When  a hill  comes  up  for  a vote, 
legislators  need  accurate,  complete 
information  so  they  can  make 
informed  decisions. 

A good  network  of  physician 
advocates  at  the  grassroots  level 
can  play  an  invaluable  role  in  the 
eduction  process. 

Indiana  is  fortunate  to  have  a 
part-time  citizen  legislature.  Your 
state  lawmaker  may  also  be  a 
coworker,  a neighbor,  a fellow 
Little  League  parent,  a member  of 
your  church  or  even  a patient. 
Grassroots  advocacy  simply 
means  getting  to  know  your  legis- 
lators - in  much  the  same  way  as 
you  get  to  know  others  in  your 
community  - so  they  will  look  to 
you  as  a source  of  information. 

Grassroots  advocacy  also 


means  patient  education.  It 
means  talking  about  health  care 
legislation  to  others  in  your  com- 
munity so  they  can  work  with 
you  on  carrying  the  message  to 
lawmakers. 

As  I advise  every  group  I 
address,  it  only  takes  a minute  to 
pick  up  the  phone  or  drop  a letter 
in  the  mail. 

Why  should  physicians,  who 
certainly  have  enough  to  keep 
them  busy,  get  involved  in  the 
legislative  process?  Because  ev- 
eryone else  is  getting  involved! 
Hardly  a day  goes  by  that  law- 
makers are  not  contacted  by 
groups  and  individuals  seeking 
some  type  of  health  care  reform. 

Often,  physicians  are  silent 
while  others  are  speaking  out. 

Physicians  are  best  qualified 
to  address  the  medical  implica- 
tions that  any  type  of  reform  will 
have  on  their  patients.  That's 
why  it's  vital  that  you,  as  a physi- 
cian, take  the  time  to  speak  on 
these  issues  and  make  your  voice 
heard. 

Chances  are  good  that 
changes  are  coming  to  our  system 
of  health  care.  Unless  physicians 
throughout  Indiana  take  time  now 
to  get  involved  in  the  political 
process,  chances  are  even  better 
they're  going  to  be  left  wondering 
what  happened.  □ 

State  Sen.  Pat  Miller  is  chairman 
of  the  Senate  Health  and  Environ- 
mental Affairs  Committee. 

Reprinted  with  permission  from 
the  Indianapolis  Medical  Society 
Bulletin,  October  1992. 
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We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


'J£  DHLS'  YAY^rrtjC^iitAVfA, 


Robert  B.  Newell,  J.  Barton  Lyon 
Suite  240,  2260  Lake  Avenue,  PO.  Box  5174 
Fort  Wayne,  IN  46895 
(219)  422-4783 


Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 
6100  North  Keystone  Avenue,  Suite  237,  P.0,  Box  20576 
Indianapolis,  IN  46220 
(317)  255-6525 


COLA  program  meets 
_CLIA  requirements_ 


Editor's  note:  This  article  was 
prepared  by  the  Commission  on  Office 
Laboratory  Accreditation. 

on  fusion,  frustration, 
uncertainty  and  sometimes 
outrage  are  feelings  often  ex- 
pressed by  physicians  as  they 
prepare  to  comply  with  the 
Clinical  Laboratory  Improvement 
Amendments  of  1988  (CLIA) 
regulations.  Most  physicians  are 
concerned  about  the  additional 
costs  associated  with  CLIA.  The 
Commission  on  Office  Laboratory 
Accreditation  (COLA)  recognizes 
that  physicians  are  flooded  with 
information  and  advice  about  how 
to  comply  with  the  regulations. 

Despite  this  overwhelming 
information  flow,  many  physicians 
are  unaware  of  the  single  most 
critical  option  available  for  com- 
plying with  the  new  federal 
standards  - the  option  of  partici- 
pating in  a private  nonprofit 
accreditation  program.  Physicians 
have  two  options  for  meeting  the 
CLIA  certification  requirements: 

1)  full  participation  in  the  federal 
program,  including  a biennial  on- 
site inspection  conducted  by 
trained  government  inspectors;  or 

2)  obtaining  accreditation  from  a 
Health  Care  Financing  Adminis- 
tration (HCFA)-approved  private, 
nonprofit,  peer-reviewed  accredi- 
tation program,  such  as  COLA. 

COLA  wants  physicians  to 
have  the  necessary  information  to 
select  the  most  economical  and 
acceptable  approach  for  meeting 
the  CLIA  requirements  - whether 
they  choose  to  participate  in  COLA 
or  in  the  HCFA  program.  This 
question-and-answer  article  will 


provide  a basic  understanding  of 
COLA  services  and  how  COLA 
fees  compare  with  the  federal 
program. 

For  more  information,  call  the 
COLA  office  in  Silver  Spring,  MD, 
at  (301)  588-5882. 

What  is  the  COLA  program? 

COLA  is  a voluntary  nonprofit 
accreditation  and  education 
program  for  physician  office 
laboratories.  COLA  is  committed 
to  providing  physicians  and  their 
laboratory  staff  educational 
opportunities  to  assure  that  testing 
in  their  offices  is  accurate.  The 
COLA  program  began  in  1988  and 
is  sponsored  by  the  American 
Academy  of  Family  Physicians,  the 
American  Medical  Association,  the 
American  Society  of  Internal 
Medicine  and  the  College  of 
American  Pathologists.  An 
aggressive  campaign  by  these 
organizations  influenced  Con- 
gress' decision  to  include  private 
accreditation  as  an  alternative  to 
federal  certification  to  promote 
competition,  private  sector  in- 
volvement and  freedom  of  choice 
for  physicians. 

Will  I meet  CLIA  requirements  if 
my  laboratory  is  accredited  by 
COLA? 

Yes.  In  July  1992,  COLA  submit- 
ted an  application  to  HCFA  for 
review  of  its  standards.  HCFA  is 
in  the  process  of  reviewing  the 
COLA  application  and  will  likely 
complete  the  review  process  in  the 
next  several  weeks.  The  director  of 
HCFA's  Office  of  Survey  and 
Certification  has  stated,  "HCFA 
will  not  issue  a bill  for  a compli- 
ance fee  to  any  laboratory  which 


indicates  on  their  application  that 
they  will  seek  accreditation  until 
the  determination  on  COLA's 
application  has  been  made."  Once 
approved,  COLA  will  have 
"deeming  authority"  from  the 
federal  government  under  CLIA 
'88  standards.  Laboratories  that 
are  accredited  by  COLA  are 
deemed  to  meet  federal  CLIA 
requirements.  The  laboratory  is 
not  only  accredited  by  COLA,  it 
also  is  certified  by  HCFA  under 
CLIA  '88. 

What  are  my  obligations  to  HCFA 
if  I enroll  in  COLA? 

All  laboratories  in  the  country, 
regardless  of  whether  they  are 
enrolled  in  a private  accreditation 
program,  must  register  with 
HCFA  by  completing  the  HCFA- 
109  survey  form  and  paying  a 
registration  fee.  You  already  may 
have  completed  this  process  and 
obtained  either  a certificate  of 
waiver  or  a registration  certificate 
for  nonwaived  testing.  Last 
November,  all  laboratories  should 
have  received  a CLIA  Application 
Packet.  Physicians  enrolled  in 
COLA  or  planning  to  enroll  in 
COLA  can  indicate  it  on  the  CLIA 
Application  Form. 

The  cost  of  a Certificate  of 
Accreditation,  which  must  be  paid 
to  HCFA,  is  $100  every  two  years. 
Laboratories  seeking  accreditation 
will  be  required  to  share  the  costs 
of  HCFA's  accreditation  validation 
surveys  of  COLA-accredited 
laboratories.  This  fee  will  range 
from  $42  to  $144  every  two  years. 

Those  physicians  who  decide 
to  participate  in  COLA  will  not  be 
required  to  pay  HCFA  a biennial 
compliance  fee  (i.e.,  the  cost  of  the 
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federal  inspection).  Laboratories 
enrolled  in  COLA  will  not  partici- 
pate in  the  federal  biennial  on-site 
inspections  process.  Rather, 
COLA-accredited  laboratories  will 
be  surveyed  every  two  years  by 
trained  COLA  surveyors. 

Does  COLA  offer  proficiency 
testing? 

COLA  is  not  a proficiency  testing 
program.  Regardless  of  whether 
you  decide  to  participate  in  COLA 
or  in  the  federal  program,  you 
must  purchase  a proficiency 
testing  package  from  an  approved 
proficiency  testing  program.  The 
cost  of  your  proficiency  testing 
package  is  not  included  in  the 
COLA  fee  or  the  cost  of  the  federal 
inspection. 

What  services  does  COLA  pro- 
vide? 

In  addition  to  fulfilling  the  federal 
requirements  imposed  by  CLIA, 
your  participation  in  COLA  will 
provide  these  services: 

• COLA  offers  the  opportunity 
to  conduct  a comprehensive 
self-survey  to  help  prepare 
you  for  the  COLA  on-site 
survey.  The  checklist  you  use 
to  complete  your  self-survey  is 
the  same  as  that  used  by  our 
COLA  surveyors  during  their 
on-site  visit.  COLA  will 
evaluate  the  self-survey  and 
provide  a report  of  deficiencies 
that  can  be  corrected  before 
your  on-site  survey; 

• Physicians  can  receive  up  to  15 
hours  of  Category  2 CME 
credit  for  participating  in  this 
self-survey  process; 

• COLA's  surveyors  are  trained 
to  assist  laboratory  staff  and 
offer  suggestions,  hints  and 
technical  advice  to  help  them 
improve  laboratory  perfor- 
mance. COLA  surveyors  have 
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How  COLA  biennial  fees  compare  to  HCFA  inspection  fee 

Two  physicians,  four  specialties,  12,000  tests/year: 

COLA  fee  $1,200 

Validation  fee  paid  to  HCFA  $82 

Accreditation  fee  paid  to  HCFA  $100 

Total  fees  for  COLA  lab  $1,382  vs.  HCFA  inspection  fee  - $1,645 


Three  physicians,  three  specialties,  15,000  tests/year: 

COLA  fee  $1,260 

Validation  fee  paid  to  HCFA  $70 

Accreditation  fee  paid  to  HCFA  $100 

Total  fee  for  COLA  lab  $1,430  vs.  HCFA  inspection  fee  - $1,400 


Four  physicians,  four  specialties,  20,000  tests/year: 

COLA  fee  $1,360 

Validation  fee  paid  to  HCFA  $82 

Accreditation  fee  paid  to  HCFA  $100 

Total  fee  for  COLA  lab  $1,542  vs.  HCFA  inspection  fee  - $1,645 


Eight  physicians,  four  specialties,  60,000  tests/year: 

COLA  fee  $1,720 

Validation  fee  paid  to  HCFA  $107 

Accreditation  fee  paid  to  HCFA  $100 

Total  fee  for  COLA  lab  $1,927  vs.  HCFA  inspection  fee  - $2,135 

V J 


experience  in  the  physician 
office  laboratory  setting. 

• COLA's  medical  technologists 
are  available  by  phone  to  offer 
technical  assistance. 

• COLA  provides  information 
regarding  all  regulations 
related  to  office  laboratory 
testing  including  Occupational 
Safety  and  Health  Administra- 
tion requirements  and  the 
Stark  Amendments  (i.e.,  self- 
referral issues),  not  just  CLIA. 

• COLA  provides  concise 
articles  and  fact  sheets  on 
various  technical  aspects  of  the 
office  laboratory  practice  - 
articles  that  are  easily  under- 


stood and  provide  specific 
information  to  solve  problems. 

• COLA  provides  technical 
guides  to  assist  physicians  in 
conducting  good  laboratory 
practices  and  in  meeting 
COLA  standards.  For  ex- 
ample, the  COLA  Guide  to 
Quality  Assurance  provides 
information  to  office  lab 
workers  in  non-technical 
language  and  provides  a 
reference  about  quality 
assurance. 

• COLA's  Board  of  Directors  is 
comprised  of  practicing 
physicians  who  set  policies 
that  are  sensitive  to  the  needs 
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of  their  peers. 

• In  addition  to  its  sponsors, 
COLA  is  endorsed  by  the 
American  Osteopathic  Asso- 
ciation, Oklahoma  Medical 
Association,  American  Asso- 
ciation of  Clinical  Endocrinolo- 
gists, American  College  of 
Rheumatology  and  the  Ameri- 
can Academy  of  Neurology. 

In  addition  to  these  services, 
COLA  offers  certainty  and  reliabil- 
ity regarding  our  standards  of 
accreditation  - we  will  not  change 
our  standards  from  week  to  week 
or  month  to  month. 

Are  COLA  fees  competitive  with 
HCFA  compliance  fees? 

Yes,  and  in  many  cases  COLA  fees 
are  lower  than  the  HCFA  compli- 
ance fees.  The  examples  in  the 
Table  demonstrate  how  COLA  fees 
compare  with  HCFA's  cost  of  an 
inspection.  HCFA's  biennial  cost 


of  an  inspection  is  based  on  the 
annual  volume  of  testing  and  the 
number  of  specialties  of  testing 
performed.  COLA's  fees  are 
determined  by  the  number  of 
physicians  using  the  laboratory 
and  the  number  of  specialties  of 
testing  performed.  Many  physi- 
cians have  had  questions  about 
whether  the  CBC  is  counted  as  one 
test  under  the  federal  program. 

You  must  count  the  total  number 
of  individual  analyses  and  one  for 
differential  for  the  CBC  as  a part  of 
your  annual  volume  of  testing. 

COLA-Accredited  Laborato- 
ries must  pay: 

* a one-time  federal  registration 
fee  ($100  to  $350  for  most 
physician  office  labs); 

* a biennial  fee  to  HCFA  for  a 
certificate  of  accreditation 
($100); 

* a biennial  accreditation 
validation  fee  to  HCFA  ($42  to 
$144);  and 


* COLA's  biennial  accreditation 
fee. 

For  full  participation  in  the  federal 
program,  labs  must  pay: 

* a one-time  federal  registration 
fee  ($100  to  $350  for  most 
physician  office  labs);  and 

* the  HCFA  federal  biennial 
inspection  fee  ($840  to  $2,870). 

In  circumstances  where  a 
COLA  surveyor  needs  to  resurvey 
a laboratory,  COLA  may  charge 
the  laboratory  for  the  cost  of  the 
non-scheduled  visit  (e.g.,  when 
there  is  a complaint  that  cannot  be 
resolved  without  an  on-site  visit). 
HCFA  also  will  charge  the  labora- 
tory for  the  costs  of  an  additional 
on-site  survey  resulting  from  a 
complaint.  In  addition  to  this  kind 
of  circumstantial  fee,  HCFA  can 
impose  a monetary  sanction  on  a 
laboratory  for  failure  to  comply 
with  CLIA  standards.  □ 
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Physicians  needed  for 
risk  management  program  _ 


It's  not  too  late  for  Indiana 
primary  care  physicians  to  register 
for  a pilot  project  in  risk  manage- 
ment education. 

Called  Practice  Assessment/ 
Quality  Improvement  (PA/QI), 
the  project  began  in  May  1992  in 
Indiana,  one  of  eight  states  chosen 
as  a pilot  site.  The  Indiana  State 
Medical  Association  is  sponsoring 
Indiana's  participation,  with  assis- 
tance from  the  Physicians  Insur- 
ance Company  of  Indiana  (PICI). 
PA/QI  was  developed  by  the 
Oregon  Medical  Association  in 
collaboration  with  the  Patient 
Safety/Risk  Management  Sub- 
committee of  the  AMA/Specialty 
Society  Medical  Liability  Project. 

Here  are  some  commonly 
asked  questions  and  answers 
about  the  project: 

Q.  What  are  the  components 
of  the  program? 

A.  The  three  components  are: 
1)  a self-assessment  survey  that 
inventories  non-clinical  risk  man- 
agement behaviors;  2)  a home 
study  course  describing  five  hypo- 
thetical primary  care  physicians 
and  details  of  actual  medical  mal- 
practice claims;  and  3)  an  on-site 
office  survey  by  a risk  manage- 
ment expert. 

Q.  What  are  the  benefits  of 
the  PA/QI  project? 

A.  The  main  benefits  are: 

• the  opportunity  to  have 
your  office  practice  fully  assessed 
from  a patient  safety/risk  man- 
agement perspective  and  to  see 
how  you  compare  to  your  col- 
leagues nationwide; 

• the  opportunity  to  earn  six 
category  1 credits  toward  the 


AM  A Physician  Recognition 
Award  for  participating  in  parts  1 
and  2 of  PA/QI  and  to  earn  six 
prescribed  hours  of  American 
Academy  of  Family  Physicians 
credit;  and 

• the  opportunity  to  improve 
the  quality  of  patient  care,  mini- 
mize patient  injury  and  reduce  the 
risk  of  malpractice  litigation  if  you 
correct  any  deficiencies  uncovered 
during  the  assessment. 

Also,  because  PICI  believes 
PA/QI  is  so  valuable,  it  is  offering 
a 5%  premium  discount  to  PICI 
insureds. 

Q.  Why  should  I use  this 
approach  to  risk  management? 

A.  There  are  at  least  three 
important  reasons. 

First,  because  PA/QI,  particu- 
larly parts  2 and  3,  is  specialty 
specific,  it  may  be  easier  than 
with  traditional  lectures  and  semi- 
nars in  risk  management  for  you 
to  identify  and  implement  desir- 
able changes  in  your  practice. 

Second,  PA/QI  was  devel- 
oped by  physicians,  for  physi- 
cians. It  is  based  on  the  notion 
that  fault-finding  and  punishment 
impede  quality  improvement. 
Rather,  PA/QI  offers  physicians 
the  chance  to  compare  their  per- 
formance to  the  performances  of 
their  peers.  It  is  an  opportunity 
for  reflection,  study  and  for  the 
exercise  of  a judgment  that 
changes  are  or  are  not  desirable 
under  the  circumstances. 

Third,  because  PA/QI  is  data- 
based,  it  can  measure  if  efforts  to 
change  risk  management  practices 
in  your  medical  office  bring  about 
a reduction  in  your  exposure  to 
future  malpractice  claims. 

In  addition,  although  PICI 


employees  are  coordinating  the 
program  and  conducting  the  on- 
site visitations,  the  results  of  your 
PA/QI  efforts  will  not  be  shared 
with  company  underwriters  or 
otherwise  used  in  an  adverse 
manner.  All  information  you 
provide  is  completely  confidential. 

Q.  How  much  of  my  time  is 
involved  in  the  project? 

A.  The  self-assessment  survey 
will  take  about  45  minutes  to 
complete,  and  the  home  study 
course  will  require  about  four  to 
five  hours.  The  on-site  survey 
takes  about  four  hours  total, 
which  includes  about  one  hour  of 
the  physician's  time  during  an 
individual  meeting  with  the  sur- 
veyor and  15  to  30  minutes  at  the 
end  of  the  visit  during  the  sum- 
mary conference.  The  rest  of  the 
site  survey  time  is  spent  with 
other  selected  key  staff  members, 
such  as  the  office  manager,  the 
physician's  nurse  or  medical  assis- 
tant and  the  receptionist. 

Q.  If  I decide  to  register  for 
PA/QI,  do  I have  to  participate  in 
all  three  components? 

A.  No,  you  can  complete  only 
parts  1 and  2 if  you  choose. 

Q.  What  will  this  cost  me? 

A.  The  charge  is  a total  of 
$125  for  parts  1 and  2 and  $100 
for  part  3.  However,  as  men- 
tioned above,  you  can  elect  to  sign 
up  for  parts  1 and  2 only. 

Q.  Is  there  a discount  if 
more  than  one  physician  in  an 
office  participates? 

A.  Yes,  there  is  a reduced 
rate  for  part  3,  the  on-site  survey, 
if  more  than  one  physician  in  an 
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office  participates  and  if  the  sur- 
vey for  all  the  physicians  is  con- 
ducted at  the  same  time. 

Q.  What  is  the  registration 
fee  used  for? 

A.  It  covers  the  cost  of  sup- 
plies from  the  AMA  and  travel 
expenses  for  the  office  surveyors. 

Q.  Do  I have  to  be  insured 
through  PICI  to  participate? 

A.  No.  All  Indiana  primary 
care  physicians,  including  family 
physicians,  internists  and  pediatri- 
cians, are  eligible.  You  do  not 
have  to  be  insured  through  PICI 
and  you  do  not  have  to  be  a 
member  of  the  ISMA  to  partici- 
pate. 

Q.  How  can  I enroll? 

A.  To  participate  or  obtain 
more  information,  call  Barbara 
Killila,  PA/QI  project  coordinator, 
(317)  469-4100  or  1-800-284-7424.  □ 


Survey  assesses  office  practices 


I Iere  are  some  sample  questions  from  the  PA/QI  self-assess- 
ment survey: 

• I monitor  my  appointment  schedule  to  ensure  that  patients 
wait  less  than  30  minutes. 

• I,  or  someone  else  in  my  office,  discuss  fees  and  other 
charges  with  patients. 

• I have  a follow-up  system  for  a patient  who  is  referred  for 
diagnostic  testing. 

• My  staff  has  been  instructed  not  to  renew  prescriptions  with- 
out my  approval. 

• I return  patient  calls  in  a timely  manner. 

• New  patients  fill  out  a questionnaire  on  their  current  com- 
plaints and  previous  history. 

• I review  and  initial  all  incoming  medical  lab  reports  before 
they  are  placed  in  the  chart. 

• My  office  has  a system  for  verifying  that  a patient  was  seen 
by  the  consulting  physician. 

• I document  the  patient's  informed  refusal  to  undergo  a rec- 
ommended treatment  or  procedure. 

• When  I make  a correction  in  the  chart,  I do  not  erase  the 
error,  but  draw  a line  through  it,  add  the  correction,  date 
and  sign  it.  □ 
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Doctor  bottles  award- 
winning  wines 


Tina  Sims 
Managing  Editor 

If  you're  searching  for 
Charles  R.  Thomas,  M.D.,  look  for 
the  man  wearing  the  tie  with  the 
grape  motif.  It's  his  way  of  "sub- 
liminal advertising." 

Dr.  Thomas  is  the  founder 
and  owner  of  Chateau  Thomas 
Winery  in  Indianapolis  and  a 
southside  Indianapolis  obstetri- 
cian and  gynecologist. 

Twenty  years  ago  he  was 
making  wine  in  his  basement, 
pressing  his  eight  children  into 
helping  him.  Today,  he  turns  out 
internationally  award-winning 
wines  in  downtown  Indianapolis 
and  counts  some  of  the  world's 
most  famous  vintners  as  friends. 

Before  Dr.  Thomas  started 
making  wine,  he  was  not  even  a 
regular  wine  drinker.  However, 
he  says,  "I  was  always  impressed 
with  the  elegance  and  flair  that 
wine  gives  to  a meal." 

His  wine-making  venture 
began  unexpectedly  one  night  in 
1970.  He  stopped  in  a wine-mak- 
ing supply  store  when  he  had 
some  time  to  spare  after  bowling 
and  walked  out  with  enough  ma- 
terials to  set  up  a home  winery. 

Eventually  he  grew  disen- 
chanted with  the  concentrates  he 
was  using  and  started  investigat- 
ing ways  to  improve  his  product. 
In  search  of  advice,  he  traveled  to 
California  wineries  and  enrolled 
in  a wine  appreciation  class  at 
Indiana  University-Purdue  Uni- 
versity at  Indianapolis.  Through 
Marcia  Mondavi,  daughter  of 
vintner  Robert  Mondavi,  he  met  a 
California  grape  grower  who 


could  sell  him  Cabernet  grapes. 

He  flew  home  from  his  1978  trip 
to  California  with  25  gallons  of 
Cabernet  grapes. 

His  results  with  the  Cabernet 
grapes  were  so  successful  that  he 
duplicated  the  process  in  1979  and 
1980.  In  1981,  however,  he  was 
ready  for  further  refinements  in 
his  wine-making. 

When  he  couldn't  bring  fresh 
grapes  back  to  Indiana  any  more 
because  of  the  Mediterranean  fruit 
fly  infestation,  "Marcia  (Mondavi) 
came  to  my  rescue,"  he  said.  She 
knew  someone  in  Berkley,  Calif., 
who  bought  grapes  from  growers, 
then  had  them  crushed,  blast- 
frozen  and  held  in  cold  storage 
until  needed.  This  process.  Dr. 
Thomas  explained,  allowed  the 

r ^ 

Charles  R. 

Thomas,  M.D. 

I like  being  a physician  be- 
cause: I appreciate  my  inde- 
pendence, although  it  is  slip- 
ping fast.  I enjoy  the  daily 
challenges  medicine  brings; 
you  don't  get  bored.  I enjoy 
meeting  people,  helping 
people  and  problem  solving. 

If  I weren't  a physician,  I 
would  be:  Either  a teacher  or 
a scientist,  such  as  a chemist. 

I relieve  stress  by:  For  some 
reason,  I rarely  feel  stress.  I 
am  pretty  even-tempered.  I 
enjoy  classical  music  and 


"new  age"  music,  but  I don't 
have  to  have  it  to  relax.  □ 


grapes  to  be  trucked  anywhere 
and  used  when  convenient. 

The  frozen-grape  method  paid 
off  for  Dr.  Thomas.  He  was  able 
to  make  several  kinds  of  wine  and 
in  larger  quantities  and  won  sev- 
eral gold  medals  in  regional  com- 
petitions. Merlot,  Chardonnay 
and  Cabernet  Sauvignon  were 
among  wines  he  made  from  fro- 
zen grapes. 

Dr.  Thomas  soon  was  ready  to 
uncork  a new  idea.  "Wineries  in 
Indiana  don't  get  any  respect,"  he 
told  his  wife,  Jill.  "I'm  going  to 
see  if  I can  change  that." 

His  wife  was  not  surprised  by 
his  plan.  "What  took  you  so 
long?"  she  asked  him. 

And  so,  in  January  1984  he 
opened  a winery  in  an  office/ 
warehouse  complex  south  of 
Beech  Grove.  Two  years  later  the 
winery  moved  to  another  building 
on  the  southside  of  Indianapolis, 
where  it  remained  for  two  years 
before  relocating  to  its  present 
location  at  501  S.  Madison  Ave. 

Since  1986,  Chateau  Thomas 
has  made  its  wine  from  fresh 
grapes  instead  of  frozen.  The 
varieties  of  wines  available  in- 
clude Chenin  Blanc,  Cabernet 
Sauvignon,  Sauvignon  Blanc, 
Merlot,  Chardonnay,  Zinfandel, 
Fleur  d'Peche,  Pinot  Noir,  Foch 
and  Late  Harvest  Zinfandel,  a red 
house  wine  and  a white  house 
wine. 

Many  wines  have  won 
awards,  including  the  Interna- 
tional Eastern  Wine  Competition, 
the  San  Diego  National  Wine 
Competition,  The  Dallas  Morning 
News  International  Competition, 
the  "Wines  and  Spirits"  Interna- 
tional Wine  Competition  and  the 
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Dr.  Thomas  offers  tours,  wine  tastings,  educational  seminars  and  a gift 
shop  at  his  Chateau  Thomas  Winery. 


Indiana  State  Fair. 

Dr.  Thomas  never  stops  learn- 
ing about  or  sharing  his  knowl- 
edge of  wines.  Since  1975  he  has 
been  the  senior  instructor  on  wine 
appreciation  at  IUPUI.  He  has 
written  several  articles  on  wine 
and  health  and  related  subjects. 

He  is  an  avid  reader  of  wine  jour- 
nals and  books  and  belongs  to 
such  wine-related  groups  as  the 
Confrerie  de  la  Chaine  des 
Rotisseurs,  L'Ordre  Mondial  des 
Gourmets  Degustateurs,  the  Inter- 
national Wine  and  Food  Society, 
Les  Amis  du  Vin,  the  Indianapolis 
Wine  Society  and  the  Bacchus 
Society.  He  holds  the  second 
highest  rank  in  the  Confrerie  des 
Chevaliers  du  Tastevin  and  is  the 
maitre  d'cave  of  the  Indianapolis 
unit  of  the  Confrerie  des 
Compagnons  Gouste  Vin  de 


Normandie,  an  organization  ex- 
clusively for  physicians  and  one 
of  only  three  chapters  outside  of 
France.  As  the  maitre  d'cave,  he 
is  responsible  for  selecting  wines 
for  the  group's  dinners  and  talk- 
ing about  them  during  the  meal. 

To  learn  about  wine  making 
from  some  of  the  world's  best 
vintners,  he  has  traveled  to  some 
French  wineries.  He's  still  learn- 
ing the  French  language  though. 

"I  can  read  wine  bottles  and  get  to 
the  bathroom,"  he  jokes. 

Son  Steve  is  now  the 
winemaker,  but  "we  still  do  most 
things  together,"  Dr.  Thomas  said. 
Despite  a daily  schedule  of  deliv- 
ering babies  and  performing  sur- 
gery, Dr.  Thomas  helps  oversee 
the  operation  of  the  winery. 

Dr.  Thomas  firmly  believes  in 
the  health  benefits  of  moderate 


consumption  of  wine.  He  cites 
studies  that  show  heart  attack 
rates  are  lowest  in  such  countries 
as  France,  Germany,  Italy  and 
Spain,  where  drinking  wine  dur- 
ing long,  leisurely  meals  is  the 
custom. 

He  is  disturbed  by  the  stance 
of  the  Bureau  of  Alcohol,  Tobacco 
and  Firearms  on  wine.  The  BATF 
is  listening  to  "neo-prohibition- 
ists" who  want  more  regulations 
and  warnings  on  the  dangers  of 
alcohol,  he  says,  and  ignoring  its 
own  committees  espousing  the 
health  benefits  of  wine. 

A drinker  of  wine  in  modera- 
tion for  15  years.  Dr.  Thomas  is 
proof  that  wine  can  play  a part  in 
a healthy  lifestyle.  "My  own  cho- 
lesterol profile  is  excellent,"  he 
says.  "I  attribute  that  at  least  in 
part  to  the  wine."  He  also  stays 
healthy  by  using  a treadmill  and  a 
stationary  bicycle  while  watching 
medical  videos. 

Although  he  doesn't  encour- 
age people  to  consume  alcoholic 
beverages,  he  does  tell  people  that 
if  they  choose  to  drink,  wine  is 
the  best  choice  - in  moderation 
and  with  meals.  □ 


Dr.  Thomas  is  proud  of  his  1988 
Merlot,  which  won  a gold  medal 
in  international  competition. 
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scientific  contribution 


Thrombolysis  in  acute 
myocardial  infarction: 

A hospital  emergency  room  experience 


Abstract 


Thrombolysis  has  become  a well-established  alternative  in  the 
management  of  acute  myocardial  infarction.  The  timing  of  the  initia- 
tion of  thrombolytic  agents  is  important  in  determining  outcomes. 
There  has  been  great  interest  in  understanding  the  delays  from  onset 
of  symptoms  to  the  initiation  of  thrombolysis.  The  experience  at 
Wishard  Memorial  Hospital  in  Indianapolis  was  monitored  and  re- 
viewed for  comparison  to  other  metropolitan  area  experiences. 


Roland  B.  McGrath,  M.D. 
Indianapolis 

T he  value  of  thrombolysis 
as  an  alternative  in  the  early  man- 
agement of  selected  patients  with 
acute  myocardial  infarction  (AMI) 
is  established.  The  relative  impor- 
tance of  time  from  onset  of  chest 
pain  to  delivery  of  the  thrombo- 
lytic agent  has  been  emphasized. 
Dissection  of  the  components  of 
delays  has  received  some  atten- 
tion,12 and  there  have  been  at- 
tempts to  understand,  even  at- 
tenuate, these  delays.116  In  this 
context,  the  practice  at  Wishard 
Memorial  Hospital  in  Indianapolis 
was  reviewed  for  comparison  to 
descriptions  of  other  metropolitan 
area  experiences. 

Methods 

The  Wishard  Memorial  Hospital 
emergency  department  is 
Indiana's  busiest,  with  more  than 
100,000  patient  visits  in  1991.  The 
hospital  is  the  base  for  the  city's 
emergency  prehospital  transport 
service. 

Thrombolysis  candidacy 
guidelines  are  detailed  in  Table  1. 

Patients  with  chest  pain  are 
evaluated  by  Indiana  University 
internal  medicine  residents  (PGY 
2 or  3)  and/or  faculty.  The  deci- 
sion to  initiate  a thrombolytic 


ordinarily  includes  consultation 
with,  but  not  necessarily  the  pres- 
ence of,  the  assigned  cardiology 
fellow  and/or  faculty. 

All  three  commonly  used 
thrombolytic  agents  are  available 
in  the  emergency  department,  and 
the  choice  of  agent  rests  with  the 
cardiology  fellow  and  other  treat- 
ing physicians.  The  doses  used 
are  standard  (30  units  of  Eminase 
over  3 to  5 minutes,  1.5  million 
units  of  Streptase  over  60  minutes, 
10  mg  bolus  followed  by  consecu- 
tive infusions  of  50  mg  over  60 
minutes,  then  40  mg  over  120 
minutes  of  Activase). 

The  records  of  all  emergency 
department  patients  receiving  a 
thrombolytic  for  AMI  Jan.  1 
through  Dec.  31,  1991,  were  re- 
viewed. In  addition  to  patient 
name,  age,  sex,  hospital  record 
number  and  date,  the  mode  of 
transportation  was  recorded.  The 
times  of  onset  of  pain,  ambulance 


dispatch,  ambulance  arrival  at  the 
scene,  initiation  of  transport  and 
emergency  department  arrival 
were  identified.  The  electrocar- 
diographic location  of  AMI,  the 
time  of  initiation  and  the  choice  of 
thrombolytic  agent  were  noted. 
Intervals  from  onset  of  pain,  dis- 
patch, scene,  transport,  emergency 
department  arrival  and  initiation 
of  thrombolytic  were  calculated. 

Results 

There  were  26  patients  identified. 
The  mean  age  was  58  (range  34  to 
74);  there  were  18  men  and  eight 
women.  Twenty  patients  were 
transported  by  the  Wishard  Am- 
bulance Service,  two  by  other 
prehospital  providers  and  two  by 
private  automobile.  The  transpor- 
tation of  two  others  could  not  be 
determined. 

The  time  of  day  was  scattered 
with  11  patients  appearing  be- 
tween midnight  and  8 a.m.,  five 
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from  8 a.m.  to  4 p.m.,  and  10  from 
4 p.m.  to  midnight. 

The  time  from  onset  of  pain  to 
the  initiation  of  the  thrombolytic 
could  be  determined  accurately  in 
only  22  of  the  26  patients.  The 
mean  was  three  hours,  29  min- 
utes, with  a range  of  one  hour,  35 
minutes,  to  six  hours,  35  minutes. 
Prehospital  times  could  be  strati- 
fied in  the  following  manner: 
symptoms  to  call  for  assistance,  92 
minutes  (18  patients);  response  or 
dispatch  to  scene,  5.8  minutes  (20 
patients);  scene,  17.2  minutes  (20); 
and  transport,  9.4  minutes  (20). 
The  mean  time  from  emergency 
department  arrival  to  initiation  of 
the  thrombolytic  agent  was  69 
minutes,  with  a range  of  25  min- 
utes to  three  hours  and  57  min- 
utes. Sixteen  (62%)  had  the 
thrombolytic  initiated  in  < 60  min- 
utes of  emergency  department 
arrival. 

There  were  17  inferior  and 
nine  anterior  AMIs  by  the  initial 
electrocardiogram  (ECG). 

Of  the  patients  on  whom  a 
thrombolytic  was  initiated,  one 
patient's  (Streptase)  infusion  was 
discontinued  before  completion 
because  of  hypotension,  and  one 
patient  received  the  full  dose  of 
thrombolytic  but  retrospectively 
had  only  myocardial  ischemia  and 
a ventricular  aneurysm. 

Discussion 

The  importance  of  early 
thrombolysis  in  AMI  has  over- 
whelming support  in  the  litera- 
ture. Some  have  attempted  to 
understand  the  delays  in  the  vari- 
ous components  of  time  from 
onset  of  symptoms  to  the  initia- 
tion of  thrombolytics.  Sharkey 
detailed  delays  from  symptom 
onset  to  thrombolytic  administra- 
tion and  revealed  that  more  than 
half  of  the  total  time  occurred  in 
the  emergency  department.1 


r 

Table  1 

Criteria  for  the  use  of  thrombolytic  agents 
in  acute  myocardial  infarction 

Thrombolytic  therapy  is  indicated  for  patients  with  the  following: 

• Cardiac  chest  pain  unrelieved  by  SL  NTG. 

• Duration  of  chest  pain  > 30  minutes  but  < six  hours. 

• >1  mm  ST  elevation  in  at  least  two  contiguous  leads. 

Contraindications: 

Absolute 

1.  History  of  stroke,  AV  malformation,  brain  tumor. 

2.  Recent  surgery  or  major  trauma  (<  10  days). 

3.  SBP  < 80  mm  Hg  unresponsive  to  fluid  or  atropine  infusion. 

4.  Active  internal  bleeding  or  bleeding  diathesis. 

5.  Aortic  dissection 

6.  Known  allergy  to  streptokinase  or  recent  streptococcal  infection 
(for  APSAC  and  streptokinase  only). 

Relative 

1.  Age  > 75  years. 

2.  Renal  insufficiency  (creatinine  > 2.5). 

3.  Severe  hypertension  (SBP  > 180,  DBP  > 120)  refractory  to 
immediate  therapy. 

4.  Acute  pericarditis. 

5.  Left  bundle  branch  block  or  high-degree  AV  block  on  ECG. 

6.  CPR  > 10  minutes. 

7.  Hemorrhagic  diabetic  retinopathy. 

8.  Recent  history  of  GU  bleeding. 

9.  Patient  receiving  warfarin. 

10.  Strongly  heme  positive  stool. 

Gonzalez2  reviewed  210  cases 
treated  in  13  hospitals  in  Virginia. 

Emergency  department  delays 
could  be  categorized  as  ECG  time 
(11  minutes),  decision  time  (31 
minutes)  and  process  time  (23 
minutes);  these  represented  al- 
most 40%  of  delays  from  onset  of 
symptoms  to  thrombolytic  admin- 
istration. Time  advantages  were 
associated  with  urban  locations, 
teaching  hospitals,  increasing  vol- 
ume of  AMI,  thrombolytic  stocked 
in  the  emergency  department, 
initiation  of  thrombolysis  in  the 
emergency  department  and  per- 
mitting emergency  physicians  to 


make  treatment  decisions.  An 
additional  correlate  was  the  use  of 
Eminase.  In  the  Wishard  experi- 
ence, about  60%  of  the  total  time 
(onset  of  chest  pain  to  initiation  of 
the  thrombolytic)  was  prehospital. 

Delays  before  arriving  in  the 
emergency  department  have  been 
associated  with  means  of  trans- 
port. Hartman17  describes  a delay 
of  198  minutes  from  pain  onset  to 
the  initiation  of  thrombolytic  for 
patients  providing  their  own 
transportation,  compared  to  100 
minutes  for  those  using  ALS 
prehospital  providers. 

Kereiakes7  reviewed  pub- 
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lished  experiences  of  paramedic 
chest  pain  evaluation  in  eight 
communities.  There  could  be 
3,868  patients  identified  cumula- 
tively, with  a mean  response  time 
of  7.7  minutes  (study  means  range 
from  4.0  to  8.2),  scene  time  25.8 
minutes  (16.3-28.0)  and  transport 
time  of  12.6  minutes  (7.1-24.5). 
Scene  time  was  prolonged  because 
of  prehospital  ECG  protocols.  The 
one  series  identifying  a control 
group  revealed  a mean  scene  time 
of  16.1  minutes.8 

Delays  from  the  time  of  emer- 
gency department  admissions  to 
initiation  of  the  thrombolytic 
agent  have  been  documented  in 
multiple  major  metropolitan  areas 
(Table  2).  The  experience  recorded 
from  the  Wishard  emergency  de- 
partment (69  minutes)  is  easily 
compatible  with  reported  prac- 
tices (range  55  to  103  minutes). 

Three  major  interventions 
have  been  explored  with  the  in- 
tent to  decrease  delays  from 
symptom  onset  to  the  initiation  of 
thrombolytics. 

Ho1  attempted  to  manipulate 
the  behavior  of  prospective  pa- 
tients with  an  educational  pro- 
gram involving  the  media  (two 
newspapers,  seven  radio  stations 
and  three  television  networks). 

The  intervention  cost  $139,000  and 
was  acknowledged  by  the  com- 
munity but  did  not  significantly 
alter  delay  or  use  of  the  emer- 
gency medical  service  system. 

Using  both  historical  and/or 
concurrent  controls,  prehospital 
electrocardiography  is  associated 
with  decreased  symptom  and 
emergency  department  admission 
to  initiation  of  thrombolytic 
times.6'8  Prehospital  electrocardio- 
grams have  been  technically  trans- 
mitted to  emergency  departments 
with  a 90%  success  rate  but  may 


prolong  scene  time  to  more  than 
five  minutes.4"8 

Finally,  prehospital  adminis- 
tration of  thrombolytic  agents  has 
been  investigated.  Eight  series9'16 
with  316  patients  have  been  re- 
ported since  1985.  All  agents, 
including  urokinase,  have  been 
used.  These  studies  have  been 
conducted  in  Europe,  the  Middle 
East,  USSR  and  Australia  but  not 
in  the  United  States.  There  is 
confirmed  benefit  to  time  from 
onset  of  pain  to  the  initiation  of 
the  thrombolytic  agent  and  prob- 
able benefit  to  limit  size  of 
infarction,  improve  left  ventricular 
function  (clinical  congestive  heart 
failure,  end  diastolic  pressure,  and 
ejection  fraction)  but  no  benefit  to 
mortality. 

This  article  details  the  experi- 
ence of  the  use  of  thrombolytic 
agents  in  AMI  at  the  Wishard 
Memorial  Hospital.  Patient  candi- 
dacy criteria,  patient  subsets  and 
delays  in  initiating  the  agents  are 
provided.  The  available  reported 
experiences  of  other  metropolitan 


areas  are  reviewed  in  order  to  put 
the  Wishard  experience  into  ap- 
propriate context.  □ 

Correspondence:  Roland 
McGrath,  M.D.,  Professor  of  Medi- 
cine, Wishard  Memorial  Hospital, 
Indiana  University  Medical  Center, 
Regenstrief  Health  Center,  Room  608, 
Indianapolis,  IN  46202. 
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1992  ISMA 

convention  highlights 


William  H.  Beeson,  M.D.,  ISMA  president, 
enjoys  President's  Night  with  his  wife,  Pam. 


Cal  Thomas,  a conservative  syndicated  newspaper 
columnist,  is  surrounded  by  autograph  seekers  fol- 
lowing his  speech  at  the  convention's  annual 
IMPAC  luncheon. 


William  H.  Beeson,  M.D.,  an  Indianapolis  facial 
plastic  and  reconstructive  surgeon,  is  sworn  in  as 
president  by  outgoing  ISMA  president,  C.  Dyke 
Egnatz,  M.D.,  a Schererville  family  physician. 


IMPROVED  RECOVERY  OF  LIMB  FUNCTION  WITH  ATP/MgCI2 
IN  AN  ISCHEMIC  CANINE  HIND  LIMB 

Koberl  A.  Morgan.  B.S.  and  Dolores  F.  Cikrit,  M.D. 

"I'VKlMfN!  Of  SC'KGfRY,  INDIANA  DNISfUSITV  MCDICAl  SCHOOl.  INOUNAPOUS.  IN 


Robert  Morgan,  a student  at  the  Indiana  University 
School  of  Medicine,  is  the  first  place  winner  in  the 
scientific  exhibit  competition. 
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Raymond  Scalettar,  M.D.,  AMA  board  chair,  ad- 
dresses the  opening  session  of  the  ISMA  House  of 
Delegates. 


Lee  Smith,  M.D.,  a South  Bend  ophthalmologist, 
left,  talks  with  Richard  Walker,  M.D.,  of  Clear 
Lake,  Tex.  Dr.  Walker,  an  obstetrician/gynecologist, 
presented  the  risk  management  seminar. 


Awaiting  the  opening  session  of  the  House  of  Del- 
egates are,  from  left,  Paul  Forman,  a medical  stu- 
dent; Fred  Haggerty,  M.D.,  a Greencastle  family 
physician;  and  John  Thomas,  M.D.,  a Fort  Wayne 
otolaryngologist. 
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Steven  Elliott,  M.D.,  an  Evansville  family  physician, 
is  the  winner  of  the  1992  Physician  Community 
Service  Award.  Dr.  Elliott  was  recognized  for  his 
efforts  as  an  advocate  for  the  medically 
underinsured  and  uninsured  and  for  helping  found 
the  Washington  Avenue  Health  Care  Center  in 
Evansville.  Dr.  Elliott  is  medical  director  of  the 
center,  which  serves  the  indigent. 


Robert  A.  Ward,  M.D.  of  Perry  County  listens  to 
proceedings  at  the  opening  session  of  the  House  of 
Delegates. 


Regino  Urgena,  M.D.,  a Marion  anesthesiologist, 
left,  talks  with  Eusebio  Kho,  M.D.,  a Scottsburg 
surgeon. 
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Alvin  Haley,  M.D.,  an  Indianapo- 
lis family  physician,  speaks  at 
the  meeting  of  Reference  Com- 
mittee 3. 


James  R.  Davis,  M.D.,  an  India- 
napolis psychiatrist,  speaks  at  the 
spouse  program  sponsored  by 
the  ISMA  Auxiliary.  The  pro- 
gram topic  was  "The  American 
Family  in  Crisis:  Some  Solutions 
for  the  '90s." 


Stephen  Tharp,  M.D.,  a Frankfort  internist,  left,  discusses  the  products 
at  the  Indiana  Bell  Ameritech  exhibit  with  Ameritech  representatives 
Fred  Kaiser  and  Marti  Risley. 


Panelists  at  the  program  on  "Alzheimer's  Disease...From  Research  to 
Caregiving  are,  from  left,  Geneva  Shedd,  Indiana  Division  on  Aging 
and  Rehabilitative  Services;  Hugh  C.  Hendrie,  M.B.,  Ch.B.,  Department 
of  Psychiatry,  Indiana  University  School  of  Medicine;  Fay  Ebrite,  Area 
IV  Agency  on  Aging  and  Community  Services;  and  Willard  Mays,  Indi- 
ana Division  of  Mental  Health. 
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1 992  ISMA 

convention  coverage 


Call  to  order, 
miscellaneous  business 

The  Indiana  State  Medical  Asso- 
ciation House  of  Delgates  con- 
vened its  143rd  Annual  Conven- 
tion at  9 a.m.,  EST,  Friday,  Oct. 

16,  1992,  at  the  Westin  Hotel  in 
Indianapolis.  The  final  session  of 
the  House  of  Delegates  convened 
at  9 a.m.,  EST,  Sunday,  Oct.  18, 
1992. 

Presiding  at  both  sessions  was 
William  Van  Ness  II,  M.D., 
speaker,  Summittville,  assisted  by 
William  E.  Cooper,  M.D.,  vice 
speaker,  Columbus.  Larry,  Allen, 
M.D.,  Anderson,  served  as  parlia- 
mentarian. Paul  Riley,  M.D.,  In- 
dianapolis, presented  the  invoca- 
tion. 

Approval  of  minutes 

The  proceedings  of  the  142nd 
Annual  Meeting  of  the  House  of 
Delegates,  Indiana  State  Medical 
Association,  conducted  Nov.  8-10, 
1991,  at  the  Westin  Hotel,  India- 
napolis, and  published  in  the 
January/February  issue  of  Indiana 
medicine,  were  approved. 

Addresses/reports 

The  addresses  of  the  president, 
president-elect  and  president  of 
the  ISMA  Auxiliary  (all  referred 
to  Reference  Committee  1)  were 
filed  with  commendation. 

All  reports  (printed  in  the 
September/October  1992  issue  of 
Indiana  medicine)  and  additional 
supplemental  reports  were  filed, 
with  the  exception  of  the 
treasurer's  report,  which  is  re- 
ferred for  audit. 


Election  of  officers 

William  H.  Beeson,  M.D.,  India- 
napolis, president-elect,  succeeded 
to  the  office  of  the  president.  Wil- 
liam Van  Ness  II,  M.D., 
Summittville,  was  elected  presi- 
dent-elect. Other  elections  in- 
cluded: 

Treasurer  - John  Bizal,  M.D., 
Evansville 

Assistant  treasurer  - Timothy 
Brown,  M.D.,  Crawfordsville 
Speaker  of  the  House  - Wil- 
liam Cooper,  M.D.,  Columbus 
Vice  speaker  of  the  House  - 
Peter  Winters,  M.D.,  Indianapolis 
Chairman,  Board  of  Trustees  - 
Jerome  Melchior,  M.D.,  Vincennes 
Clerk/chairman  pro  tern. 
Board  of  Trustees  - Frank 
Sturdevant,  M.D.,  Valparaiso 
At-large  member.  Executive 
Committee  - Alfred  Cox,  M.D., 
South  Bend 

At-large  member.  Executive 
Committee  - John  Thomas,  M.D., 
Fort  Wayne 

Election  of  delegates,  alternate 
delegates  to  the  AMA 

The  following  were  elected  to 
two-year  terms  as  delegates  and 
alternate  delegates  to  the  Ameri- 
can Medical  Association  (terms 
expire  Dec.  31,  1994). 

Delegates: 

Shirley  Khalouf,  M.D.,  Marion 
John  Knote,  M.D.,  Lafayette 
George  Lukemeyer,  M.D., 
Indianapolis 

Alternates: 

Alfred  Cox,  M.D.,  South  Bend 
C.  Dyke  Egnatz,  M.D., 
Schererville 

Max  Hoffman,  M.D., 


Covington 

Holdover  AMA  delegates  and 
alternate  delegates  (terms  expire 
Dec.  31,  1993)  are: 

Delegates: 

Edward  Langston,  M.D.,  In- 
dianapolis 

John  MacDougall,  M.D.,  Beech 
Grove 

Marvin  Priddy,  M.D.,  Fort 
Wayne 

Alternates: 

Michael  Mellinger,  M.D.,  La- 
Grange 

George  Rawls,  M.D.,  India- 
napolis 

John  Thomas,  M.D.,  Fort 
Wayne 

Trustees/alternates,  1992-1993 

The  House  of  Delegates  confirmed 
the  newly  elected /re-elected  trust- 
ees and  alternates,  1992-1993. 

Trustees: 

District  1 - Bruce  Romick, 
M.D.,  Evansville 

District  2 - Jerome  Melchior, 
M.D.,  Vincennes 

District  3 - Gordon  Gutmann, 
M.D.,  Jeffersonville 

District  4 - Art  Jay,  M.D., 
Lawrenceburg 

District  5 - Fred  Haggerty, 
M.D.,  Greencastle 

District  6 - Ray  Haas,  M.D., 
Greenfield 

District  7 - Ron  Blankenbaker, 
M.D.,  Indianapolis 

District  7 - John  Records, 

M.D.,  Franklin 

District  7 - Bernard  Emkes, 
M.D.,  Indianapolis 

District  8 - John  Osborne, 
M.D.,  Muncie 
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District  9 - Stephen  Tharp, 
M.D.,  Frankfort 

District  10  - Frank  Sturdevant, 
M.D.,  Valparaiso 

District  11  - Jack  Higgins, 
M.D.,  Kokomo 

District  12  - John  Thomas, 
M.D.,  Fort  Wayne 

District  13  - Alfred  Cox,  M.D., 
South  Bend 

RMS  - Clint  Myers,  M.D., 
Indianapolis 

MSS  - Paul  Forman,  India- 
napolis 

Alternate  trustees: 

District  1 - Barney  Maynard, 
M.D.,  Evansville 

District  2 - James  Beck,  M.D., 


Washington 

District  3 - John  Seward, 
M.D.,  Bedford 

District  4 - Lawrence  Bailey, 
M.D.,  Aurora 

District  5 - Roland  Kohr, 
M.D.,  Terre  Haute 

District  6 - Howard  Deitsch, 
M.D.,  Richmond 

District  7 - Frank  Johnson, 
M.D.,  Indianapolis 

District  7 - Paula  Hall,  M.D., 
Mooresville 

District  7 - Ron  Stegemoller, 
M.D.,  Danville 

District  8 - Susan  Pyle,  M.D., 
Union  City 

District  9 - Daniel  Berner, 
M.D.,  Lafayette 


District  10  - Thomas 
Brubaker,  M.D.,  Munster 
District  11  - Larry 
Musselman,  M.D.,  Marion 

District  12  - Joseph  Mantheiy, 
M.D.,  Bluffton 

District  13  - Richard  Houck, 
M.D.,  Michigan  City 

RMS  - Carla  Brumbaugh, 

M.D.,  Carmel 

MSS  - Scott  Hollingsworth, 
Indianapolis 

Future  meetings 

1993  Oct.  15-17 Westin 

1994  Oct.  21-23 Westin 

1995  Oct.  20-22 Westin □ 


In  memoriam 


he  ISMA  pays  tribute  to  its 
members  who  have  died  since  the 
1991  session. 

Adriano  A.  Agana,  M.D.,  Gary 
William  M.  Anshutz,  M.D.,  Indianapolis 
Amos  Arney,  M.D.,  Michigan  City 
James  L.  Arrowsmith,  M.D.,  Munster 
Clarence  C.  Atkins,  M.D.,  Rushville 
Earl  W.  Bailey,  M.D.,  Carmel 
Frank  A.  Benchik,  M.D.,  East  Chicago 
Rudolf  L.  Boha,  M.D.,  Floyds  Knobs 
Howard  B.  Brenner,  M.D.,  Munster 
Howard  E.  Burg,  M.D.,  Evansville 
Robert  J.  Byrne,  M.D.,  Bicknell 
Robert  E.  Chattin,  M.D.,  Loogootee 
Robert  G.  Cook,  M.D.,  Bluffton 
Edward  R.  Cotter,  M.D.,  Hammond 
Alfred  J.  Dainko,  M.D.,  Whiting 
Delfin  P.  David,  M.D.,  Kokomo 
Vladimir  Dvorak,  M.D.,  Frankfort,  Ky. 
Ralph  W.  Elston,  M.D.,  Fort  Wayne 
Marvin  A.  Evens,  M.D.,  Indianapolis 
Howard  M.  Faust,  M.D.,  Anderson 
Isadore  E.  Friedman,  M.D.,  Munster 
Erling  S.  Fugelso,  M.D.,  Bloomington 


William  J.  Gerding,  M.D.,  Fort  Wayne 
Kenneth  L.  Glasser,  M.D.,  Indianapolis 
Milton  H.  Gustafson,  M.D.,  Muncie 
Robert  A.  Hedgcock,  M.D.,  Frankfort 
Paul  G.  Iske,  M.D.,  Indianapolis 
Francis  P.  Jones,  M.D.,  Indianapolis 
Satish  C.  Julius,  M.D.,  Boonville 
John  T.  Kemp,  M.D.,  Michigan  City 
William  F.  Kerrigan,  M.D.,  Connersville 
Kenneth  W.  Koss,  M.D.,  Muncie 
Joseph  L.  Larmore,  M.D,  Carmel 
Homer  L.  Life,  M.D.,  Muncie 
Robert  P.  Lloyd,  M.D.,  New  Smyrna  Beach, 
Fla. 

Frederick  A.  Loop,  M.D.,  West  Lafayette 
Glenn  C.  Lord,  M.D.,  Indianapolis 
Shobhana  D.  Mehta,  M.D.,  Terre  Haute 
James  R.  Mensch,  M.D.,  Fort  Wayne 
Orval  J.  Miller,  M.D.,  Fort  Wayne 
Richard  H.  Miller,  M.D.,  Fort  Wayne 
Roland  E.  Miller,  M.D.,  West  Lafayette 
Georgia  B.  Mitchell,  M.D.,  Gary 
Herschel  C.  Moss,  M.D.,  Indianapolis 
Samuel  A.  Motanya,  M.D.,  Fort  Wayne 
Lillian  G.  Moulton,  M.D.,  Terre  Haute 
Josephine  F.  Murphy,  M.D.,  Niles,  Mich. 
Earl  J.  O'Brian,  M.D.,  Indianapolis 
Tracy  C.  Owens,  M.D.,  Indianapolis 


Constantine  G.  Panos,  M.D.,  Bluffton 
Jashbhai  N.  Patel,  M.D.,  Fort  Wayne 
John  D.  Pattison  Jr.,  M.D.,  Marion 
James  P.  Powell,  M.D.,  Sun  City,  Ariz. 
Richard  C.  Powell,  M.D.,  Indianapolis 
Harold  E.  Rendel,  M.D.,  Peru 
Norman  F.  Richard,  M.D.,  Shelbyville 
H.  Jerome  Rietman,  M.D.,  Evansville 
Ronald  D.  Roberts,  M.D.,  Columbus 
Warren  C.  Roberts,  M.D.,  Indianapolis 
Hubert  J.  Ryan,  M.D.,  New  Smyrna  Beach, 
Fla. 

Malcolm  O.  Scamahorn,  M.D.,  Pittsboro 
Herbert  A.  Schiller,  M.D.,  South  Bend 
John  C.  Shattuck,  M.D.,  Brazil 
William  B.  Smith,  M.D.,  Indianapolis 
Robert  M.  Stoltz,  M.D.,  Valparaiso 
David  B.  Templin,  M.D.,  Crown  Point 
Morris  E.  Thomas,  M.D.,  New  Smyrna 
Beach,  Fla. 

Jack  M.  Troy,  M.D.,  Hammond 
Gary  C.  Williams,  M.D.,  Indianapolis 
William  L.  Wissman,  M.D.,  Naples,  Fla. 
Ladislas  D.  Wojcik,  M.D.,  Marion 
Jonathon  G.  Yoder,  M.D.,  Goshen 
John  M.  Young,  M.D.,  Indianapolis  □ 
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William  H.  Beeson,  M.D.,  installed  as  president  of  the  ISMA 


W illiam  H.  Beeson,  M.D., 
an  Indianapolis  facial  plastic  sur- 
geon, took  office  as  president  of 
the  Indiana  State  Medical  Associa- 
tion Oct.  17  at  the  annual  ISMA 
meeting  in  Indianapolis. 

Dr.  Beeson,  a 1976  graduate  of 
the  Indiana  University  School  of 
Medicine,  has  served  the  ISMA  as 
speaker  and  vice  speaker  and  as  a 
member  of  the  Commission  on 
Medical  Affairs  and  the  Commis- 
sion on  Sports  Medicine.  He  is 
secretary  of  the  American  Acad- 
emy of  Facial  Plastic  and  Recon- 
structive Surgery,  treasurer  of  the 
American  Academy  of  Cosmetic 
Surgery  and  a board  member  of 
the  Accreditation  Association  for 
Ambulatory  Health  Care.  He  is  a 
past  president  and  past  chairman 
of  the  board  of  the  Marion  County 
Medical  Society. 


Dr.  Beeson 


He  serves  as  a site  surveyor 
for  the  Accreditation  Association 
of  Ambulatory  Health  Care  and  is 
a member  of  the  Society  of  Ambu- 
latory Surgeons  and  the  Federated 


Ambulatory  Surgery  Association. 

Dr.  Beeson  is  certified  by  the 
American  Board  of 
Otolaryngology,  the  American 
Board  of  Cosmetic  Surgery  and 
the  American  Board  of  Facial  Plas- 
tic and  Reconstructive  Surgery. 

He  has  written  many  journal  ar- 
ticles and  textbook  chapters  on 
facial  plastic  surgery  and  is  the 
senior  author  and  editor  of  two 
textbooks. 

His  community  activities  in- 
clude serving  as  chairman  of  the 
physician  section  of  the  United 
Way  Campaign  for  Central  Indi- 
ana and  as  a member  of  the  Indi- 
ana Chamber  of  Commerce 
Health  Care  Committee  and  the 
board  of  the  Marion  County 
Chapter  of  the  American  Cancer 
Society  and  the  executive  commit- 
tee of  the  Indiana  University 
Alumni  Association.  □ 


William  VanNess  II,  M.D.,  chosen  ISMA  president-elect 


w illiam  C.  VanNess  II, 
M.D.,  a Summitville  family  physi- 
cian, was  chosen  president-elect  of 
the  Indiana  State  Medical  Associa- 
tion during  the  annual  meeting. 

A 1972  graduate  of  the  Indi- 
ana University  School  of  Medi- 
cine, Dr.  VanNess  has  held  several 
positions  with  the  ISMA,  includ- 
ing speaker  of  the  house.  Eighth 
District  trustee,  chairman  of  the 
board,  alternate  delegate  to  the 


American  Medical  Association 
and  chairman  of  the  future  plan- 
ning committee. 

He  has  served  as  president  of 
the  Madison  County  Medical  Soci- 
ety and  president  of  the  Anderson 
Community  Hospital  medical 
staff.  He  is  a member  of  the 
board  of  directors  of  Madison 
County  HealthSearch. 

Dr.  VanNess  is  certified  by  the 
American  Board  of  Family  Prac- 
tice. □ 


Dr.  VanNess 
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Address  of  the  president,  C.  Dyke  Egnatz,  M.D. 


I'm  not  sure  who  really  pays 
attention  to  reports  such  as  this. 
Officially,  this  report  will  be  filed. 

It's  also  not  my  style  to  entrap 
your  attention  with  a litany  of  all 
the  wonderful  things  that  hap- 
pened this  past  year. 

That  almost  reminds  me  of 
the  story  about  the  billboard  artist 
that  stepped  back  off  the  scaffold 
in  order  to  admire  his  work. 

Rather,  I wish  to  review  the 
concepts  that  I perceived  in  ac- 
cepting the  responsibility  to  serve 
as  our  president,  not  your  presi- 
dent. 

As  a solo  family  practitioner, 
my  formal  time  participation  in 
organized  medicine  at  the  ISMA 
goes  back  to  1968,  when  I was  an 
alternate  delegate  from  Lake 
County.  That  time  and  effort  may 
well  parallel  the  efforts  of  those  of 
you  who  tithe  to  their  church. 

As  time  went  on,  my  partici- 
pation evolved  with  a two-fold 
intent.  First,  I believed  in  a per- 
sonal responsibility  as  a member 
of  our  profession  to  maintain 
awareness  of  our  role  in  society 
and  second,  to  tithe  to  our  medi- 
cal congregation  and  help  main- 
tain the  position  of  medicine 
within  our  society. 

Needless  to  say,  once  the  op- 
portunistic entrepreneurs  from 
outside  of  medicine  recognized 
the  fertile  economic  field  to  be 
served  or  exploited  under  the 
name  of  social  service,  our  force 
and  impact  has  been  gradually 
outnumbered  by  public  attitude, 
media  sensationalism,  government 
and  business  capital  power  inter- 
ests. 


Being  a good  guy  might  have 


worked  if  everyone  within  our 
profession  functioned  as  a good 
guy.  Sad  to  say,  the  unethical 
self-serving  individuals  who  en- 
tered medicine  for  not  the  best 
reasons  have  also  diluted  our 
strength  and  the  integrity  of  our 
social  commitment. 

Under  these  multi-faceted 
internal  and  external  forces,  our 
professional  industry  is  regressing 
into  a system  of  feudalism  with 
local  and  global  turf  battles  for 
survival  and  identity. 

My  objective  for  this  past  year 
has  been  to  direct  activities  of  our 
organization  in  areas  to 
strengthen  the  personal  position 
of  every  physician  in  Indiana. 

In  exchange  for  that  strength 
in  numbers  and  common  goals  for 
public  good,  I hoped  to  challenge 
every  physician  in  Indiana  to  do 
his  part  in  practicing  medicine: 

1.  compassion  for  the  impact 
of  illness  on  the  lives  of  your  pa- 
tients; 

2.  education  of  your  patients 
through  wellness  and  preventive 
measures;  and 

3.  prudent  utilization  of 
medical  services  and  technology 
with  cost-effective  decisions  that 
involve  your  patient's  input. 

Last  year,  my  Resolution  91- 
29  was  to  request  your  participa- 
tion in  organized  medicine  by 
being  supportive  of  your  elected 
leadership  - at  all  levels  within 
your  practice  environment. 

Everyone  meets  their  quota  of 
general  staff,  department  and 
committee  meetings  because  your 
bylaws  state  that  it  is  a require- 
ment of  reappointment.  Not  the 
most  ideal  intention,  hut  prag- 
matically effective.  If  we  partici- 


pated because  we  honestly  cared, 
the  impact  on  quality  care  and 
audience  appreciation  would  go 
without  saying. 

To  maintain  our  image  and 
fulfill  our  commitment,  you  must 
show  equal  support  for  your  lead- 
ership by  attending  county  meet- 
ings, district  meetings  and  even 
ISMA  and  AMA  events.  If  they 
have  been  boring,  then  you  must 
make  something  happen. 

Of  the  126  hospitals  in  Indi- 
ana, we  average  only  10  represen- 
tatives to  the  AMA  Hospital 
Medical  Staff  Convention.  This 
significant  resource  to  your  local 
medical  staff  is  lost  to  your  indif- 
ference and  apathetic  lack  of  par- 
ticipation. 

Reread  that  resolution  and 
evaluate  your  own  level  of  partici- 
pation. 

If  my  platform  had  two 
planks,  physician  satisfaction  and 
physician  security  are  hallmarks 
to  your  successful  career  in  medi- 
cine. 

In  helping  you  attain  your 
personal  goals,  the  ISMA  has  fo- 
cused its  efforts  on  educational 
resources  for  you  and  your  prac- 
tice. 

The  new  power  is  information 
and  knowledge,  not  money  or 
warclubs.  Your  ISMA  has  been 
working  for  you  on  all  fronts  - 
legislative  information,  regulatory 
information,  liability  information, 
business  information  and  patient 
information. 

Learn  about  those  services 
and  utilize  them  within  your  prac- 
tice. 

So,  what's  happened  this 
year? 

In  reimbursement,  the  RBRVS 
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band  aid  has  been  continually 
reanalyzed  and  updated  to  main- 
tain your  compliance  and  under- 
standing. Have  you  and  your 
staff  attended  the  ISMA  coding 
seminars? 

In  professional  liability,  our 
three-year  amnesty  between  our- 
selves, the  trial  lawyers  and  the 
Indiana  Hospital  Association  for- 
mally ends  in  December.  Our 
retitling  of  our  law  as  INCAP,  the 
Indiana  Compensation  Act  for 
Patients,  has  been  promoted  and 
explained  to  radio,  television  and 
newspaper  entities  throughout  the 
state  by  our  INCAP  commando 
group.  This  is  our  social  contribu- 
tion to  support  control  of  health 
care  costs  escalated  by  wasteful 
and  frivolous  liability  claim  ex- 
penses and  payouts. 

In  legislation,  ISMA  staff  has 
been  super-diligent  in  maintaining 
contact  and  sharing  educational 
information  with  government 
leadership.  Our  Key  Contact  Pro- 
gram is  you.  Participate  in 
IMPAC  and  let  your  patients  and 
congressmen  know  your  views 
and  concerns. 

In  Medicare-Medicaid,  our 
liaison  committees  are  continuing 
to  share  information  and  collabo- 
rate with  consumer  and  provider 
representatives. 

In  health  access,  we  have  re- 
viewed and  monitored  all  avail- 
able information  from  the 
governor's  Health  Policy  Commis- 
sion and  are  anxiously  awaiting 
the  final  report,  which  is  due  Nov. 
1. 

In  medical  education,  I served 
on  the  dean's  committee  to  evalu- 
ate the  efficacy  of  the  regional 
medical  school  campuses  and 
other  proposals  to  improve  pri- 
mary care. 

In  rural  health,  we  are  partici- 


pating in  studying  projects  of  the 
Indiana  State  Department  of 
Health  and  the  IU  School  of  Medi- 
cine regarding  rural  health  centers 
and  training  opportunities  with 
primary  care  career  exposure  for 
medical  students  and  residents. 

Before  this  extends  to  a laun- 
dry list  that  I promised  not  to  do, 

I would  like  to  pause  and  thank 
everyone  on  behalf  of  Bonnie  and 
myself  in  making  this  a rewarding 
and  memorable  year. 

Thank  you's  often  leave  key 
components  out.  If  I leave  you 
out,  you  know  you  were  there 
when  it  counted. 

Rick  King  and  the  entire 
ISMA  staff  helps  make  this  all 
happen. 

The  ISMA  Alliance,  our  sup- 
port group,  is  greatly  escalating 
their  participation  in  organized 
medicine. 

Additionally,  our  experience 
in  visiting  our  neighboring  states 
was  very  expansive  and  informa- 
tive. Several  of  those  officers  are 
in  our  audience  today. 

Thank  you  to  my  fellow  offic- 
ers, the  board  of  trustees  and  you, 
the  delegates,  who  together  are 
key  elements  in  maintaining  our 
passing  parade. 

Before  closing,  it  would  seem 
timely  to  review  the  health  care 
programs  being  touted  by  our 
presidential  candidates  and  their 
political  parties. 

It's  a sophisticated  form  of 
nichemanship  with  everyone  try- 
ing to  appeal  to  the  most  niches 
with  the  most  votes. 

Correlating  that  short-term 
goal  of  procrastination  until  after 
the  election  with  the  scare  tactics 
of  the  media  and  its  fragmented 
information  services  is  like  getting 
on  a merry-go-round  or  following 
daytime  soaps;  it  doesn't  matter 


where  or  when  you  enter  the  dis- 
cussion, you're  still  at  the  same 
place. 

There  are  some  health  care 
costs  that. benefit  the  entire  nation. 

If  health  care  is  over  10%  of 
the  GNP,  does  health  care  create 
over  10%  of  the  jobs?  Where  will 
they  go  in  a layoff? 

Do  health  care  related  compa- 
nies represent  10%  of  the  business 
on  Wall  Street?  Will  the  market 
hold  up  without  that  health  care 
income? 

If  we  are  seeking  to  control 
costs,  why  are  there  no  RBRVS 
controls  for  medical  suppliers  and 
the  technology  industries? 

When  will  the  patient  receive 
an  a la  carte  menu  to  select  medi- 
cal services  for  which  he  agrees  to 
pay? 

When  will  the  insurance  in- 
dustry critically  review  hospital 
and  provider  charges  as  they  re- 
late to  reimbursement  allowances? 

Health  care  is  an  integral  part 
of  the  daily  life  of  the  entire  na- 
tion. The  goal  of  quality  should 
be  the  goal  of  everyone  whose 
revenue  is  derived  from  health 
care  services.  Instead,  bottom 
line,  stockholder  demands  and 
personal  gains  have  taken  the 
front  seat,  with  air  bags  of  special 
interest  legislation  for  protection. 

To  pay  off  the  national  debt 
would  require  a donation  of  over 
$47,000  per  family  in  America  - 
credit  cards  not  accepted.  With 
our  present  rate  of  deficit,  that 
number  is  projected  to  be  $300,000 
by  the  next  century.  So,  the 
health  care  faction  also  needs 
money  to  be  solvent. 

Let's  focus  on  the  sources  of 
payment  or  funding  for  any  of  the 
benefit  plans: 

Social  Security  - That  tax  has 
been  collected  from  citizens  who 
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report  their  income.  Health  care 
expenses,  as  Medicare,  would  be 
expected  to  be  a large  component 
of  our  retirees  requirement. 

Employer  payroll  taxes  - It's 
tough  to  mandate  benefit  or  cost 
increases  if  the  profit  margins  are 
slim  or  deficit. 

Employee  benefit  taxation  - 
Probably  the  most  equitable,  but 
our  work  force  does  not  feel  se- 
cure enough  to  be  charitable  to 
their  uninsured  neighbor. 

Government  insurance  pools  - 
If  the  insurance  administrator  is 
not  motivated  to  control  payouts, 
the  universal  benefit  plans  will  be 
token,  inferior  and  not  enough. 

Managed  care  discounts  - If 
you're  never  sick,  it's  like  winning 
the  lottery.  At  what  point  will 
consumers  be  willing  to  person- 
ally pay  for  the  extras  - high-tech 
or  priority  service?  Only  when 
they  can't  get  what  they  want  at 
someone  else's  expense.  The 
word  "TIP"  is  the  acronym  for  "to 
insure  promptness."  In  some 
societies,  doctors  are  tipped  for 
extra  services.  Do  we  want  a 
black  market  for  health  care? 

Private  insurance  - This  in- 
dustry can  only  balance  out  if 
health  insurance  benefits  become 
indemnified  and  the  premiums 
become  more  actuarially  sound.  I 
remember  the  days  when  patients 
paid  for  three  insurance  policies 


in  order  to  get  full  coverage  reim- 
bursement. 

If  there  were  solid  indemnity 
allowances,  patients  would  begin 
to  negotiate  for  non-covered  ser- 
vices. Fair  competition  may  then 
lower  costs.  Our  current  system 
of  managed  care,  co-payments 
and  deductibles  are  consumer 
negotiations  without  the  con- 
sumer. 

From  this  explosive  fanfare  of 
the  components  of  the  health  care 
crisis,  if  I may  borrow  a media 
word,  I shall  attempt  to  summa- 
rize for  a focused  message  and 
challenge  for  the  future  of  medi- 
cine. 

First,  we  must  conduct  our- 
selves in  the  image  of  our  profes- 
sion. Practice  with  responsible 
good  intentions.  It  is  a lot  harder 
for  outside  sources  to  discredit  an 
honest,  well-educated  and  dedi- 
cated practitioner  or  the  organiza- 
tion that  represents  him  or  her. 

Second,  you  need  to  vote  in 
the  coming  elections.  You  need  to 
stimulate  your  patients  to  vote. 
You  must  demonstrate  to  your 
government  officials  that  you  are 
watching  and  analyzing  their  rep- 
resentative efforts  and  you  will 
stimulate  your  patients  to  vote 
according  to  your  appraisal  of 
their  performance.  The  1975  pas- 
sage of  our  professional  liability 
law  is  a clear  demonstration  of 
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what  a sincere  concentrated  effort 
can  do. 

Third,  we  need  genuine 
camaradarie  among  ourselves. 
However,  in  order  to  command 
the  respect  and  trust  of  our  col- 
leagues and  peers,  we  must  prac- 
tice in  a respectful  and  trustwor- 
thy manner.  Remember,  the  war- 
rior is  impeccable.  Your  position 
is  secure  because  of  what  you 
know.  Your  position  is  satisfying 
by  knowing  that  you  are  doing  it 
right  and  for  the  right  reasons. 

Some  of  you  in  this  room  may 
recall  the  days  of  newsreels  at  the 
movie  theaters  in  the  1940s  and 
1950s. 

One  commentator  I remember 
is  John  Nesbitt  with  the  Passing 
Parade,  an  editorial  observation  of 
our  society. 

1 feel  that  I have  been  privi- 
leged to  be  the  142nd  grand 
marshall  of  our  passing  parade. 

But,  for  a passing  parade  to 
be  effective,  it  takes  more  than  a 
grand  marshall.  Each  of  you  here, 
and  the  physicians  you  represent, 
must  join  in  the  march  to  make 
the  heritage  of  our  passing  parade 
effective. 

Our  incoming  leadership  has 
taken  the  baton.  The  143rd  lap  of 
our  relay  carries  on. 

Thank  you.  O 
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Address  of  the  president-elect,  William 


Speaker,  officers,  trust- 
ees and  delegates,  guests: 

It  has  been  said  that,  "of  those 
to  whom  much  is  given,  much  is 
required."  As  physicians,  we  are 
given  privilege  and  rank  that  very 
few  others  receive.  With  the 
privilege  comes  a tremendous 
responsibility  for  the  health  and 
welfare  of  the  people  we  serve. 

We  are  indeed  fortunate  to  be 
living  in  a country  with  the  best 
health  care  system  in  the  world. 

Just  this  past  summer,  na- 
tional headlines  were  made  when 
a 12-year  old  Iowa  farmer's  son 
had  his  arm  severed  by  a piece  of 
machinery.  The  headline  was  not 
about  the  farming  accident  itself. 

It  made  news  because  doctors 
were  able  to  reattach  that  boy's 
arm,  and  he  is  fully  functional 
again.  Ten  years  ago,  this  would 
not  have  been  possible. 

Right  here  in  Indiana  similar 
medical  miracles  occur.  We  per- 
formed the  first  newborn  twin-to- 
twin  heart  transplant  in  the  world. 
The  recipient  celebrated  her  sec- 
ond birthday  this  past  April. 

We  have  accomplished  much 
in  the  past  few  years.  But  one's 
past  record  is  never  something  to 
stand  on.  It  is  something  to  build 
upon.  It  is  our  responsibility  as 
partners  in  this  system  to  preserve 
its  quality,  assure  access  to  every 
American  and  make  it  cost  effi- 
cient. 

As  physicians,  we  need  to  be 
actively  involved  in  the  health 
care  debate  for  three  reasons: 

First  we  view  the  health  of  the 
public  as  a major  responsibility  of 
the  medical  profession. 

Second,  we  want  to  be  sure 


that  nobody,  not  government,  not 
employers,  not  insurers,  use  the 
cost  crisis  to  try  to  make  us  the 
agents  for  rationing  care.  It  is  bad 
medicine  to  base  patient  care  rec- 
ommendations on  financial  con- 
siderations, rather  than  medical 
ones,  and  it  is  against  our  code  of 
ethics. 

Third,  as  doctors  we  know 
from  first-hand  experience  that 
the  lack  of  access  to  care  can  lead 
to  serious,  even  fatal,  medical 
consequences. 

There  are  many  critical  issues 
and  challenges  facing  us  as  we 
move  toward  the  millennium,  in 
the  year  2000:  out-of-control 
Medicaid;  the  professional  liability 
crisis;  lack  of  preventive  health 
care;  the  ever  increasing  myriad  of 
governmental  regulations;  the 
copious  bureaucratic  paperwork; 
and,  of  course,  escalating  health 
care  costs  which  have  culminated 
in  a public  outcry  for  health  sys- 
tem reform. 

I intend  to  create  special  task 
forces  to  work  with  our  board  of 
trustees  and  various  commissions 
to  meet  those  challenges  head  on, 
to  tackle  the  tough  issues  and 
arrive  at  workable  solutions.  It  is 
important  for  organized  medicine 
to  take  a lead  in  dealing  with  the 
following  major  issues. 

Health  system  reform 

In  the  United  States,  $1  out  of 
every  $7  paid  out  by  state  govern- 
ment goes  to  pay  for  Medicaid. 
That's  about  14%  in  most  states. 

In  Indiana,  Medicaid  costs  in- 
creased 25%  from  fiscal  year  1991 
to  1992  and  will  account  for  20% 
of  our  state  budget.  While  Indi- 
ana ranks  38th  in  the  nation  in 
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income  per  capita,  we  are  eighth 
in  the  nation  in  the  liberal  distri- 
bution of  supplemental  Medicaid 
benefits. 

To  deal  with  this  problem,  I 
intend  to  appoint  Drs.  Tim  Brown 
and  Steve  Tharp  as  co-chairmen  of 
a special  task  force  to  work  with 
your  board  of  trustees  and  com- 
mission on  legislation  to  develop 
recommendations  on  restructuring 
the  Medicaid  benefits  package  and 
to  suggest  immediate  reforms  that 
can  be  taken  to  stem  the  escalat- 
ing costs  of  Medicaid,  as  well  as 
preserve  access  to  quality  care  and 
fair  and  timely  compensation  for 
services. 

On  Nov.  1,  the  State  Health 
Policy  Commission  will  issue  its 
final  report.  Following  my  ad- 
dress, Dr.  Mike  Mellinger  will  fill 
you  in  on  what  we  expect  the 
report  to  include.  I intend  to  ask 
Drs.  Mellinger  and  John  Knote  to 
co-chair  a task  force  to  work  with 
the  AMA  and  ISMA  staffs  to  thor- 
oughly review  the  State  Health 
Policy  Commission  report  and 
make  recommendations  to  your 
board  of  trustees  and  commission 
on  legislation.  They  will  use  the 
AMA's  Health  Access  America  as 
a benchmark.  Their  final  recom- 
mendations will  be  based  upon 
work  already  completed  by  your 
ad  hoc  committee  on  medical 
economics,  the  AMA  Health  Re- 
form Strike  Force  and  reform  pro- 
grams supported  by  other  state 
medical  associations. 

Last  month,  the  AMA  stepped 
up  its  efforts  to  assist  states  with 
developing  health  system  reform 
proposals.  Our  ISMA  staff  has 
been  in  contact  with  the  AMA  in 
this  regard.  Through  the  efforts 
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of  both,  we  will  have  qualified 
experts  with  national  perspectives 
assisting  us  as  we  pursue  health 
reform  in  Indiana. 

Prevention 

All  the  reforms  in  the  world  won't 
fix  the  health  care  crisis  unless  we 
renew  our  emphasis  on  preven- 
tion. A considerable  portion  of 
health  care  costs  are  a result  of 
our  abusive  lifestyles,  and  that 
tendency  starts  at  an  early  age. 

The  President's  Council  on 
Physical  Fitness  and  Sports  re- 
ported in  its  test  of  children  ages 
5 through  8,  40%  already  showed 
risk  of  heart  disease,  while  among 
400  teenagers  tested,  only  36% 
could  pass  a basic  fitness  test. 

Smoking,  alcohol  consump- 
tion, illicit  drugs,  poor  diet,  obe- 
sity and  sexual  promiscuity  are  all 
factors  that  adversely  affect  our 
health.  It  is  inexcusable  that  each 
year  more  than  1.1  million  girls 
ages  10  to  19  become  pregnant; 
that  each  year  2.5  million  teenag- 
ers contract  a sexually  transmitted 
disease  and  that  50%  of  our  12-  to 
17-year-olds  try  alcohol  and  more 
than  half  a million  of  them  will 
try  cocaine. 

The  Centers  for  Disease  Con- 
trol estimates  that  these  unhealthy 
habits  cause  50%  to  60%  of  all 
disease  and  disability  in  the 
United  States.  Prevention  is  the 
best  cost-containment  concept  we 
can  utilize.  To  this  end,  I intend 
to  ask  Dr.  Bill  VanNess  to  chair  a 
special  task  force,  composed  of 
representatives  from  each  of  our 
state  specialty  sections  and  from 
our  ISMA  auxiliary,  to  explore 
ways  to  strengthen  health  and 
physical  education  programs  for 
our  youth  in  Indiana.  We  must 
support  and  assist  the  Indiana 
departments  of  health  and  educa- 


tion in  their  efforts  to  bring  back 
truly  comprehensive  health  and 
physical  education.  We  must  give 
children  the  foundation  that  will 
allow  them  to  grow  into  mentally 
and  physically  healthy,  productive 
adults. 

Professional  liability 

It  is  lamentable  that  at  a time 
when  a physician  is  able  to  do 
more  for  his  patients  than  at  any 
other  time  in  the  history  of  medi- 
cine, his  risk  of  being  sued  by  that 
patient  has  never  been  greater.  In 
1974,  this  House  of  Delegates 
passed  a resolution  to  pursue  both 
professional  liability  reform  legis- 
lation and  formation  of  a physi- 
cian professional  liability  insur- 
ance company.  Both  of  those 
points  have  come  to  fruition.  The 
Indiana  Compensation  Act  for 
Patients,  or  INCAP,  has  been  a 
successful  statute.  It  has  balanced 
access  to  quality  care  with  fair 
compensation  for  patients  who  are 
injured  and  at  the  same  time  has 
created  a more  stable  practice 
environment  for  doctors. 

This  summer,  a legislative 
study  commission  reviewed 
INCAP  and  made  no  recommen- 
dations for  changes  in  the  statute. 

I am  asking  Drs.  Mike  Mellinger 
and  George  Lukemeyer  to  co- 
chair a special  INCAP  Task  Force 
that  would  work  with  your  board 
of  trustees  and  commission  on 
legislation  during  the  upcoming 
legislative  session  to  preserve  and 
defend  INCAP. 

Professional  liability  reform 
will  be  a critical  issue  in  the  up- 
coming legislative  session.  It  is 
imperative  that  every  Indiana 
physician  become  actively  in- 
volved in  order  to  prevent  a re- 
kindling of  the  professional  liabil- 
ity crisis. 


1.  Talk  to  your  legislative  repre- 
sentatives and  educate  them 
on  INCAP. 

2.  Support  them  at  the  polls  and 
support  them  financially. 

3.  Be  prepared  to  enlist  support 
of  your  patients  regarding 
INCAP. 

4.  Participate  in  the  ISMA  key 
contact  network. 

As  you  know,  Physicians  In- 
surance Company  of  Indiana  is 
your  ISMA  company.  ISMA  in- 
volvement in  PICI  has  been  valu- 
able to  Indiana  physicians  in  three 
ways: 

First,  it's  brought  competition 
into  the  professional  liability  mar- 
ket. Because  of  this,  subrogation 
clauses  have  been  deleted  from 
policies,  occurrence  policies  still 
exist  in  Indiana,  medical  corpora- 
tion fees  have  been  eliminated, 
and  the  concept  of  risk  manage- 
ment has  been  introduced  into 
physician  practices. 

Second,  it  has  provided  sup- 
port that  allows  us  to  pursue  lob- 
bying efforts  such  as  INCAP. 

And  third,  it  allows  us  to 
have  access  to  insurance  industry 
data  and  have  a working  knowl- 
edge of  the  insurance  industry. 
This  has  enabled  the  ISMA  to  play 
an  active  role  through  PICI  in  the 
"indexing"  of  insurance  premiums 
and  to  better  understand  ways  of 
stabilizing  the  Patient  Compensa- 
tion Fund. 

As  physicians,  we  feel  that 
injured  patients  should  be  fairly 
compensated.  But,  as  in  other 
fields,  there  are  many  groundless 
claims  filed.  Did  you  know  that 
four  out  of  every  five  claims  is 
closed  without  any  payment  of 
damages?  I'm  concerned  that 
even  when  damages  are  awarded 
that  less  than  50  cents  of  each 
dollar  goes  to  the  injured  party. 
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The  rest  goes  to  attorney  fees  and 
court  costs.  We  need  to  find  ways 
to  decrease  the  frequency  and  cost 
of  defending  frivolous  profes- 
sional liability  claims.  We  also 
need  to  strive  to  improve  the 
quality  of  care  and  decrease  our 
exposure  risk. 

I'm  asking  Dr.  Dyke  Egnatz  to 
chair  a task  force  to  explore  ways 
our  insurance  company  can  better 
assess  the  needs  of  Indiana  physi- 
cians in  these  areas.  The  commit- 
tee would  also  assist  in  suggesting 
and  developing  ISMA-PICI  pro- 
grams on  a specialty  specific  ba- 
sis, which  would  enable  us  to 
curb  the  rising  costs  and  increas- 
ing frequency  of  defending  our- 
selves against  charges  of  profes- 
sional liability. 

Self-assessment 

As  we  approach  the  next  millen- 
nium, it's  appropriate  for  us  to 
take  an  introspective  look  at  our- 
selves, our  organization,  our  re- 
sources and  our  prospects  for  the 
future.  It's  essential  that  we  give 
our  members  the  best  value  for 
each  dues  dollar  they  pay.  It's 
essential  that  we  assess  how  we 
can  be  sensitive  and  responsive  to 
our  membership  and  provide  the 
services  they  desire  in  the  most 
efficient  and  cost  effective  manner 
possible.  I'm  asking  Dr.  Jerry 
Melchior  to  serve  as  chairman  of  a 


special  task  force  to  provide  this 
introspective  analysis  and  propose 
recommendations  to  your  board 
of  trustees  for  the  future. 

As  your  incoming  president,  I 
am  looking  forward  to  working 
with  Medical  Auxiliary  President 
Trudy  Urgena  and  President-elect 
Sue  Greenlee.  The  auxiliary  is  in 
the  process  of  their  own  strategic 
planning,  and  we  look  forward  to 
working  closely  with  them  in 
coming  months. 

The  road  we  will  travel  on  in 
the  coming  weeks  and  months  is 
rocky.  The  path  we  take  will  not 
be  easy  and  will  require  a full 
commitment  from  each  of  us. 
These  are  difficult  times,  but  we 
have  great  resources  and  are  in  an 
enviable  position.  Our  potential 
for  progress  is  extraordinary,  and 
the  resources  and  strengths  of 
your  state  medical  association  are 
particularly  well  positioned  to 
continue  to  make  an  important 
difference  in  enhancing  the  qual- 
ity of  medicine  and  patient  care  in 
Indiana  and  beyond. 

To  use  the  words  of  Franklin 
D.  Roosevelt,  "We  have  a rendez- 
vous with  destiny."  We  stand  at 
the  dawn  of  a new  era.  Before  us 
is  the  most  important  decade  in 
the  history  of  civilization.  A pe- 
riod of  stunning  technological 
innovation,  unprecedented  eco- 
nomic opportunity,  surprising 


political  reform  and  great  cultural 
rebirth.  It  will  be  a decade  like 
none  that  has  come  before,  and  it 
will  culminate  in  the  millennium, 
the  year  2000. 

And  when  at  some  future 
date  the  high  court  of  history  sits 
in  judgment  on  those  of  us  who 
are  privileged  to  have  become 
physicians  - recording  whether  in 
our  brief  span  of  service  we  have 
fulfilled  our  responsibilities  - our 
success  or  failure  will  be  mea- 
sured by  the  answer  to  this  ques- 
tion. 

Were  we  truly  men  and 
women  of  courage,  judgment, 
integrity  and  dedication? 

I pledge  to  do  the  best  I can 
possibly  do  as  your  president,  and 
pray  that  with  God's  help,  we  will 
be  successful  in  effecting  positive 
change. 

All  things  considered  - look- 
ing out  on  this  group,  knowing 
the  talents,  energy,  vitality  and 
wisdom  you  possess  - knowing 
the  commitment  and  talent  of  our 
staff  - I'm  optimistic  that  when  I 
again  stand  before  you  in  12 
months  and  reflect  on  what  has 
been  accomplished,  we  will  have 
made  this  nation  and  our  state  a 
better,  healthier  place  in  which  to 
live. 

Thank  you.  □ 
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Address  of  the  ISMA  Auxiliary  president,  Trudy  Urgena 


Cjreetings  from  the  Indiana 
State  Medical  Association  Auxil- 
iary! 

Dear  ISMA  Officers  and  Del- 
egates: 

Your  auxiliary  is  about  to 
become  your  alliance! 

As  your  allies,  we  can  be 
working  more  proactively  with 
you.  Together,  we  can  take  the 
lead  in  influencing  health  care 
delivery.  Instead  of  reacting  to 
the  events  that  affect  medicine 
and  our  lives,  together  we  can  be 
evaluating  the  potential  changes 
on  the  horizon  and  planning  strat- 
egies to  effectively  insure  a posi- 
tive outcome  for  medicine. 

As  we  move  through  this 
decade  into  the  21st  century,  our 
organization  is  at  the  brink  of 
change. 

Our  membership  is  changing. 
We're  more  educated  and  career- 
and  goal-oriented.  We're  more 
professional.  We're  more  in- 
formed and  knowledgeable,  more 
active  in  the  legislative  process. 
One-third  of  our  potential  mem- 
bers are  male  spouses. 

No  longer  are  we  just  a fund- 
raising or  a self-centered  social 
group,  but  an  organization  dedi- 
cated to  improving  the  quality  of 
health  across  the  state.  Already 
we  are  actively  identifying  the 
health  needs  in  our  communities, 
and  we  are  influencing  health  care 
legislation  on  the  state  and  na- 
tional levels. 

The  image  of  auxiliary  is  in 
transition,  and  the  national  auxil- 
iary has  already  changed  its  name 
to  Alliance  to  reflect  our  changing 
nature. 

To  conform  to  the  new  na- 
tional name,  the  Long-Range  Plan- 


ning Committee  has  recom- 
mended changing  our  state  name 
to  the  ISMA  Alliance.  Delegates 
to  our  annual  convention  in  April 
will  vote  on  the  name  change,  and 
if  the  enthusiasm  for  the  name 
change  remains  as  high  as  it  is 
today,  your  auxiliary  will  become 
your  alliance  next  April. 

The  new  name  will  define  our 
new  role.  We  have  always  been 
your  advocates,  in  our  separate, 
quiet  and  unnoticed  ways.  To- 
day, however,  we  are  prepared  to 
become  more  visible  advocates: 
as  partners  working  with  you  to 
help  Indiana  residents  lead 
healthier  and  more  productive 
lives  and  to  make  a positive  im- 
pact on  medical  and  health  care 
legislation. 

We  can  accomplish  this  best  at 
the  grassroots  county  level,  in- 
volving all  physicians  and  their 
auxiliaries/alliances.  It  is  at  the 
local  level  where  patients  are 
cared  for  and  the  community's 
health  is  improved  and  where 
individual  physicians  can  become 
involved  to  influence  the  outcome 
of  health  care  legislation. 

Two  programs  endorsed  by 
the  American  Medical  Association 
that  utilize  the  local  medical  soci- 
ety/auxiliary teamwork  are  the 
Mini-Internship  Program  and  the 
Family  Violence  Prevention  Pro- 
gram. 

The  Mini-Internship  Program 
is  designed  to  help  legislators  and 
community  leaders  understand 
the  pressures  and  concerns  of 
physicians.  Done  at  the  county 
level  with  physician  and  auxiliary 
members,  the  mini-internships 
offer  a firsthand  opportunity  for 
people  who  affect,  implement  or 
report  on  health  care  policy  to 


experience  the  daily  practice  (and 
frustrations)  of  medicine. 

Benefits  of  this  firsthand  expe- 
rience include  informing  legisla- 
tors and  community  leaders  about 
problems  in  health  care  delivery 
and  countering  any  inaccurate 
preconceptions  they  may  have 
regarding  health  care. 

What  better  way  for 
grassroots  physicians  to  become 
involved  in  the  legislative  deci- 
sion-making process  than  to  do 
what  they  do  best:  caring  for 
patients?  The  only  difference 
would  be  a legislator  "intern" 
shadowing  them  during  a typical 
day  to  learn  the  realities  of  medi- 
cal care. 

This  program  has  been  suc- 
cessful in  numerous  other  states, 
including  Illinois,  Ohio  and  Iowa. 
Your  auxiliary  looks  forward  to 
working  with  you  and  the  ISMA 
leadership  to  promote  and  imple- 
ment the  Mini-Internship  Program 
in  Indiana.  Health  care  reform  is 
the  legislative  issue  of  the  '90s, 
and  all  grassroots  physicians  must 
learn  how  to  effectively  partici- 
pate in  the  decision-making  pro- 
cess to  be  able  to  favorably  influ- 
ence the  outcome  of  health  care 
legislation. 

As  health  care  reform  is  the 
legislative  issue  of  the  '90s,  vio- 
lence is  the  disease  of  the  '90s.  It 
is  as  complex  and  life-threatening 
as  any  of  the  killer  diseases  of  the 
past.  As  many  as  one-fourth  of 
all  American  households  are 
touched  by  violence  each  year. 

Family  violence  knows  no 
boundaries.  It  is  a problem 
shared  by  the  residents  of  the 
affluent  suburbs,  the  inner  city 
and  small-town  America  ...  by 
white  collar  workers  and  blue 
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collar  workers  ...  by  professionals 
and  laborers  ...  by  the  rich  and  the 
poor  ...  by  the  educated  and  the 
uneducated  ...  by  the  young  and 
old  ...  by  people  of  every  race  and 
nationality  and  ethnic  origin.  The 
fact  that  no  one  is  immune  is  why 
family  violence  has  reached  epi- 
demic proportions  in  this  country. 

Dr.  John  Knote,  your  distin- 
guished AMA  delegate  and  ISMA 
past  president,  has  introduced  a 
family  violence  resolution  to  this 
House  of  Delegates.  It  asks 
county  medical  societies,  in  part- 
nership with  the  auxiliary,  to  ad- 
dress their  individual  community 
needs  concerning  family  violence. 

People  need  to  know  that  we 
in  the  medical  community  are 
taking  the  lead  in  addressing  fam- 


First place 

"ATP/MgCT  ameliorates 
reperfusion  injury" 

Exhibitor:  Robert  A.  Morgan, 
Department  of  Surgery,  Indiana 
University  School  of  Medicine, 
Indianapolis. 

Limb  ischemia  and  associated 
reperfusion  injury  are  significant 
causes  of  limb  morbidity.  Reduc- 
ing reperfusion  injury  would 
serve  to  help  salvage  otherwise 
unrestorable  limb  function.  The 
ability  of  a solution  of  low  vana- 
dium (<1  ppm)  adenosine  triphos- 
phate and  magnesium  chloride 
(ATP/MgCT)  to  improve  recovery 
of  skeletal  muscle  function  and 
reduce  skeletal  muscle  necrosis 
after  four  hours  of  complete 
ischemia  was  investigated  in  an 
autoperfused  canine  hind  limb 
model. 


ily  violence  because  we  are  con- 
cerned, because  we  care,  because 
we  believe  we  can  make  a differ- 
ence. Help  us  make  a difference. 
Support  and  endorse  the  family 
violence  resolution,  number  92-20. 

Your  county  auxiliaries  can 
assist  you  and  your  local  medical 
societies  in  implementing  the 
Mini-Internship  and  the  Family 
Violence  Prevention  programs,  as 
well  as  any  other  programs  that 
benefit  your  patients  and  your 
communities. 

Here  with  me  today  are 
county  auxiliary  presidents:  the 
people  whose  dedication,  hard 
work  and  leadership  abilities  en- 
sure that  your  communities' 
health  needs  are  addressed. 

Please  recognize  and  honor 


Scientific  exhibit  winners 

Study  groups  included  non- 
ischemic control  limbs  (n=7), 
ischemic  control  limbs  (n=7)  and 
ischemic  test  limbs  (n=7). 

Ischemic  test  limbs  were 
continously  infused  intra-arterially 
with  2000  cc  of  2 mM  ATP/MgCl2 
adjusted  to  pH  7.4  with  sodium 
bicarbonate  over  the  course  of 
three  hours  of  reperfusion.  Con- 
trol ischemic  limbs  were  continu- 
ously infused  intra-arterially  with 
normal  saline  during  reperfusion. 

Function  was  evaluated  by 
determining  isometric  twitch 
contactile  force  of  paw 
dorsiflexion  by  stimulating  the 
peroneal  nerve  and  the  anterior 
tibial  muscle  sequentially.  Necro- 
sis was  evaluated  by  photographic 
analysis  of  sectioned  anterior 
tibial  muscle  stained  with 
nitroblue  tetrazolium  dye  (NBT). 
The  solution  of  ATP/MgCT  sig- 


them with  a round  of  applause. 

As  your  spouses,  we  know 
your  frustrations  in  dealing  with 
the  increasing  myriad  of  hassles 
that  sap  your  time  and  energy 
away  from  patient  care.  When 
you  begin  to  feel  alone  and  iso- 
lated and  that  no  one  cares  about 
you,  remember  us,  your  partners, 
and  the  only  organization  that 
totally  supports  physicians  and 
the  medical  family. 

As  your  allies  and  your  advo- 
cates, we  are  your  greatest  asset. 
We  will  use  our  talents,  skills  and 
volunteer  time  working  with  you 
to  achieve  the  highest  ideals  of  the 
medical  profession  for  the  benefit 
of  the  people  of  Indiana. 

Thank  you.  □ 


nificantly  increased  functional 
recovery  (p<0.05)  and  significantly 
reduced  skeletal  muscle  necrosis 
(p<0.05).  Although  further  study 
is  needed,  ATP/MgCT  may  be 
helpful  in  the  clinical  reduction  of 
limb  morbidity.  □ 

Second  place 

"Purification  of  A-l  antigen" 

Exhibitor:  Robert  Woodburn, 
Northwest  Center  for  Medical 
Education,  Indiana  University 
School  of  Medicine,  Merrillville. 

A mAh  termed  BIKS  was  pre- 
pared from  a hybrid  cell  (273) 
obtained  by  fusing  a mouse 
myeloma  cell,  P3X  Ag-8-653,  with 
spleen  cells  of  BALB/c  mice  im- 
munized with  lymphoid  tissue 
homogenates  obtained  from  a 
strain  2 guinea  pig.  The  antibod- 
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ies  IgG  subclass  was  IgGl  and  the 
light  chain  is  kappa.  Western  blot 
analysis  of  several  tissue 
homogenotes  indicated  that  the 
antigenic  molecule  is  contained  in 
polypeptides  with  apparent  mo- 
lecular weights  of  116kd  and  55kd 
(A-l). 

The  antigen  was  isolated  uti- 
lizing an  immuno-affinity  column 
with  BIKS  as  the  antibody.  Im- 
munohistochemical  studies  (ABC 
method)  demonstrate  the  presence 
of  the  antigen  in  several  cell  types 
arising  from  the  three  primitive 
germinal  cell  layers,  including 
among  others,  tissue  macroph- 
ages, pneumocytes  type  II  and 
Schwann  cells. 

Experimental  axotomy  of  the 
sciatic  nerve  in  guinea  pig  re- 
sulted in  a significant  increase  in 
the  expression  of  the  A-l  antigen 
in  the  Schwann  cells  of  the  distal 
segment.  This  suggests  that  these 
polypeptides  might  play  a signifi- 
cant role  in  the  process  of 
Wallerian  degeneration,  o 

Third  place  - tie 

"Hyperventilation  & intraocular 
pressure" 

Exhibitor:  Julianne  Stout, 
Glaucoma  Research  & Diagnostic 
Laboratory,  Department  of  Oph- 
thalmology, Indiana  University 
School  of  Medicine,  Bloomington. 

Lowering  intraocular  pressure 
(IOP)  is  the  predominant  ap- 
proach to  treating  glaucoma;  how- 


ever, little  is  known  about  the 
physiological  mechanisms  control- 
ling IOP.  Other  researchers  have 
shown  that  perturbations  in  end- 
tidal  CO:  in  various  time  scales 
can  affect  ocular  tension  in  hu- 
mans. Thus,  we  proposed  to  de- 
termine whether  long-term  mild 
hyperventilation,  with  and  with- 
out C02  addition  to  maintain 
isocapnia,  can  induce  a decrease 
in  IOP. 

We  studied  nine  healthy  sub- 
jects for  one  hour  under  each  of 
the  following  conditions:  control, 
guided  hyperventilation  (to  a 
12.4%  reduction  in  end-tidal  C02 
relative  to  control)  and  hyperven- 
tilation with  CO:  added  to  main- 
tain isocapnia.  IOP  (as  measured 
by  Goldmann  applanation  tonom- 
etry) was  not  significantly  altered 
after  five  minutes  of  hyperventila- 
tion. However,  after  30  minutes 
of  hyperventilation,  IOP  de- 
creased by  20.9%  from  a matched 
control  value  (14.8  + 0.81  mm  Hg 
to  1 1.7  + 0.54  mm  Hg  [p<0.05]). 
The  lowered  IOP  was  maintained 
at  11.2  + 0.66  mm  Hg  (p<0.05) 
after  55  minutes  of  hyperventila- 
tion. IOP  was  not  significantly 
affected  by  hyperventilation  when 
C02  addition  was  used  to  main- 
tain isocapnia. 

These  results  show  that  hy- 
perventilation-induced ocular 
hypotension  appears  to  be  linked 
both  to  the  decrease  in  end-tidal 
C02  and  to  the  duration  of  that 
decrease. 


Third  place  - tie 

"Retinal  hemodynamics  using 
SLO." 

Exhibitor:  Steven  L. 
Mansberger,  Department  of  Oph- 
thalmology, Indiana  University 
School  of  Medicine,  Bloomington. 

Retinal  blood  flow  circulation 
in  response  to  varying  blood  oxy- 
gen content  may  be  compromised 
in  several  common  disease  states. 
Past  work  that  has  examined  the 
retinal  circulation  under  varying 
P02  has  failed  to  control  PC02. 
These  changes  in  PCO:  may  inde- 
pendently alter  retinal  flow. 

In  this  study,  12  young, 
healthy  people  underwent 
noninvasive  scanning  laser 
ophthalmoscopy  (SLO),  to  quanti- 
tatively examine  the  effects  of 
hyperoxia  and  hypoxia  while 
isocapnia  was  maintained.  Three 
conditions  were  studied:  control 
(breathing  room  air),  hyperoxia 
(breathing  100%  02)  and  hypoxia 
(adding  N2  to  inspired  gas  until 
the  end-tidal  fraction  reached  8%). 
CO:  was  added  as  needed  to 
maintain  isocapnia.  During 
hyperoxia  (end-tidal  02  fraction 
96%),  retinal  arteriovenous  pas- 
sage (AVP)  time  of  fluorescein 
dye  was  lengthened  10%  com- 
pared with  control,  while  induc- 
tion of  hypoxia  shortened  arterio- 
venous passage  time  15%  com- 
pared with  control.  The  differ- 
ence in  AVP  time  between 
hyperoxia  and  hypoxia  was  statis- 
tically significant  (p<0.05). 

We  conclude  that  the  healthy 
retina  accelerates  or  slows  its  bulk 
flow  in  approximate  proportion  to 
arterial  blood  02  content.  □ 
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EXECUTIVE  DIRECTOR 
Richard  R.  King 

Each  year,  the  executive 
director's  report  covers  what  has 
happened  over  the  past  12 
months.  This  year,  my  report  will 
focus  on  several  aspects  of  the 
future  of  medicine  in  the  next 
three  years.  This  forward-looking 
focus  is  possible  because  of  the 
House  of  Delegate's  vision  and 
the  board  of  trustee's  oversight  in 
directing  activities  of  ISMA  to 
become  the  indispensable  adjunct 
to  the  practice  of  medicine.  This 
goal  has  been  accomplished 
through  the  adoption  of  the  ISMA 
Strategic  Plan  by  the  board  of 
trustees. 

The  strategic  plan  has  permit- 
ted the  ISMA  to  adopt  a system  to 
manage  change  as  it  affects  mem- 
bership. The  ISMA  board,  since 
the  adoption  of  the  strategic  plan 
in  1989,  has  provided  leadership 
for  an  integrated  organizational 
management  model,  which  antici- 
pates the  changes  in  the  health 
care  delivery.  The  elected  officers' 
participation  in  the  strategic  plan 
involves  the  membership  with 
pride  of  ownership  in  this  process 
and  the  ultimate  product/service 
to  the  physician  members. 

Over  the  past  three  years,  the 
strategic  plan  has  better  prepared 
the  board  and  ISMA  membership 
to  anticipate  and  meet  future  op- 
portunities for  services.  For  in- 
stance, our  practice  management, 
risk  management  and  Medicare 
programs  have  reached  thousands 
of  members.  The  board  remains 
fully  focused  on  common  objec- 
tives of  membership  in  that  we 
are  striving  to  preserve  the  physi- 
cian members'  autonomy  to  do 
what  is  best  for  the  patient.  Our 
representation  of  membership  in 


the  legislative  arena  has  focused 
on  a "grassroots"  effort.  The  goal 
is  to  keep  members  informed  on 
impending  issues  so  that  legisla- 
tors can  be  contacted  in  a timely 
fashion.  Associations  and  mem- 
bership in  ISMA  therein  is  inter- 
twined with  the  Indiana  health 
care  environment.  First,  a few 
words  about  the  ISMA  member- 
ship status. 

ISMA  membership  has  been 
at  a relatively  constant  level  dur- 
ing the  past  three  years: 


Active 

Dues  exempt 

Total 

1992 

6,076 

1,293 

7,369 

1991 

6,015 

1,223 

7,238 

1990 

6,087 

1,117 

7,204 

1989 

6,019 

1,088 

7,107 

1988 

6,094 

1,012 

7,106 

1987 

5,969 

1,014 

6,983 

Those  physicians  not  joining 
the  medical  association  are  con- 
centrated in  the  major  metropoli- 
tan areas.  The  demographics  for 
1992  are  as  follows:  non-members 
- 2,132  (612  of  total  are  residents); 
and  of  the  2,132  non  members, 
more  than  750  are  between  30  and 
40  years  old. 

Non-member  totals  for 
larger  counties 


Marion 748 

Fake 104 

Vanderburgh 42 

Ft.  Wayne 68 

St.  Joseph 99 


We  are  aware  of  approxi- 
mately 8,800  physicians  and  D.O.s 
who  have  obtained  professional 
liability  coverage  by  paying  into 
the  Patient's  Compensation  Fund 
of  the  Indiana  Compensation  Act 
for  Patients.  Obviously  some  of 
those  are  D.O.s  who  are  eligible 
for  membership  in  ISMA  who 


chose  to  forgo  the  opportunity. 
However,  overall  the  association 
has  experienced  more  than  a 22% 
increase  from  1987  to  1992  in 
dues-exempt  members  while  only 
sustaining  a numerical  increase 
from  5,969  in  1987  to  6,076  in 
1992,  or  less  than  a 2%  increase  in 
active  membership.  We  need  to 
analyze  this  trend  and  take  some 
corrective  action  or  the 
association's  membership  may  not 
represent  the  overwhelming  ma- 
jority of  practicing  physicians.  A 
task  force  of  the  board  and  repre- 
sentatives of  the  counties  may  be 
needed  to  review  and  make  rec- 
ommendations to  the  board  in  the 
near  future. 

The  State  Health  Policy  Com- 
mission Report  was  discussed  in 
the  September/October  1992  issue 
of  Indiana  Medicine.  One  thing 
that  is  most  definite  is  that  change 
is  upon  the  practicing  physician  in 
Indiana.  First,  the  way  physicians 
organize  themselves  in  order  to 
deliver  their  services  to  patients  is 
in  the  process  of  a major  overhaul. 
The  pressures  and  hassles  on  the 
small  or  solo  family  or  general 
practitioner  are  becoming  unbear- 
able. The  administrative  over- 
head has  increased  substantially 
over  the  past  decade  with  limited 
opportunity  for  increasing  gross 
revenues. 

Against  this  backdrop,  one 
can  describe  numerous  possible 
scenarios  for  change  in  the  com- 
ing years.  Needless  to  say,  the 
status  quo  is  non-existent  with  the 
public  opinion  pressures  on  the 
twin  issues  of  affordable  health 
care  and  universal  access  to  health 
care.  The  following  are  but  a few 
of  the  possible  scenarios  for 
change  in  the  foreseeable  future. 

1.  Competition  among  physi- 
cians will  continue  to  intensify. 
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Pressure  on  the  traditional  fee  for 
service  medicine  particularly  in 
the  larger  metropolitan  areas  will 
continue.  Incremental  changes  in 
the  payment  of  physician  services 
will  be  accomplished  over  the 
next  several  years. 

2.  The  traditional  health  in- 
surance companies  will  continue 
to  merge  within  the  industry, 
which  actions  will  directly  affect 
negotiations  with  hospitals  and 
physicians. 

3.  Employers  and  govern- 
ment will  continue  to  demand 
evidence  that  "managed  care"  is  a 
good  value,  thereby  demanding 
proof  of  quality  outcomes.  The 
physician  will  be  forced,  in  order 
to  survive  economically,  to  pro- 
duce the  best  outcomes  at  a rea- 
sonable price  within  the  practice 
parameter. 

4.  Physicians,  allied  health 
care  professionals  and  ancillary 
personnel  will  be  forced  to  con- 
solidate to  provide  access  to  finan- 
cial capital,  spread  the  risk  of  loss 
and  to  contract  with  payors. 

Many  groups  of  physicians  will  be 
forced  to  merge  to  maintain  a 
semblance  of  the  market  share. 
These  relationships  may  be  col- 
laborative with  the  local  hospital 
to  provide  a future  for  both. 

These  mergers  require  the 
physicians  to  develop  at  a mini- 
mum a "shared  vision"  of  the 
future  for  the  delivery  of  physi- 
cian services. 

Physician  groups  are  inclined 
to  merge  if  physicians  are  experi- 
encing practice  administration 
burnout,  lack  of  time  and  exper- 
tise to  respond  to  a rapidly  chang- 
ing marketplace,  the  perception  of 
economies  of  scale  in  larger  prac- 
tices, participation  in  negotiations 
in  managed  care  contracts,  im- 
proved hospital  contracting  terms 


and  financial  and  professional 
security. 

Therefore,  for  the  ISMA  to 
continue  to  meet  the  needs  of  its 
members  in  the  future,  we  are 
going  to  be  forced  to  decide  what 
role,  if  any,  organized  medicine 
can  play  in  the  1990s.  The  board 
of  trustees,  officers  and  executive 
management  view  the  challenge 
to  practicing  physicians  in  the 
1990s  as  an  opportunity  for 
growth.  I look  forward  to  the 
membership's  active  participation 
in  the  process. 

TREASURER 
John  A.  Bizal,  M.D. 

An  unaudited  report  of  re- 
ceipts and  expenditures  and  the 
state  of  funds  on  hand  Sept.  30, 
1992,  is  available  during  the  ses- 
sions of  the  House  and  is  referred 
to  Reference  Committee  1. 


FIFTH  DISTRICT 

Fred  Haggerty,  M.D.,  trustee 

The  ISMA  Fifth  District  has 
had  regular  quarterly  meetings  as 
well  as  its  annual  meeting.  The 
quarterly  meetings  were  fairly 
successful. 

One  quarterly  meeting,  which 
included  legislators  in  the  Fifth 
District,  was  well-attended.  It 
gave  physicians  the  opportunity 
to  talk  with  legislators  about  is- 
sues that  concern  organized  medi- 
cine, and  the  legislators  seemed 
receptive. 

Other  quarterly  meetings 
brought  about  concerns  from  our 
members,  including  AMA  field 
representatives,  the  AMA  hotline 
and  what  the  AMA  is  doing  for 
its  members.  Many  members 


want  AMA  field  representatives 
to  visit  and  talk  with  them  regu- 
larly, like  drug  representatives. 
Concerns  about  the  ISMA's  high 
cost  of  health  care  and  liability 
insurance  also  were  raised.  Senti- 
nel and  other  agencies  also  were 
discussed. 

All  members  are  encouraged 
to  attend  district  meetings  and  the 
ISMA  annual  meeting.  We  need 
your  input! 

AD  HOC  TASK  FORCE  ON 
MEDICAL  ECONOMICS 
Michael  Mellinger,  M.D., 
chairman 

Editor's  note:  Dr.  Mellinger 
delivered  this  report  as  a speech  at  the 
opening  session  of  the  House  of  Del- 
egates. 

Good  morning.  As  chairman 
of  the  Ad  Hoc  Task  Force  on 
Medical  Economics,  it  is  my  re- 
sponsibility to  bring  you  up-to- 
date  on  two  issues  that  have  a 
great  impact  on  health  care  deliv- 
ery in  Indiana  ...  the  report  of  the 
State  Health  Policy  Commission 
and  the  Indiana  Compensation 
Act  for  Patients  (INCAP). 

As  most  of  you  know,  for  the 
past  three  years  the  State  Health 
Policy  Commission  has  studied 
Indiana's  health  care  system,  fo- 
cusing specifically  on  access  to 
health  care,  the  cost  of  health  care 
and  preventive  health  care. 

These  studies  have  been  car- 
ried out  under  the  leadership  of 
Ben  Lytle,  president  of  The  Asso- 
ciated Group,  the  owner  of  Blue 
Cross/Blue  Shield  of  Indiana. 

The  ISMA  had  no  official  rep- 
resentation at  the  table  and  no 
role  in  crafting  the  Health  Policy 
Commission  proposal. 
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The  final  report  is  due  to  Gov. 
Evan  Bayh  Nov.  1.  ISM  A staff 
has  monitored  the  action  of  the 
State  Health  Policy  Commission 
since  its  inception.  Earlier  this 
year,  the  ISM  A Board  of  Trustees, 
following  a resolution  passed  by 
the  1991  House  of  Delegates,  ap- 
pointed the  Ad  Hoc  Task  Force  on 
Medical  Economics  to  review  the 
Health  Policy  Commission's  draft 
report  as  well  as  other  issues  af- 
fecting the  practice  of  medicine. 

With  that  as  an  introduction, 
here  is  what  the  State  Health 
Policy  Commission  is  proposing: 

As  you  can  see,  the  proposal 
includes  comprehensive  health 
care  reforms  that  would  affect 
every  participant  in  the  present 
health  care  delivery  system:  phy- 
sicians, insurers,  hospitals,  allied 
health  providers,  long-term  care 
givers,  employers  and  patients. 

The  proposal  works  to  dis- 
solve fee-for-service  reimburse- 
ment and  proposes  capitated  pay- 
ment rates,  provider  salaries  and 
fixed  fee  reimbursement  strate- 
gies. Here's  how  the  commission 
says  the  system  should  work: 

Managed  care  is  emphasized 
with  primary  care  physicians  re- 
sponsible for  directing  patients 
through  primary  care,  hospital 
and  specialty  care,  long-term  care 
and  critical  care.  Primary  care 
physicians,  under  the  proposal, 
are  responsible  for  formulating 
health  care  teams  that  may  in- 
clude other  physicians  as  well  as 
allied  health  professionals.  To 
move  through  the  system,  all  pa- 
tients must  be  referred  by  primary 
care  physicians.  Patients  could 
not  seek  specialty  services  without 
a referral  except  if  they  were  will- 
ing to  pay  a higher  copayment  or 
deductible  to  bypass  the  system. 

The  primary  health  care  team 


would  contract  with  employers 
and  group  payors  to  provide  ser- 
vices and  would  be  reimbursed  by 
salary  or  by  a capitated  rate. 

Critical,  catastrophic  and  ter- 
minally ill  patients  will  be  re- 
moved from  the  regular  health 
care  system  into  "systems  of  ex- 
cellence." This  is  a small  segment 
of  the  state's  population,  only  3% 
under  age  65,  but  it  consumes 
37%  of  the  state's  health  care  bud- 
get, according  to  the  draft  report. 

The  systems  of  excellence 
would  include  hospitals  and  criti- 
cal care  teams.  To  be  considered 
critical,  catastrophically  or  termi- 
nally ill,  patients  must  have  either 
spent  $250,000  on  their  health  care 
or  qualify  by  their  illness.  AIDS, 
pre-term  birth,  end-stage  renal 
disease  with  dialysis,  diabetes  and 
cystic  fibrosis  are  suggested  quali- 
fying illnesses. 

Global  budgets  are  proposed 
to  curb  costs.  The  commission 
recommends  that  employers  and 
payors  should  convene  individual 
policy  panels  to  decide  the  level 
of  financial  resources  and  how 
those  resources  should  be  spent. 
The  panels  would  include  em- 
ployees, management  and  state 
and  community  leaders. 

Health  care  budgets  should  be 
set  at  1%  below  the  prior  year's 
increase  for  each  of  the  next  10 
years,  according  to  the  draft  re- 
port, until  a rate  equal  to  inflation 
is  reached. 

The  policy  panels  would  also 
be  allowed  to  review  new  technol- 
ogy and  determine  which  new 
services  would  be  covered  by 
their  health  plan.  It  would  not  be 
mandatory  for  the  panel  to  seek 
assistance  from  medical  experts  in 
making  these  decisions. 

Quality  assessment  would  be 
addressed  through  a state-run 


not-for-profit  corporation  respon- 
sible for  approving  practice  pa- 
rameters for  providers  in  the  state. 
Actual  review  of  practice  param- 
eters would  be  conducted  by  15 
separate  clinical  panels  made  up 
of  consumers  and  physicians. 

Each  would  develop  the  standards 
of  practice  in  specific  health  areas. 
Providers  would  not  be  required 
to  follow  the  panel's  standard-of- 
care  guidelines. 

Payors,  however,  will  use  the 
standards  when  reimbursing  for 
care.  Physicians  who  follow  the 
standards  will  not  be  granted 
absolute  defense  in  a resulting 
malpractice  case. 

Additional  changes  are  sought 
in  the  current  health  care 
licensure  system.  All  health  care 
providers  in  the  state  would  be 
licensed  through  a not-for-profit 
corporation.  The  corporation's 
board  would  be  comprised  of 
both  professional  and  institutional 
providers  plus  a majority  of  con- 
sumers. Individual  provider 
groups  would  be  licensed  by  spe- 
cialty boards,  created  by  the  cor- 
poration. The  board  would  be 
responsible  for  receiving  com- 
plaints, handling  investigations 
and  sanctioning  providers  and 
would  establish  continuing  educa- 
tion and  risk  management  re- 
quirements for  providers. 

The  Health  Policy  Commis- 
sion report  calls  for  the  proposed 
licensing  corporation  to  establish  a 
fraud  and  abuse  unit.  The  unit 
would  investigate  cases  of  alleged 
provider  fraud  and  abuse  by  solic- 
iting information  from  payors  and 
alerting  payors  to  providers  sus- 
pected of  fraudulent  or  abusive 
activities.  Physician  ownership  of 
health  care  facilities  is  addressed 
by  citing  several  studies  indicat- 
ing that  physician  ownership  re- 
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suits  in  over-utilization.  The  re- 
port seeks  a law  to  require  physi- 
te.  cian  disclosure  of  ownership  of 
health  facilities. 

With  the  Nov.  1 deadline 
bearing  down  on  it,  the  Health 
Policy  Commission,  just  last  week, 
Is  voted  to  recommend  that  the  Of- 
s.  fice  of  Medicaid  Policy  and  Plan- 
ning study  the  feasibility  of  pro- 
vider taxes.  The  tax  is  to  be  ap- 
plied to  as  many  providers  as 
possible,  including  physicians, 
nursing  homes  and  hospitals.  The 
Medicaid  director  is  already  on 
record  in  support  of  such  a tax. 

Additionally,  the  commission 
called  for  exclusive  provider  con- 
ht  tracts  for  Medicaid  recipients. 

I want  to  reiterate  that  the 
ISMA's  role  in  the  study  process 
1 was  limited  to  reactor. 

Jean  Terry,  ISMA  assistant 
director  of  government  relations, 
attended  each  hearing  as  an  ob- 
al  server. 

Considering  the  historical 
tendency  to  shoot  the  messenger 
bearing  bad  news,  I want  to  point 
i out  that  Jean  is  living  and  well, 
and  1 sincerely  hope  1 deserve  the 
same  fate. 

One  final  point  the  Health 
Policy  Commission  report  ad- 
dresses is  its  support  for  the  Indi- 
ana Compensation  Act  for  Pa- 
tients, which  brings  me  to  the 

I second  portion  of  the  task  force's 
presentation  this  morning. 

INCAP  has  been  a major 
ISMA  focus  for  the  past  year.  But 
the  initial  physician  support  for 
the  law  began  more  than  17  years 
ago.  We  have  a videotape  to  fill 
you  in  on  the  history  of  INCAP 
and  current  ISMA  initiatives. 


There  are  a couple  of  foot- 
notes to  the  videotape.  As  Dr. 
Beeson  stated,  we  anticipate  that 
critics  will  mount  an  all-out  attack 
on  INCAP  this  year.  Efforts  have 
been  concentrated  in  an  attempt 
to  raise  the  cap  on  awards. 

ISMA's  position  is  that 
$750,000  escrowed  and  delivered 
in  periodic  payments  allows  the 
patient  to  receive  considerably 
more  than  the  $750,000  cap.  This 
amount  more  than  covers  ex- 
penses for  all  but  a fraction  of  1% 
of  injureds  with  a considerable 
amount  remaining  for  non-eco- 
nomic  damages. 

The  problem  emerging  nation- 
ally is  that  the  system  is  consum- 
ing an  ever  increasing  percentage 
of  court  awards.  Nationally,  60 
cents  out  of  every  dollar  spent  on 
medical  negligence  litigation  goes 
for  attorney  fees  and  court  costs. 

Although  hard  data  are  not 
available,  we  know  that  provider 
premiums  are  lower  in  Indiana 
than  in  surrounding  states. 

Thanks  to  a recent  study  by  the 
IU  School  of  Law's  Professor 
Eleanor  Kinney,  we  also  know 
awards  are  higher  in  Indiana  than 
in  neighboring  states.  It  seems 
likely,  therefore,  that  a higher 
percentage  of  the  awards  finds  its 
way  to  the  patient  in  Indiana  as 
opposed  to  the  40  cents  on  the 
dollar  that  patients  receive  nation- 
ally. 

The  Patients'  Compensation 
Fund  (PCF),  funded  entirely  by 
health  care  providers,  has  served 
the  patients  of  Indiana  well,  but  to 
do  this,  it  must  remain  solvent. 

Something  that  is  largely 
overlooked  and  underappreciated 


about  the  PCF  is  that  it  guarantees 
funds  will  be  available  to  the  citi- 
zens of  Indiana.  One  of  the  major 
issues  at  a neighboring  state's 
medical  meeting  last  year  was  the 
doctor's  right  to  go  without  insur- 
ance if  its  cost  became  prohibitive. 
Thus  far,  this  has  not  been  an 
issue  in  Indiana. 

Another  statistic  I would  like 
to  see  is  what  percentage  of 
money  awarded  by  the  courts 
actually  gets  paid,  not  in  malprac- 
tice litigation  which  we  know  in 
Indiana  is  100%,  but  in  other  areas 
of  liability.  We  read  a lot  of  big 
numbers  in  the  headlines,  but  I 
suspect  child  support  is  not  the 
only  area  where  funds  mandated 
by  the  courts  are  just  not  received. 

Often,  discussions  on  INCAP 
are  viewed  as  a doctor-lawyer 
struggle  and  that  really  is  unfair. 

A very  small  percentage  of  attor- 
neys are  involved  in  medical  mal- 
practice litigation.  Attorneys  have 
their  sub-specialists,  too.  I might 
say  that  medical  malpractice 
plaintiff's  attorneys  are  extremely 
well-represented  among  the  lead- 
ership of  the  Indiana  Trial  Law- 
yers Association  that  represents 
the  thrust  for  raising  the  cap. 
While  very  few  attorneys  are  af- 
fected by  INCAP,  all  health  care 
providers,  and  more  importantly, 
all  citizens  of  Indiana  who  receive 
medical  care  are  involved. 

INCAP  is  not  perfect,  but  it 
takes  the  best  of  a somewhat  ca- 
pricious system  and  makes  it  bet- 
ter for  Hoosier  patients.  The  sum 
of  all  of  the  elements  of  INCAP 
come  together  to  serve  the  pa- 
tients of  Indiana.  I believe  we 
tamper  with  it  at  our  own  risk.  □ 
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To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you’d  never  expect.  So,  if 
you’d  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you’ve  checked  us  out,  you  won’t 
even  consider  any  other  location  as 
an  option. 


University  Place 

Conference  Center  & Hotel 

On  the  Campus  of  Indiana  University*  Purdue  University 
INDIANAPOLIS 

800-627-2700 

(In  Indiana  317-274-3196) 


Features 

University 
Place  ' 

278-room  AAA  4-Diamond  hotel 

lS 

Resources  of  two  major  universities 

IS 

338-seat  auditorium  with  sloped  seating 

\S 

Unmatched  A/V  capabilities 

IS 

Award-winning  restaurants 

\S 

385-car  underground  garage 

1 s 

Full-time  A/V  staff 

IS 

TUrnkey  Conference  Planning  Service 

is 

Skywalk  to  Olympic-class  sports  facilities 

IS 

Thirty  soundproof  meeting  rooms 

is 

Two  tiered  meeting  rooms 

1 S 

Videoconferencing 

IS 

Computerized  audience  response  system 

IS 

Continuous  refreshment  service 

IS 
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RESOLUTION  92-1A  Prohibit  Corporal  Punish- 
ment in  Indiana  Schools 

Introduced  by:  John  W.  Luce,  M.D.,  LaPorte 

County 

Referred  to:  Reference  Committee  3 

Action:  Adopted  Substitute  Resolution 

92-1A 

RESOLVED,  That  current  ISMA  policy  on  corpo- 
ral punishment  be  reaffirmed;  and  be  it  further 
RESOLVED,  That  the  ISMA  encourage  schools 
and  licensed  day  care  facilities  to  develop  and  imple- 
ment effective,  innovative,  appropriate  and  positive 
behavioral  management  programs. 

RESOLUTION  92-2  Newsletter  - AMA  & Federal 
Activities 

Introduced  by:  James  Rudolph,  M.D.,  Putnam 

County 

Referred  to:  Reference  Committee  1 

Action:  Not  Adopted 

Whereas,  Health  care  in  the  United  States  is  rap- 
idly changing;  and 

Whereas,  The  American  Medical  Association  rep- 
resents physicians  in  Washington,  D.C.;  and 

Whereas,  Indiana  physicians  need  to  be  aware  of 
AMA  and  federal  activities  that  will  have  a direct 
effect  on  health  care  in  Indiana;  and 

Whereas,  There  presently  does  not  exist  an  effec- 
tive means  for  AMA  delegates  to  communicate  with 
Indiana  physicians;  therefore  be  it 

RESOLVED,  That  the  ISMA  in  cooperation  with 
Indiana  AMA  delegates  create  a quarterly  newsletter 
for  the  purpose  of  keeping  Indiana  physicians  in- 
formed of  AMA  and  federal  activities  that  will  di- 
rectly affect  Indiana  physicians. 


all  send  dues  statements  at  the  year-end;  and 

Whereas,  The  future  requires  the  Indiana  State 
Medical  Association  to  ease  and  assist  practice  man- 
agement decisions;  therefore  be  it 

RESOLVED,  That  the  administrative  staff  of  ISMA 
design  and  implement  a professional  society,  fee-pay- 
ment schedule,  billed  and  due  other  than  year  end 
(suggestion  mid-year). 

RESOLUTION  92-4  Health  Care  in  Nursing 
Facilities 

Introduced  by:  ISMA  Section  of  Medical 

Directors  and  Staff  Physicians 
of  Nursing  Facilities 

Referred  to:  Reference  Committee  1 

Action:  First  Resolve  Referred  to 

Board  of  Trustees;  Second 
Resolve  Adopted 

Whereas,  The  state  of  Indiana  in  conjunction  with 
the  U.S.  government  is  responsible,  through  Medicaid, 
for  the  health  care  of  the  indigent  and  the  elderly;  and 

Whereas,  The  continuation  of  such  care  in  health 
facilities  is  placed  in  jeopardy  due  to  failure  to  update 
per  diem  reimbursement  in  such  facilities  in  relation 
to  inflation;  and 

Whereas,  OBRA  requirements  have  not  been  ad- 
dressed in  updating  per  diem  allowances;  therefore  be 
it 

RESOLVED,  That  ISMA  assist  the  Indiana  Health 
Care  Association's  efforts  to  improve  per  diem  reim- 
bursement to  better  support  adequate  care  of  patients 
in  health  care  facilities  throughout  the  State  of  Indi- 
ana; and  be  it  further 

RESOLVED,  That  ISMA  try  again  to  revise  regula- 
tions that  require  mandatory  nutrition  and  hydration 
for  patients  in  vegetative  and/or  terminal  conditions, 
against  medical  advice. 


RESOLUTION  92-3  Dues  Billing  - Specialty 
Societies 

Introduced  by:  Timothy  N.  Brown,  M.D., 

ISMA  Assistant  Treasurer 
Referred  to:  Reference  Committee  1 

Action:  Not  Adopted 

Whereas,  At  last  year's  convention  there  was  an 
expressed  interest  in  how  dues  are  paid;  and 

Whereas,  Specialty  societies,  the  AMA,  and  ISMA 


RESOLUTION  92-5 

Introduced  by: 

Referred  to: 

Action: 


Legislation  - Third-Party 
Payors 

Dearborn-Ohio  County  Medi- 
cal Society  and  Fourth  District 
Reference  Committee  3 
Adopted  as  Amended 


Whereas,  Many  of  the  actions  of  private  third- 
party  payors  have  served  to  interfere  with  the  doctor- 


JDIANA  MEDICINE/January/February  1993 


63 


■ resolutions 


patient  relationships;  therefore  be  it 

RESOLVED,  That  the  ISMA  should  seek  legisla- 
tion in  the  state  of  Indiana  such  that: 

1.  Legitimate  medical  claims  by  physicians  and/ 
or  hospitals  in  good  standing  may  not  be  arbitrarily 
denied  if  they  are  covered  by  the  patient's  insurance 
policy. 

2.  For  insurance  purposes,  no  physician  or  other 
health-care  provider  may  declare  a procedure  or  hos- 
pitalization to  be  "medically  unnecessary"  unless  he 
or  she  has  personally  examined  the  patient. 

RESOLUTION  92-6  Physician  Distribution 

Introduced  by:  Richard  M.  Spalding,  M.D., 

Sellersburg 

Referred  to:  Reference  Committee  2 

Action:  Adopted  as  Amended 

Whereas: 

1.  The  number  of  primary  care  physicians  (family 
practitioners,  general  internists,  pediatricians,  and  ob- 
gyns)  has  been  declining,  especially  in  family  practice, 
while  the  need  is  increasing;  and 

2.  There  is  a physician  maldistribution  problem 
with  a lack  of  primary  physicians  in  rural  areas  and 
difficulty  in  subspecialists  to  venture  out  of  urban 
areas;  and 

3.  University  medical  training  centers  are  often 
highly  specialized  tertiary  care  referral  centers  that 
often  promote  subspecialization  through  their  training 
methods  and  role  models;  and 

4.  Several  studies  have  demonstrated  that  pri- 
mary care  physicians  usually  utilize  resources  more 
efficiently  than  subspecialists  in  this  time  of  spiraling 
health  costs;  and 

5.  Every  other  industrialized  nation  more  effi- 
ciently utilizes  primary  care  physicians  as  the  back- 
bone of  their  health  care  system  compared  to  the 
United  States;  therefore  be  it 

RESOLVED,  That  ISMA  continue  to  work  with 
the  Dean  of  Indiana  University  Medical  School,  legis- 
lators, and  other  residency  training  directors  in  Indi- 
ana to  develop  a strategic  plan  to  address  the  type  of 
physicians,  where  they  are  needed,  and  methods  to 
accomplish  same;  and  be  it  further 

RESOLVED,  That  ISMA  work  with  the  above  in 
developing  specific  financial  incentives  to  attract 
graduating  medical  students  to  primary  care  and 
rural  practice. 


Medicare  Reimbursement 

District  3 

Reference  Committee  3 
Adopted  as  Amended 

Whereas,  Under  the  present  Medicare  reimburse- 
ment system,  home  visits  by  nurses  are  reimbursed  at 
about  twice  the  rate  of  physicians  (about  $60.00  com- 
pared to  $30.00);  therefore  be  it 
RESOLVED,  That: 

ISMA  interact  with  the  regional  Medicare  carrier 
to  explain  and  take  action  on  the  inequity  of  home 
visitation  reimbursement  for  physicians;  and 

ISMA  representatives  present  this  issue  to  the 
AMA  convention  for  action  on  a national  level. 


RESOLUTION  92-8  ISMA's  Annual  Meeting 

Date 

Introduced  by:  Richard  Huber,  M.D.,  Bedford 

Referred  to:  Reference  Committee  1 

Action:  Referred  to  ISMA  Board  of 

Trustees 

Whereas,  The  ISMA's  annual  meeting  is  sched- 
uled for  October  16-18,  1992;  and 

Whereas,  the  nation's  largest  medical  specialty 
society,  the  American  Academy  of  Family  Physicians, 
also  is  conducting  its  annual  meeting  October  15-18; 
therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical  Asso- 
ciation make  wholehearted  efforts  when  scheduling 
the  annual  meeting  to  avoid  conflicts  with  other  major 
national  medical  society  meetings. 

Information:  Dates  of  future  AAFP  meetings 

1993  Oct.  7-10  - Orlando 

1994  Sept.  22-25  - Boston 

1995  Sept.  21-24  - Anaheim 

1996  Oct.  3-6  - New  Orleans 

1997  Sept.  25-28  - Kansas  City 

1998  Sept.  17-20  - San  Francisco 


RESOLUTION  92-7 

Introduced  by: 
Referred  to: 

Action: 
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RESOLUTION  92-9  Committee  to  Nominate 
ISMA  Officers 

Introduced  by:  Gordon  Gutmann,  M.D., 

Jeffersonville 

Referred  to:  Reference  Committee  2 

Action:  Not  Adopted 

Whereas,  The  efficient  utilization  of  time  at  the 
annual  Indiana  State  Medical  Association  meeting  is 
desirable;  and 

Whereas,  Other  states  have  successfully  utilized  a 
nominating  committee;  and 

Whereas,  The  leadership  of  the  Indiana  State 
Medical  Association  usually  comes  from  trustees,  of- 
ficers, and  house  speakers;  therefore  be  it 

RESOLVED,  That  the  Board  of  Trustees  imple- 
ment a nominating  committee  made  up  of  appropriate 
members  to  nominate  a slate  of  officers  for  the  coming 
year,  and  also  to  accept  nominations  from  the  floor  as 
has  always  been  done  in  the  past;  and  be  it  further 
RESOLVED,  That  the  ISMA  Constitution  and  By- 
laws be  amended  to  incorporate  this  procedure  to  its 
text. 


RESOLUTION  92-10A  Leadership  Development 
Source  for  ISMA 

Introduced  by:  Thomas  Brubaker,  M.D.,  and 

Bernard  Emkes,  M.D. 

Referred  to:  Reference  Committee  1 

Action:  First  Resolve  Adopted;  Second 

Resolve  Referred  to  ISMA 
Board  of  Trustees 

Whereas,  Delegates  to  ISMA  are  a major  source  of 
organizational  leadership  development  for  ISMA, 
Whereas,  The  Hospital  Medical  Staff  Section  of 
the  American  Medical  Association  is  an  excellent 
source  of  information  about  the  modus  operandi,  ben- 
efits and  actions  of  the  AMA  and  an  effective  route  of 
input  into  the  AMA,  therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical  Asso- 
ciation delegates  and  alternate  delegates  be  requested 
to  seriously  consider  representing  their  local  hospital 
medical  staff  as  delegates  to  the  Hospital  Medical 
Staff  Section  of  the  American  Medical  Association; 
and  be  it  further 

RESOLVED,  That  ISMA  support  biannual  meet- 
ings for  HMSS  representatives  from  Indiana,  if  at  least 
20  representatives  can  be  registered. 
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RESOLUTION  92-11  Triplicate  Prescription  Law 
Repeal 

Introduced  by:  Susan  Pyle,  M.D.;  Randolph 

County  Medical  Association 
Referred  to:  Reference  Committee  3 

Action:  Adopted  Resolution  92-30  In 

Lieu  of  Resolution  92-11 

Whereas,  Physicians  are  reluctant  to  prescribe 
adequate  pain  medication  because  of  the  triplicate 
prescription  law;  and 

Whereas,  The  triplicate  prescription  law  has  failed 
to  identify  abusers  of  drugs  as  it  was  intended;  and 
Whereas,  This  law  is  due  for  review  and  should 
have  sunset  provision;  therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical  Asso- 
ciation actively  petition  the  legislature  to  repeal  the 
triplicate  prescription  law  in  the  state  of  Indiana. 

RESOLUTION  92-12  Re-Establishment  of  "800" 
Medicare  Number 

Introduced  by:  Lake  County  Medical  Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted 

Whereas,  Medicare  must  provide  effective  com- 
munications with  providers  to  enhance  efficiency;  and 
Whereas,  Medicare  communication  from  a pro- 
vider can  best  be  done  via  telephone;  and 

Whereas,  An  "800"  telephone  line  was  once  pro- 
vided by  the  Medicare  carrier;  and 

Whereas,  Under  new  regulations  the  "800"  num- 
ber can  be  eliminated;  and 

Whereas,  The  "800"  number  has  been  eliminated 
to  the  effect  of  discouraging  communication  with  the 
Medicare  carrier  to  resolve  issues  of  benefit  to  the 
patient;  therefore  be  it 

RESOLVED,  That  ISMA  petition  the  Indiana 
Medicare  carrier  and  Medicare,  that  the  "800"  number 
(with  sufficient  lines)  be  re-established. 
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RESOLUTION  92-13  Simplification  of  Billing 

Procedures 

Introduced  by:  Broad  Ripple  Family 

Physicians 

Referred  to:  Reference  Committee  3 

Action:  Adopted 

Whereas,  The  costs  of  medical  care  are  ever  in- 
creasing; and 

Whereas,  Many  of  these  costs  are  related  to  billing 
expense,  hassling  with  insurance  plans  and  patients 
over  co-payments  and  deductibles;  and 

Whereas,  Many  insurance  companies  have 
adopted  the  stance  that  a physician  may  not  bill  for 
co-payments  or  deductibles  until  after  the  insurance 
company  has  determined  the  allowable  charges  and 
remitted  to  the  physician  their  covered  amounts;  and 
Whereas,  This  may  force  the  physician  to  not  even 
bill  the  patient  for  60-90  days  after  service,  thereby 
hurting  cash  flow  and  further  increasing  costs  by  mul- 
tiple billings,  etc.;  therefore  be  it 

RESOLVED,  That  ISMA  work  with  HMOs,  PPOs, 
and  standard  insurance  carriers  in  Indiana  to  develop 
or  modify  insurance  products  so  that  some  simplifica- 
tion of  this  system  can  occur  to  ease  the  billing  night- 
mare of  physician  offices. 


RESOLUTION  92-15  Mandatory  Computerization 
of  Patient  Records 

Introduced  by:  George  Rawls,  M.D.,  India- 

napolis, ISMA  Past  President 
Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  The  administrative  costs  of  health  care 
are  rising;  and 

Whereas,  The  AMA  is  participating  in  a work 
group  for  Electronic  Data  Interchange  as  indicated  in 
Report  EE  from  the  AMA  Board  of  Trustees  (A-92); 
and 

Whereas,  Patient  confidentiality  may  be  compro- 
mised by  Computerized  Patient  Records  (CPR);  and 
Whereas,  CPR  in  offices  will  expose  physicians  to 
utilization  review  without  physicians'  input;  and 
Whereas,  CPR  may  be  available  to  insurers,  PRO 
and  the  National  Data  Bank;  and 

Whereas,  CPR  will  increase  physicians'  overhead; 
therefore  be  it 

RESOLVED,  That  Indiana  physicians  oppose  man- 
datory computerization  of  their  offices  for  Computer- 
ized Patient  Records;  and  be  it  further 

RESOLVED,  That  this  resolution  be  presented  by 
the  Indiana  Delegation  to  the  American  Medical  Asso- 
ciation at  its  Interim-92  meeting. 
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RESOLUTION  92-14  Medicare  for  Indiana 

Introduced  by:  Vigo  County  Medical  Society 

Referred  to:  Reference  Committee  3 

Action:  Adopted 

Whereas,  The  Medicare  fee  schedule,  as  applied  to 
the  various  regions  in  the  state  of  Indiana,  is  arbitrary 
and  capricious;  and 

Whereas,  Physicians  practicing  in  more  than  one 
region  are  reimbursed  according  to  the  region  where 
the  service  was  rendered,  causing  confusion,  delay 
and  refiling;  therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical  Asso- 
ciation Elouse  of  Delegates  recommend  that  there  be  a 
statewide  Medicare  fee  schedule  and  that  the  state  of 
Indiana  be  one  Medicare  region. 


at 


RESOLUTION  92-16 

Introduced  by: 

Referred  to: 

Action: 


Electronic  Billing  (EB) 

George  Rawls,  M.D.,  India- 
napolis, ISMA  Past  President 
Reference  Committee  4 
Adopted 


P' 
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Whereas,  The  physicians'  overhead  is  increasing 
because  of  demands  by  third-party  payors;  and 
Whereas,  Electronic  billing  will  further  increase 
physicians'  overhead;  and 

Whereas,  Many  physicians  presently  use  the 
superbill  and  attach  it  to  claims;  therefore  be  it 

RESOLVED,  That  Indiana  physicians  oppose  man- 
datory electronic  billing;  and  be  it  further 

RESOLVED,  That  physicians  not  using  electronic 
billing  will  not  be  penalized;  and  be  it  further 

RESOLVED,  That  those  physicians  who  choose  to 
use  electronic  billing  be  compensated  for  the  increase 
in  office  expense. 
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RESOLUTION  92-17 

Introduced  by: 

Referred  to: 

Action: 


Second  Medical  Opinions 

George  Rawls,  M.D.,  India- 
napolis, ISMA  Past  President 
Reference  Committee  2 
Adopted 


RESOLUTION  92-19  ISMA  Medical  District 
Meetings  & Elections 

Introduced  by:  ISMA  Executive  Committee 

Referred  to:  Reference  Committee  1 

Action:  Not  Adopted 


Whereas,  It  is  the  right  of  patients  to  seek  second 
opinions;  and 

Whereas,  It  is  the  prerogative  of  patients  to  select 
their  physician  in  any  clinical  setting  when  given  a 
choice;  and 

Whereas,  The  policy  on  second  opinions  of  ISMA 
is  in  conflict  with  Report  A (A-92)  of  the  Council  on 
Ethical  and  Judicial  Affairs  of  the  AMA;  therefore  be 
it 


RESOLVED,  That  ISMA  modify  its  policy  on  sec- 
ond opinions  to  be  in  concert  with  the  policy  of  the 
AMA. 


RESOLUTION  92-18 

Introduced  by: 
Referred  to: 

Action: 


Immunizations  in  Private 
Practice 

District  12  Medical  Society 
Reference  Committee  4 
Adopted  Resolution  92-28  In 
Lieu  of  Resolution  92-18 


Whereas,  The  immunization  of  children  remains 
an  extremely  important  part  of  preventive  medicine 
provided  by  physicians  for  pediatric  patients;  and 

Whereas,  The  present  practice  by  the  Indiana  State 
Board  of  Health  requiring  all  immunizations  of  chil- 
dren to  be  given  at  the  Board  of  Health  Office  causes 
inconvenience  to  our  patients,  requiring  them  to  make 
a separate  trip  to  the  Board  of  Health  Office  after  their 
office  examination;  and 

Whereas,  This  same  practice  causes  inconvenience 
to  our  office  employees  who  have  to  pull  charts  to 
record  the  date  of  the  immunization  after  the  informa- 
tion is  received  from  the  Board  of  Health;  and 

Whereas,  Many  physicians  in  the  state  of  Indiana 
would  prefer  to  give  the  immunizations  to  their  pa- 
tients, and  would  give  the  immunizations  at  no 
charge  to  the  patients  if  the  serum  were  provided  by 
the  Board  of  Health;  therefore  be  it 

RESOLVED,  That  ISMA  work  with  the  Indiana 
State  Board  of  Health  to  change  the  present  policy  to 
allow  every  physician's  office  that  desires  to  give  im- 
munizations to  be  provided  with  the  serum  by  the 
Board  of  Health. 


Whereas,  An  ad  hoc  Committee  to  Study  District 
Meetings  was  formed  in  1990  to  make  recommenda- 
tions to  the  Board  on  how  to  improve  attendance  at 
district  meetings;  and 

Whereas,  The  recommendations  of  that  committee 
were  presented  to  the  Board  and  used  by  the  trustees 
in  the  planning  and  implementation  of  their  1991  and 
1992  district  meetings;  and 

Whereas,  Figures  show  that  attendance  at  district 
meetings  has  not  increased  during  1991  or  1992;  and 

Whereas,  Significant  time  and  effort  are  spent  by 
district  officers,  trustees/alternates  and  ISMA  officers 
in  planning  and  attendance  at  these  annual  business/ 
social  events;  and 

Whereas,  The  ISMA  Constitution  and  Bylaws  does 
not  require  that  a specific  "social"  meeting  of  the  dis- 
trict be  held  prior  to  the  annual  convention;  therefore 
be  it 

RESOLVED,  That  the  Board  study  and  consider 
alternative  methods  of  election  for  district  officers, 
trustees,  and  alternates,  through  other  means,  and 
alleviate  the  need  for  annual  district  meetings. 


RESOLUTION  92-20 

Introduced  by: 

Referred  to: 

Action: 


Family  Violence 

John  Knote,  M.D.,  AMA 
Delegate,  ISMA  Past  President 
Reference  Committee  4 
Adopted 


Whereas,  Family  violence  has  been  named  a major 
public  health  threat  by  the  Centers  for  Disease  Con- 
trol; and 

Whereas,  Violence  touches  as  many  as  one-fourth 
of  all  American  families;  and 

Whereas,  More  than  2.4  million  cases  of  child 
abuse  were  reported  in  1989,  making  it  one  of  the 
leading  causes  of  injury  and  death  in  children,  accord- 
ing to  the  National  Committee  for  the  Prevention  of 
Child  Abuse;  and 

Whereas,  Three  siblings  in  100  use  weapons  on  a 
sister  or  brother,  meaning  that  100,000  children  in  the 
United  States  annually  face  a brother  or  sister  with  a 
gun  or  knife  in  hand;  and 


4DIANA  MEDICINE/January/February  1993 


67 


■ resolutions 


Whereas,  As  many  as  4 million  women  are  physi- 
cally battered  each  year  by  husbands,  ex-husbands 
and  boyfriends,  making  domestic  violence  the  single 
largest  cause  of  injury  to  women  in  the  United  States; 
and 

Whereas,  More  than  1 million  older  Americans 
are  physically,  financially  and  emotionally  abused  by 
their  relatives  each  year;  and 

Whereas,  The  American  Medical  Association 
launched  a National  Campaign  Against  Family  Vio- 
lence to  educate  physicians  about  family  violence  and 
help  them  address  the  problem  in  their  communities; 
therefore  be  it 

RESOLVED,  That  the  ISMA,  in  cooperation  with 
the  ISMA  Auxiliary,  participate  in  the  AMA's  Na- 
tional Campaign  Against  Family  Violence  by  encour- 
aging physicians  to  join  the  effort,  by  recommending 
establishment  of  local  medical  society  violence  pre- 
vention committees  and  by  encouraging  Auxiliary 
members  to  join  the  National  Coalition  against  Vio- 
lence; and  be  it  further 

RESOLVED,  That  the  ISMA,  in  cooperation  with 
the  ISMA  Auxiliary,  encourage  county  auxiliaries  to 
develop  programs  to  educate  the  public  about  the 
family  violence  problem,  to  support  the  victims  of 
family  violence  and  provide  physicians  with  lists  of 
resource  assistance  for  patients  who  are  family  vio- 
lence victims;  and  be  it  further 

RESOLVED,  That  these  actions  be  undertaken 
with  the  approval  of  and  in  cooperation  with  the  local 
county  medical  societies. 


RESOLUTION  92-21  Testing  for  Human  Immuno- 
deficiency Virus  (HIV) 

Introduced  by:  Fort  Wayne  Medical  Society 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  Amended 

Whereas,  The  New  England  journal  of  Medicine 
reported  in  August  of  1992  that: 

1.  1,000,000  American  citizens  are  infected  with 
the  HIV  virus  and  many  are  not  aware  of  it; 

2.  110,000  or  11%  of  those  who  carry  the  virus 
unknowingly  could  be  identified  in  one  year  of  hospi- 
tal testing; 

3.  200,000  HIV-infected  patients  are  treated  an- 
nually in  the  nation's  5,558  hospitals; 

4.  134,000  HIV-infected  patients  treated  in  the 
nation's  5,558  hospitals  will  be  treated  for  symptoms 


unrelated  to  this  virus;  and 

Whereas,  Early  detection  and  treatment  will  ben- 
efit those  who  are  infected  and  guard  against  their 
infecting  others;  and 

Whereas,  The  highest  incidence  of  HIV  infection 
occurs  between  ages  15  and  54;  and 

Whereas,  Physicians  and  health-care  entities  are 
required  to  go  to  great  lengths  to  ensure  the  protec- 
tion of  others  but  are  prevented  by  that  same  law 
(except  under  court  order  or  emergency)  to  carry  out 
the  necessary  steps  of  good,  prudent,  medical  care 
and  disease  prevention  due  to  informed  consent  laws 
and  laws  of  confidentiality  that  prevent  a physician 
from  testing  or  informing  emergency,  nursing,  surgi- 
cal or  other  medical  staff  of  a patient's  HIV  status; 
therefore  be  it 

RESOLVED,  That  the  ISMA  petition  the  1993  ses- 
sion of  the  Indiana  General  Assembly  to  pass  legisla- 
tion requiring  hospitals  to  routinely  offer  voluntary 
HIV  testing  of  all  patients  between  the  ages  of  15  and 
54  who  are  seen  in  Indiana  hospitals. 
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RESOLUTION  92-22 

Introduced  by: 
Referred  to: 

Action: 


CLIA  Regulations 

Fort  Wayne  Medical  Society 
Reference  Committee  1 
Adopted  as  Amended  In  Lieu 
of  Resolution  92-23 


Soci 


Whereas,  Final  regulation  of  Clinical  Laboratory 
Improvement  Amendments  of  1988  is  now  being 
implemented;  and 

Whereas,  AMA  official  response  has  been  formu- 
lated and  forwarded  to  HCFA;  and 

Whereas,  This  official  response  articulated  the 
general  and  specific  concerns  of  the  AMA  member- 
ship; and 

Whereas,  CLIA  regulations  impact  the  ability  of 
physicians  to  practice  medicine,  restricting  diagnostic 
procedures  that  licensed  physicians  are  qualified  to 
do;  i.e.,  among  other  examinations,  urine  microscopy, 
vaginal,  prostatic  and  stool  wet  smear  microscopy, 
rapid  strep  screens  and  hemoglobin  by  methods  other 
than  copper  sulfate;  and 

Whereas,  Public  health  programs  are  severely 
impacted  by  classifications  of  test  complexity  ruling; 
therefore  be  it 

RESOLVED,  That  since  a medical  doctor  is  al- 
ready licensed  to  perform  some  of  the  non-waivered 
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tests  (i.e.  urine  microscopic  examination,  examination 
of  the  fluids  from  the  vaginal  vault,  prostate,  stool 
and  semen,  strep  screens  and  hemoglobin  determina- 
tions) that  the  ISMA  ask  the  AMA  to  seek  modifica- 
tion of  CLIA  regulation  to  exclude  from  regulation  the 
tests  that  a physician  by  training  would  normally  be 
capable  of  performing;  and  be  it  further 

RESOLVED,  That  the  Board  of  Trustees  of  ISMA 
study  the  effect  of  CLIA  regulations  on  public  health 
and  nonprofit  programs. 

RESOLUTION  92-23  CLIA  Regulations 

Introduced  by:  Bartholomew-Brown  County 

Medical  Society 

Referred  to:  Reference  Committee  1 

Action:  Adopted  Resolution  92-22,  As 

Amended,  In  Lieu  of  Resolu- 
tion 92-23 

Whereas,  Final  regulation  of  Clinical  Laboratory 
Improvement  Amendments  of  1988  is  now  being 
implemented;  and 

Whereas,  AAFP  official  response  has  been  formu- 
lated and  forwarded  to  HCFA;  and 

Whereas,  This  official  response  articulated  the 
general  and  specific  concerns  of  the  Academy  and 
Society  membership;  and 

Whereas,  CLIA  regulations  impact  the  ability  of 
physicians  to  practice  medicine,  restricting  diagnostic 
procedures  that  licensed  physicians  are  qualified  to 
do;  i.e.,  among  other  examinations,  urine  microscopy 
and  vaginal,  prostatic  and  stool  wet  smear  micros- 
, copy;  and 

Whereas,  Public  health  programs  are  severely 
I impacted  by  classifications  of  test  complexity  ruling; 
therefore  be  it 

RESOLVED,  That  since  a medical  doctor  is  al- 
ready licensed  to  perform  some  of  the  non-waivered 
tests  (i.e.  urine  microscopic  examination,  examination 
, of  fluids  from  the  vaginal  vault,  prostate,  stool  and 
l semen)  that  the  ISMA  and  the  AMA  seek  modification 
of  CLIA  regulation  to  exclude  from  regulation  the 
J tests  that  a physician  by  training  would  normally  be 
I capable  of  performing. 
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RESOLUTION  92-24  Endorsement  of  "Standards 
for  Pediatric  Immunization 
Practices"  & Its  Adoption  & 
Implementation  By  All 
Members 

Introduced  by:  John  C.  Bailey,  M.D.,  Commis- 

sioner of  Health,  Indiana  State 
Department  of  Health 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  Amended 

Whereas,  One  of  the  most  important  national  and 
state  health  objectives  for  the  Year  2000  is  to  immu- 
nize 90%  of  preschool-aged  children  by  their  second 
birthday  against  diphtheria,  tetanus,  pertussis,  polio- 
myelitis, measles,  mumps,  rubella,  Haemophilus 
influenzae  type  b and  hepatitis  B;  and 

Whereas,  Indiana  vaccination  coverage  data  for 
preschool-aged  children  suggest  that  only  about  60% 
of  children  are  age-appropriately  vaccinated  by  2 
years  of  age;  and 

Whereas,  The  National  Vaccine  Advisory  Com- 
mittee and  a 35-member  working  group  drawn  from 
24  different  public  and  private  sector  organizations 
and  numerous  state  and  local  health  departments 
developed  the  "Standards  for  Pediatric  Immunization 
Practices,"  and  the  United  States  Public  Health  Service 
approved  and  the  American  Academy  of  Pediatrics 
endorsed  the  "Standards"  in  May  1992;  and 

Whereas,  The  "Standards"  are  recommended  for 
use  by  all  health  professionals  providing  care  in  pub- 
lic or  private  health  care  settings  who  are  involved  in 
the  administration  of  vaccines  or  management  of  im- 
munization services  for  children;  and 

Whereas,  Current  health  practices  fail  to  deliver 
vaccine  on  schedule  to  a large  proportion  of  our  vul- 
nerable preschool-aged  population,  due  in  significant 
part  to  missed  vaccination  opportunities  and  barriers 
that  impede  vaccine  delivery;  and 

Whereas,  Changes  in  policies  and  practices  can 
immediately  improve  vaccination  coverage;  and 
Whereas,  The  "Standards"  represent  the  most 
desirable  immunization  practices  that  health  care  pro- 
viders should  strive  to  achieve,  and  can  serve  as 
guidelines  to  help  delineate  ways  in  which  immuniza- 
tion policies  and  practices  can  be  enhanced  and  modi- 
fied; therefore  be  it 

RESOLVED,  That  ISMA  endorse  the  "Standards 
for  Pediatric  Immunization  Practices;"  and  be  it  fur- 


69 


■ resolutions 


RESOLVED,  That  the  ISMA  adopt  and  implement 
the  “Standards"  and  ensure  their  distribution  to  all 
members,  periodically  updating  them  about  the  "Stan- 
dards," with  a survey  by  the  Indiana  State  Depart- 
ment of  Health. 


RESOLUTION  92-25  Due  Process,  Fair  Hearing  & 

Release  of  Selection  Criteria 
by  Managed  Care  Entities 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  3 

Action:  Adopted 

Whereas,  Managed  care  entities  offer  a contractual 
arrangement  whereby  physicians  who  participate  (or 
are  invited  to  participate)  are  required  to  submit  cer- 
tain documentation  of  their  credentials;  and 

Whereas,  Because  of  the  contractual  nature  of  the 
arrangement,  managed  care  entities  are  not  required 
by  law  to  release  to  physicians  the  criteria  by  which 
physicians  are  evaluated  to  determine  whether  or  not 
the  physician  is  denied  or  accepted  by  the  managed 
care  entity;  and 

Whereas,  The  physician  has  no  recourse  for  denial 
of  participation  and  the  managed  care  entity  is  not 
required  to  provide  a reason;  therefore  be  it 

RESOLVED,  That  the  ISMA  put  forth  a legislative 
initiative  to  require  that  any  managed  care  entity  who 
wishes  to  do  business  in  Indiana  be  required  by  law 
to  comply  with  the  due  process  and  fair  hearing  pro- 
visions of  the  Health  Care  Quality  Improvement  Act 
of  1986  and  that  all  criteria  used  to  determine  physi- 
cians' acceptance  by  the  managed  care  entity  be  re- 
leased by  the  managed  care  entity  to  the  physicians  or 
his/her  representatives  in  advance  of  or  simulta- 
neously with  any  participation  document  distribution. 

RESOLUTION  92-26  Consumer  Advocate  Within 
the  State  of  Indiana  Insur- 
ance Commission 

Introduced  by:  First  District  Medical  Society 

Referred  to:  Reference  Committee  3 

Action:  Adopted  as  Amended 

Whereas,  Insurance  companies  frequently  deny 
coverage  for  a physician-recommended  mode  of 
therapy  for  a particular  patient;  and 


Whereas,  Physicians  and  patients  alike  spend 
many  hours  communicating  with  the  insurer  in  an 
effort  to  secure  coverage;  and 

Whereas,  There  is  no  appeal  mechanism  (other 
than  with  the  insurer  who  has  an  obvious  financial 
interest)  to  assist  in  the  interpretation  of  coverage 
within  the  insurance  contract;  and 

Whereas,  The  Indiana  legislature  has  historically 
regarded  interpretation  of  contract  coverage  a "busi- 
ness decision"  on  the  part  of  insurers;  and 

Whereas,  The  State  Insurance  Commission  and 
the  Indiana  Department  of  Insurance  serve  in  a regu- 
latory capacity  and  are  recognized  as  an  authority  in 
all  matters  of  insurance;  therefore  be  it 

RESOLVED,  That  the  ISMA  pursue  legislation 
that  expands  the  scope  of  the  Indiana  Department  of 
Insurance  to  include  binding  interpretation  of  cover- 
age contracts;  and  be  it  further 

RESOLVED,  That  the  Indiana  Department  of  In- 
surance employ  a physician  advocate  who  is  familiar 
with  the  various  insurance  vehicles  available  and  con- 
tractual coverage  requirements  so  all  parties  may 
work  through  this  physician  advocate  to  pursue  equi- 
table resolutions  to  insurance  coverage  issues. 

I 

RESOLUTION  92-27  Indiana  State  Health  Policy 
Commission 

Introduced  by:  First  District  Medical  Society 

Referred  to:  Reference  Committee  2 

Action:  Adopted 

Whereas,  The  Indiana  legislature  mandated  the 
formation  of  the  Indiana  State  Health  Policy  Commis- 
sion to  study  the  health  care  system  in  Indiana  and 
make  recommendations  to  the  legislature;  and 

Whereas,  The  governor  made  the  physician  ap- 
pointments to  the  Indiana  State  Health  Policy  Com- 
mission without  any  input  from  ISMA;  and 

Whereas,  At  least  one  of  these  physicians  will  be 
leaving  the  state;  and 

Whereas,  ISMA  is  most  knowledgeable  of  the 
practice  of  medicine  in  Indiana  and  about  which  prac- 
ticing physicians  best  represent  the  practice  of  medi- 
cine in  Indiana;  therefore  be  it 

RESOLVED,  That  the  ISMA  pursue,  either 
through  agreement  with  the  executive  branch  or 
through  legislative  action,  approval  of  the  physician 
representation  on  the  Indiana  State  Health  Policy 
Commission. 
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RESOLUTION  92-28 

Introduced  by: 
Referred  to: 

Action: 


Distribution  of  Childhood 
Vaccine 

First  District  Medical  Society 
Reference  Committee  4 
Adopted  In  Lieu  of  Resolution 


92-18 


Whereas,  The  existence  of  a nationwide  federal 
contract  allows  public  health  departments  and  non- 
profit organizations  that  administer  childhood  vac- 
cines to  purchase  the  vaccines  at  the  federal  contract 
price;  and 

Whereas,  Nationally  40%  of  all  childhood  vaccines 
are  paid  for  through  public  funds  while  the  remaining 
60%  of  vaccines  are  funded  by  private  payment;  and 

Whereas,  An  option  exists  in  the  federal  contract 
to  allow  Medicaid  providers  to  purchase  vaccines  for 
use  on  Medicaid  patients  at  the  federal  contract  price; 
and 

Whereas,  Indiana  Medicaid  reimburses  physicians 
at  the  vaccine's  wholesale  price,  which  is  less  than  the 
physician's  cost  to  purchase  the  vaccines  indepen- 
dently; and 

Whereas,  The  Indiana  State  Department  of  Health 
is  currently  working  to  allow  private  providers  to 
purchase  vaccine  for  Medicaid  patients  at  the  contract 
price;  and 

Whereas,  Indiana  physicians  are  purchasing  the 
vaccine  at  a cost  that  includes  surcharges  for  the  na- 
tional childhood  vaccine  injury  compensation  fund; 
therefore  be  it 

RESOLVED,  That  the  Indiana  State  Department  of 
Health  continue  to  pursue  allowing  private  physicians 
to  purchase  childhood  vaccine  for  Medicaid  patients 
through  the  federal  contract  at  the  negotiated  prices; 
and  be  it  further 

RESOLVED,  That  the  Indiana  State  Department  of 
Health  pursue  federal  contract  expansion  to  allow 
physicians  to  purchase  childhood  vaccine  at  the  fed- 
eral contract  price  regardless  of  the  patient  population 
on  which  it  is  to  be  used;  and  be  it  further 

RESOLVED,  That  the  Indiana  State  Department  of 
Health  be  encouraged  to  work  toward  some  equitable 
distribution  to  physician  offices  within  the  state  of 
childhood  vaccine  purchased  at  the  federal  contract 
price;  and  be  it  further 

RESOLVED,  That  if  none  of  these  options  are 
viable,  that  the  state  of  Indiana  provide  childhood 
vaccine  at  no  cost  to  all  residents  of  the  state. 


RESOLUTION  92-29  Indiana  Residencies 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  2 

Action:  Adopted  as  Amended 

Whereas,  The  Indiana  Commission  for  Higher 
Education  will  consider  excusing  of  medical  school 
tuitions  in  return  for  pledges  by  medical  students  to 
enter  primary  care  practices  in  rural  or  underserved 
urban  areas;  and 

Whereas,  Indiana  taxpayers  support  Indiana  resi- 
dency training  programs  by  virtue  of  their  taxes;  and 

Whereas,  Some  physicians  who  train  in  Indiana 
residency  programs  are  from  other  states  and  have  no 
intention  of  practicing  in  Indiana  after  completion  of 
residency  programs;  and 

Whereas,  Some  Indiana  medical  school  graduates 
who  wish  to  train  in  an  Indiana  residency  program 
are  turned  down,  even  though  they  are  well  qualified 
for  the  program,  in  favor  of  a non-resident  who  often 
has  no  intention  of  practicing  in  Indiana;  therefore  be 
it 

RESOLVED,  That  Indiana  residency  programs  be 
encouraged  to  take  qualified  applicants  from  Indiana 
if  they  or  their  families  are  taxpayers  in  Indiana  over 
non-resident  applicants  or  those  applicants  who  have 
no  interest  in  ultimately  practicing  in  Indiana. 


RESOLUTION  92-30  Triplicate  Prescription 
Program 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  Reference  Committee  3 

Action:  Adopted  In  Lieu  of  Resolution 

92-11 

Whereas,  The  Triplicate  Prescription  Program  was 
enacted  by  regulation  845  IAC  1-1-1  et.  seq.,  effective 
July  1,  1989,  which  set  forth  a program  for  the  pre- 
scribing of  Schedule  II  drugs;  and 

Whereas,  Part  of  this  program  requires  that  physi- 
cians use  specially  developed,  numerically-sequenced, 
triplicate  forms  provided  by  the  state  for  the  purpose 
of  prescribing  Schedule  II  drugs;  and 

Whereas,  These  forms  are  inconvenient  to  carry, 
due  to  their  size  and  the  concern  that  they  may  be 
lost;  and 

Whereas,  The  use  of  the  triplicate  prescription 
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form  has  resulted  in  a substantial  decrease  in  the 
number  of  legitimate  prescriptions  for  Schedule  II 
drugs,  resulting  in  patients  not  receiving  needed 
drugs;  and 

Whereas,  This  law  expires  in  July  1993  unless 
reactivated  by  the  introduction  of  legislation  in  the 
1993  legislative  session;  and 

Whereas,  Physicians  are  not  opposed  to  the  collec- 
tion of  prescription  data  provided  it  is  collected  at  the 
appropriate  level  by  the  appropriate  agencies;  there- 
fore be  it 

RESOLVED,  That  the  current  triplicate  prescrip- 
tion program  be  ended  and  replaced  with  a program 
that  allows  for  the  collection  and  submission  of  data 
at  the  pharmacy  level;  and  be  it  further 

RESOLVED,  That  pharmaceutical  manufacturers 
be  enlisted  to  help  with  the  demise  of  the  triplicate 
prescription  program  as  it  is  currently  enacted  as  may 
be  deemed  appropriate  by  ISM  A. 

RESOLUTION  92-31  Peer  Counseling  During 

Malpractice  Litigation 

Introduced  by:  Rajih  Y.  Haddawi,  M.D., 

Bloomington 

Referred  to:  Reference  Committee  1 

Action:  Adopted  as  Amended 

Whereas,  The  number  of  malpractice  claims  in  the 
state  of  Indiana  has  reached  8,373  since  the  year  1975; 
and 

Whereas,  Practicing  medicine  under  the  stress  of  a 
malpractice  claim  produces  extraordinary  tension, 
anxiety  and  depression  to  the  physician  and  his  or  her 
family;  and 

Whereas,  Malpractice  claims  frequently  lead  to  the 
practice  of  defensive  medicine,  which  adds  to  the 
increased  cost  of  medical  care;  and 

Whereas,  Malpractice  claims  increase  the  dissatis- 
faction of  the  physician  with  his  or  her  practice  and 
patients,  causing  many  physicians  to  limit  the  scope  of 
their  practice  or  into  early  retirement;  and 

Whereas,  The  majority  of  physicians  in  the  state  of 
Indiana  have  not  been  instructed  in  the  steps  neces- 
sary to  provide  a coping  mechanism  to  deal  with  the 
disruption  covered  by  malpractice  litigation;  therefore 
be  it 

RESOLVED,  That  the  ISMA  study  the  feasibility 
of  establishing  a physician  support  group  for  the  pur- 
pose of  providing  peer  counseling  in  the  areas  of 


emotional  support  - family  stress  and  practice  man- 
agement - during  malpractice  litigation  and  report 
back  to  the  1993  House. 


RESOLUTION  92-32  Relinquish  Medicare  Filing 
Requirements  for  Non- 
Covered  Services  by  Non- 
Participating  Physicians 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  4 

Action:  Referred  to  ISMA  Board  of 

Trustees 

Whereas,  Medicare  has  ordered  mandatory  filing 
of  claims  by  physicians  on  all  transactions;  and 
Whereas,  Non-participating  physicians  are  re- 
quired to  obtain  a signed  waiver,  explaining  the 
patient's  understanding  and  responsibility  for  non- 
covered  services;  and 

Whereas,  As  the  patient  pays  for  the  non-covered 
service,  it  remains  a requirement  to  file  a claim  for  the 
non-covered  service  that  has  been  paid  and  is  known 
to  be  denied  in  advance;  and 

Whereas,  This  superfluous  filing  is  a further 
hassle  directed  at  nonparticipating  physicians  as  the 
patient  will  be  further  informed  of  that  denial;  there- 
fore be  it 

RESOLVED,  That  paid,  non-covered  Medicare 
services  with  a filed  waiver  by  the  patient  be  exempt 
from  Medicare  filing  when  Medicare  does  not  partici- 
pate in  any  of  the  payment  or  reimbursement. 

RESOLUTION  92-33  INCAP  Support  & Publicity 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee 

Action:  Adopted 

Whereas,  The  professional  liability  legislation  of 
Indiana  has  been  properly  entitled  the  Indiana  Com- 
pensation Act  for  Patients  (INCAP);  and 

Whereas,  Indiana  physicians  have  banded  to- 
gether to  supply  funds  to  guarantee  payment  of  com- 
pensation to  entitled  parties;  and 

Whereas,  Many  states  with  exorbitant  judgments 
are  sensationalized  but  not  realistically  collectable  or 
payable  by  the  resources  or  insurance  limits  of  the 
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judged  defendant,  resulting  in  little  or  no  real  com- 
pensation; and 

Whereas,  Indiana  physicians  contribute  an 
amount  150%  of  their  basic  liability  insurance  pre- 
mium to  guarantee  money  for  the  Patient  Compensa- 
tion Fund; and 

Whereas,  Physicians  in  many  similar-sized  states 
pay  premiums  two  or  three  times  greater  than  Indi- 
ana, a cost  that  is  transmitted  to  increased  patient 
charges;  therefore  be  it 

RESOLVED,  Each  ISMA  member  actively  educate 
his  patients  on  the  patient  benefits  protected  by 
INCAP  in  regard  to  guaranteed  payment  of  judg- 
ments and  the  benefit  of  controlling  daily  health  care 
costs  by  this  realistic  legislation. 

RESOLUTION  92-34  Repeal  of  Federal  & State 

Laws  Creating  & Legalizing 
Administrative  Legal 
Proceedings  in  Courts 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  1 

! Action:  Not  Adopted 

Whereas,  All  administrative  legal  proceedings 
deny  the  citizen  his  constitutional  rights  that  are  guar- 
anteed in  all  other  legal  proceedings.  These  rights 
include,  but  are  not  restricted  to:  trial  by  jury,  repre- 
sentation by  counsel,  protection  against  self-incrimina- 
tion and  double  jeopardy  and  a presumption  of  inno- 
cence; and 

Whereas,  Administrative  law  judges  are  hired  and 
paid  for  by  the  bureaucracy  the  citizen  is  in  conflict 
with,  thereby  risking  a biased  judgment;  and 

Whereas,  Administrative  law  proceedings  are 
being  used  to  unfairly  attack  and  penalize  physicians 
through  state  licensure  boards,  the  U.S.  Food  and 
Drug  Administration,  the  Environmental  Protection 
Agency,  the  Health  Care  Financing  Administration, 
the  Occupational  Safety  and  Health  Administration, 
professional  review  organizations  and  the  Federal 
Trade  Commission;  therefore  be  it 

RESOLVED,  That  ISMA  support  any  effort  by  the 
AMA  to  formulate  and  introduce  to  the  U.S.  Congress 
and  to  state  legislatures  model  legislation  to  repeal 
administrative  law  and  correct  such  unconstitutional 
controls. 


RESOLUTION  92-35  Repeal  of  McCarran- 
Ferguson  Act 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  1 

Action:  Adopted  as  Amended 

Whereas,  The  McCarran-Ferguson  Act,  15  U.S.C., 
SS1011  et  seq.,  was  enacted  in  1945  to  insulate  insur- 
ance companies  and  “the  business  of  insurance"  from 
the  liability  under  the  antitrust  laws  due  to  the  fact 
that  rates  in  the  insurance  industry  then  were  set  by 
multiple  competitors  appearing  before  state  insurance 
commissioners;  and 

Whereas,  The  reason  and  justification  for  the  insu- 
lation of  the  insurance  industry  and  "the  business  of 
insurance"  from  liability  under  the  antitrust  laws  no 
longer  exists,  since  rate  setting  is  no  longer  performed 
by  insurance  companies;  and 

Whereas,  The  insurance  industry,  as  the  payer  for 
virtually  every  health  care  service  rendered  in  the 
United  States,  is  in  a position  to  control  - and  in  fact 
does  control  - most  aspects  of  the  delivery  of  health 
care;  and 

Whereas,  Because  of  the  continued  visibility  of  the 
McCarran-Ferguson  Act,  insurers  are  able  to  share, 
and  do  share,  payment  and  non-payment  information 
with  one  another,  as  well  as  rate  and  price  informa- 
tion and  determinations  regarding  the  form  of  health 
care  delivery,  which  eliminates  any  and  all  competi- 
tive forces  from  the  marketplace;  and 

Whereas,  Physicians  are  subject  to  antitrust  re- 
strictions and  penalties  at  the  same  time  Medicare  and 
the  insurance  industry  can  legally  conspire  to  develop 
premium  rates,  fee  schedules  and  payment  limitations 
in  their  own  self-interest;  therefore  be  it 

RESOLVED,  That  ISMA  coordinate  our  support 
with  any  AMA  action  directed  toward  the  McCarran- 
Ferguson  Act. 


NDIANA  MEDICINE/January/February  1993 


73 


■ resolutions 


RESOLUTION  92-36  Patient  Compliance  Rating 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  4 

Action:  Referred  to  ISMA  Board  of 

Trustees 

Whereas,  Physicians  are  more  and  more  being 
penalized,  criticized  and  often  sued  on  the  basis  of 
medical  outcome  - morbidity  and  mortality;  and 

Whereas,  The  outcome  of  well-executed  manage- 
ment or  surgical  procedures  is  greatly  impacted  by 
the  basic  health  status  of  the  patient,  his/her  social 
habits,  educational  level  and  cooperation;  and 
Whereas,  Physicians  are  often  unilaterally  at- 
tacked by  licensing  boards,  data  bank  entries,  PROs, 
insurance  plans,  QA  committees,  without  regard  or 
inclusion  of  an  opinion  of  the  status  or  compliance  of 
the  individual  patient  involved;  and 

Whereas,  Many  well-meaning,  responsible  persons 
should  be  entitled  to  some  liability  protection  for  out- 
comes that  are  directly  affected  by  irresponsible,  an- 
tagonistic and  non-compliant  health  care  consumers; 
therefore  be  it 

RESOLVED,  That  ISMA  work  through  AMA, 
E1CFA  and  the  insurance  industry  to  develop  patient 
compliance  rating  scales  in  order  to  more  effectively 
analyze  patient  access,  utilization  patterns,  mortality 
and  morbidity  as  a factor  in  health  care  cost  and  qual- 
ity of  care  outcomes. 


RESOLUTION  92-37  Physician  Assistants 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  4 

Action:  Referred  to  ISMA  Board  of 

Trustees 

Whereas,  Physician  assistants  are  graduates  of 
approved  university  training  programs  before  being 
eligible  for  state  certification;  and 

Whereas,  Physician  assistants  require  certification 
in  order  to  serve  in  that  capacity;  and 

Whereas,  Physician  assistants  are  under  the  em- 
ployment and  supervision  of  a licensed  practicing 
physician  in  order  to  offer  health  care  access  to  rural 
and  underpopulated  areas;  therefore  be  it 

RESOLVED,  ISMA  explore  and  monitor  legisla- 
tion proposed  to  clarify  the  authorization  for  certifica- 


tion of  physician  assistants  in  order  to  make  utiliza- 
tion of  such  physician  extenders  available  to  practic- 
ing physicians. 

RESOLUTION  92-38  Increased  Hospital  Privileges 

for  Primary  Care  Physicians 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  2 

Action:  Adopted 

Whereas,  Our  medical  care  delivery  system  has 
been  gradually  divided  into  specialist/non-specialist 
and  procedure/non-procedure  physicians;  and 

Whereas,  The  current  concurrent  care  restrictions 
imposed  by  Medicare  has  disrupted  the  continuity  of 
the  family  physician's  role,  which  is  a significant  at- 
traction for  new  graduates  to  enter  primary  care;  and 
Whereas,  At  the  same  time,  the  proponents  of 
managed  care  want  the  primary  care  gatekeeper  to 
personally  do  more  and  more  of  all  care  and  services, 
a schizoid  contradiction  of  the  previous  "Whereas;" 
and 

Whereas,  Our  medical  delivery  system  is  being 
fractioned  into  a two-tiered  hospital/non-hospital 
division  with  a negative  effect  in  attracting  physicians 
into  primary  care;  and 

Whereas,  Family  practice  residents  spend  three 
years  to  learn  primary  care  procedures,  obstetrical 
management,  intensive  care  training,  endoscopies  and 
other  enhancements  to  primary  care,  only  to  find 
those  privileges  controlled  and  restricted  by  the  proce- 
dure specialists  in  the  hospital  setting;  therefore  be  it 
RESOLVED,  That  ISMA  work  with  IAFP,  IHA, 
and  the  School  of  Medicine  to  encourage  hospital 
credentialing  and  privileging  based  on  individual 
ability  and  personal  request  in  addition  to  residence 
training  in  order  to  further  attract  physicians  into 
family  medicine  and  all  primary  care  careers. 
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RESOLUTION  92-39  Insured  to  Help  the 
Uninsured 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  3 

Action:  Referred  to  ISMA  Board  of 

Trustees 

Whereas,  The  individuals  in  our  pool  of 
uninsured  change  constantly  due  to  the  individual 
experience  in  hiring  and  lay-offs;  and 

Whereas,  There  is  great  social  concern  by  the 
American  people  to  address  the  health  insurance 
needs  of  the  uninsured,  unemployed  citizens;  and 

Whereas,  Many  state  and  local  plans  have  been 
developed  without  adequate  assessment  of  cost  or 
funding;  and 

Whereas,  The  development  of  discriminatory 
taxes  against  populations  such  as  health  care  provid- 
ers is  unfair;  and 

Whereas,  Income  tax  revenues  from  health  care 
benefits  or  allowances  would  uniformly  and  equitably 
supplement  government  income  for  Medicare,  Medic- 
aid and  the  unaffordably  uninsured;  therefore  be  it 

RESOLVED,  In  order  to  improve  revenue  re- 
sources for  the  uninsured,  ISMA  work  to  seek  legisla- 
tion to  require  health  care  benefits  to  be  a taxable 
compensation  to  the  employee  and  in  turn  remain  a 
tax-deductible,  payroll  expense  to  the  employer. 

RESOLUTION  92-40  Satellite  Medical  Services 

Introduced  by:  C.  Dyke  Egnatz,  M.D., 

Schererville,  ISMA  President 
Referred  to:  Reference  Committee  4 

Action:  Adopted  as  Amended 

Whereas,  There  is  a shortage  and  maldistribution 
of  primary  care  physicians  in  Indiana;  and 

Whereas,  Many  underpopulated  areas  cannot 
support  a medical  practice  in  a local  or  nearby  setting; 
and 

Whereas,  Physicians  have  an  obligation  and 
charge  to  offer  medical  services  to  all  citizens;  and 

Whereas,  Satellite  or  mobile  offices  in 
underserved  areas  staffed  by  physician  assistants  or 
nurse  practitioners  employed  and  supervised  by  a 
licensed,  practicing  physician  would  improve  first-line 
access;  therefore  be  it 

RESOLVED,  That  the  ISMA  study  the  concept  of 


utilizing  physician  extenders  under  the  direction  and 
supervision  of  a practicing  physician  to  provide  health 
care  to  appropriately  defined  underserved  areas. 

RESOLUTION  92-41  Taxation  of  Health  Care 
Benefits 

C.  Dyke  Egnatz,  M.D., 
Schererville,  ISMA  President 
Reference  Committee  3 
Referred  to  ISMA  Board  of 
Trustees 

Whereas,  Our  medical  care  system  is  in  severe 
market  failure  due  to  consumer  demands  in  excess  of 
resources  or  funding;  and 

Whereas,  Government  regulation  often  disrupts 
honest  marketplace  controls;  and 

Whereas,  We  need  to  restore  a sound,  honest  mar- 
ketplace in  medicine,  or  medical  care  will  become  a 
controlled  utility;  and 

Whereas,  Industry  and  employers  have  no  busi- 
ness paying  insurance  premiums  for  health  care  any 
more  that  it  should  pay  insurance  premiums  for  ACR, 
home  or  life  insurance;  therefore  be  it 

RESOLVED,  That  ISMA  work  with  state  and  na- 
tional leaders  to  develop  model  legislation  for  all  50 
states  to  repeal  the  law  that  allows  benefits  to  be  non- 
taxable  to  both  employer  and  employee. 

RESOLUTION  92-42  Health  Access  Indiana 

Introduced  by:  Stephen  Tharp,  M.D., 

Frankfort 

Referred  to:  Reference  Committee  4 

Action:  Adopted  as  Amended;  Re- 

ferred to  ISMA  Board  of 
Trustees 

Whereas,  It  is  important  to  the  health  of  all  Hoo- 
siers  that  the  Indiana  State  Medical  Association  par- 
ticipate in  the  debate  on  health  care  reform;  and 
Whereas,  Indiana  is  experiencing  a shortage  of 
rural  primary  care  physicians;  and 

Whereas,  Part  of  the  solution  to  this  problem  is 
increased  support  of  medical  education;  and 

Whereas,  Medicaid  continues  to  consume  a larger 
part  of  the  state's  budget,  yet  the  state  has  failed  to 
seek  a waiver  from  HCFA  for  a primary  care  case 
management  system,  as  directed  by  the  1986  Indiana 


Introduced  by: 

Referred  to: 
Action: 
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General  Assembly;  and 

Whereas,  According  to  the  study  (Evaluation  of 
Recent  Changes  in  Medicaid)  of  six  states  who  use 
case  management  systems,  each  state  reported  cost 
savings;  and 

Whereas,  Despite  the  fact  that  Medicaid  pays  for 
services  in  Indiana  at  a considerably  higher  level  than 
most  states,  physicians  continue  to  withdraw  from 
participating  in  the  program  due  to  hassles  associated 
with  administering  the  program;  and 

Whereas,  No  health  care  reform  proposals  cur- 
rently being  considered  in  Indiana  call  for  insurance 
reform;  and 

Whereas,  A basic  “bare  bones"  insurance  package 
with  a high  deductible  would  increase  patients'  finan- 
cial participation,  would  encourage  wise  use  of  medi- 
cal services,  and  would  increase  patients'  access  to 
insurance  programs;  and 

Whereas,  The  ISMA  House  of  Delegates  is  on 
record  in  support  of  a mandatory  motorcycle  helmet 
law;  and 

Whereas,  The  current  law  mandates  helmets  must 
be  worn  only  by  individuals  under  18  years  of  age 
and  does  not  appear  to  be  adequately  enforced;  and 
Whereas,  Care  for  the  majority  of  injured  motor- 
cyclists is  paid  for  by  public  funds,  according  to  a July 
1988  study  in  The  Journal  of  the  American  Medical  Asso- 
ciation; and 

Whereas,  No  health  care  plan  would  be  complete 
without  addressing  two  major  contributors  to  illness, 
alcohol  and  tobacco  use;  and 

Whereas,  The  economic  cost  of  alcohol  use  and 
abuse  is  projected  to  rise  to  $150  billion  by  1995;  and 
Whereas,  Alcohol  tax  policy  appears  to  be  more 
cost-effective  as  a countermeasure  against  highway 
fatalities  than  are  drinking-age  laws;  and 

Whereas,  Legislation  introduced  to  increase  the 
tax  on  a pack  of  cigarettes  with  revenues  going 
largely  to  fund  health-related  programs  failed  to  pass 
the  1992  session  of  the  Indiana  General  Assembly;  and 
Whereas,  According  to  the  General  Accounting 
Office  (GAO),  a higher  excise  tax  on  cigarettes  signifi- 
cantly reduces  the  number  of  smokers;  and 

Whereas,  Revenues  from  "sin  taxes"  will  increase 
funding  and  services  of  various  state  health  programs; 
and 

Whereas,  A decrease  in  smoking  and  alcohol- 
related  diseases  would  free  resources  now  being  spent 
on  these  illnesses  and  make  them  available  for  other 
necessary  services;  therefore  be  it 


RESOLVED,  That  the  ISMA  participate  in  the 
debate  on  health  care  reform  by  introducing  a Health 
Access  Indiana  bill  in  the  Indiana  General  Assembly 
in  1993,  or  as  soon  as  possible,  that  would  include: 

1.  Incentives  to  attract  and  retain  physicians  in 
rural  areas  including  loan  forgiveness  and  deferrals 
and  increased  reimbursement  levels; 

2.  Increased  funding  for  graduate  medical  edu- 
cation; 

3.  Implementation  of  a care-managed  program 
for  Medicaid; 

4.  A reduction  in  physicians'  Medicaid  hassles; 

5.  Insurance  reforms  including  a mandate  for 
basic  coverage  with  an  income-adjusted  deductible  to 
ensure  the  wise  use  of  services  while  providing  a 
safety  net  for  insured; 

6.  A mandatory  motorcycle  helmet  law  with  no 
age  restriction; 

7.  An  increase  in  the  state's  alcohol  and  tobacco 
taxes;  and 

8.  Insurance  reform  to  guarantee  that  individu- 
als can  change  jobs  without  losing  health  insurance 
coverage  and  without  waiting  periods,  preexisting 
condition  limitations,  or  premium  increases  due  to 
health  status. 


RESOLUTION  92-43  New  Physician 
Reimbursement 

Introduced  by:  Resident  Medical  Society 

Referred  to:  Reference  Committee  3 

Action:  Adopted  as  Amended 

Whereas,  Current  Medicare  guidelines  include  a 
four-to-five-year  phase-in  period  for  new  physicians 
and  physicians  who  have  not  previously  billed  on 
their  own  (i.e.  military  and  certain  group  practices); 
and 

Whereas,  These  payment  limitations  violate  the 
spirit  of  the  RBRVS;  and 

Whereas,  Sen.  John  McCain  (R-AZ)  and  Rep. 
Edolphus  Town  (D-NY)  have  introduced  bills,  S2362 
and  H4507  respectively,  to  repeal  laws  that  mandate 
these  reductions  in  Medicare  reimbursements;  there- 
fore be  it 

RESOLVED,  That  the  ISMA  support  legislation 
that  calls  for  repeal  of  the  current  Medicare  repay- 
ment schedule  for  new  physicians;  and  be  it  further 

RESOLVED,  That  the  ISMA  request  its  delegates 
and  members  to  contact  their  respective  congressmen 
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to  express  support  for  such  legislation. 

RESOLUTION  92-44  Resident  Membership 

Introduced  by:  Resident  Medical  Society 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  Since  its  beginning  in  1985,  the  total 
membership  of  ISMA  Resident  Medical  Society  has 
steadily  declined;  and 

Whereas,  At  least  50%  of  resident  members  are 
lost  via  non-renewal  of  membership  after  the  first 
year  of  residency;  and 

Whereas,  Early  exposure  to  and  involvement  in 
organized  medicine  is  important  for  securing  in- 
formed active  leaders  for  the  future  of  medicine;  and 

Whereas,  AMA-MSS  and  AMA-RPS  have  begun 
to  offer  multi-year  memberships  at  a slightly  reduced 
rate  with  success;  therefore  be  it 

RESOLVED,  That  the  ISMA  develop  a multi-year 
membership  program  for  residents  that  would  allow 
for  a one-time-membership  fee  for  a resident's  entire 
residency,  so  long  as  residency  years  are  consecutive. 

RESOLUTION  92-45  Optometric  Prescribing 
Liability 

Introduced  by:  Paul  Honan,  M.D.,  Lebanon 

Referred  to:  Reference  Committee  1 

Action:  Adopted  as  Amended 

Whereas,  Physicians  in  Indiana  have  the  necessary 
education  and  clinical  training  to  prescribe  all  drugs; 
and 

Whereas,  The  use  of  drugs  is  not  just  organ-re- 
lated but  affects  the  whole  person;  and 

Whereas,  The  Optometric  Legend  Drug  Prescrip- 
tion Advisory  Committee  (OLDPAC)  promulgated 
rules  requiring  notification  of  a physician  concerning 
the  prescribing  of  legend  drugs  by  an  optometrist; 
and 

Whereas,  This  notification  comes  after  the  legend 
drug  has  been  prescribed;  and 

Whereas,  This  notification  also  makes  the  physi- 
cian responsible  and  liable  for  effects  and  results  of 
the  legend  drugs  without  having  seen  the  patient;  and 

Whereas,  The  formulary  promulgated  by 
OLDPAC  includes  many  drugs  not  normally  used  by 
most  physicians;  and 
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Whereas,  Optometrists  do  not  have  the  training 
and  clinical  experience  necessary  to  diagnose  and 
treat  serious  eye  diseases;  therefore  be  it 

RESOLVED,  That  the  ISMA  Board  of  Trustees 
should  seek  appropriate  legal  advice  on  the  transfer  of 
liability  to  physicians  that  was  created  by  the 
optometric  prescribing  law;  and  be  it  further 

RESOLVED,  That  this  information  should  then  be 
disseminated  to  the  ISMA  membership  through  all 
available  means;  and  be  it  further 

RESOLVED,  That  if  no  appropriate  legal  solution 
can  be  found,  the  ISMA  should  seek  legislative  action 
to  remove  such  transfer  of  liability. 

RESOLUTION  92-46  Delegation  of  Medical 
Authority  by  Physicians 

Introduced  by:  Ralph  Stewart,  M.D., 

Vincennes 

Referred  to:  Reference  Committee  1 

Action:  Adopted 

Whereas,  Many  paramedical  provider  groups  are 
attempting  to  broaden  their  scope  of  practice;  and 
Whereas,  Many  of  these  groups  are  not  ad- 
equately trained  to  perform  all  aspects  of  medical 
care;  and 

Whereas,  The  quality  of  care  Indiana  patients  are 
receiving  may  be  compromised;  and 

Whereas,  Some  surgeons  are  delegating  post-op- 
erative care  to  paramedical  personnel  not  trained  in 
surgical  care;  and 

Whereas,  The  Medical  Licensing  Board  is  cur- 
rently studying  the  scope  of  practice  of  nurse  practi- 
tioners and  requests  from  physician  assistants  to  pre- 
scribe; and 

Whereas,  The  Medical  Licensing  Board  has  the 
authority  to  regulate  a physician's  delegation  and 
supervision;  therefore  be  it 

RESOLVED,  That  the  ISMA  should  form  an  ad 
hoc  committee  to  make  recommendations  to  the  Medi- 
cal Licensing  Board  regarding  physician  supervision 
and  delegation  of  duties  to  paramedical  personnel. 
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RESOLUTION  92-47 

Introduced  by: 

Referred  to: 

Action: 


Mandatory  Referral  Criteria 

Ralph  Stewart,  M.D., 
Vincennes 

Reference  Committee  1 
Adopted  as  Amended 


Whereas,  Paramedical  personnel  are  not  ad- 
equately trained  to  perform  all  aspects  of  medical 
care;  and 

Whereas,  The  scope  of  practice  of  paramedical 
personnel  is  expanding;  and 

Whereas,  The  scope  of  practice  should  be  deter- 
mined by  training  and  not  by  legislative  fiat;  and 
Whereas,  Third-party  payors  are  beginning  to 
turn  to  paramedical  personnel  to  provide  medical  care 
because  of  financial  reasons  rather  than  quality  rea- 
sons; and 

Whereas,  Paramedical  groups  continue  to  seek 
expansion  of  their  practices  into  areas  that  include 
parameters  uniquely  limited  to  the  education  and 
training  of  a physician;  therefore  be  it 

RESOLVED,  That  the  ISM  A should  form  an  ad 
hoc  committee  to  study  mandatory  referral  criteria  for 
paramedical  personnel  and  report  its  findings  to  next 
year's  House  of  Delegates;  and  be  it  further 

RESOLVED,  That  the  ISMA  continue  to  oppose 
the  practice  of  medicine  by  individuals  without  an 
unlimited  license. 


RESOLUTION  92-48 


Introduced  by: 


Referred  to: 
Action: 


Recommendation  for  the  Use 
of  Polycarbonate  Clear  Face 
Guards  Worn  by  All  Baseball 
Players  in  Organized 
Baseball,  Ages  5-14 
Stephen  W.  Perkins,  M.D., 
Indianapolis  Medical  Society; 
Mason  Bell,  Indiana  Society  to 
Prevent  Blindness;  the  Na- 
tional Society  to  Prevent 
Blindness;  and  the  American 
Academy  of  Facial  Plastic  and 
Reconstructive  Surgery 
Reference  Committee  4 
Adopted 


Whereas,  According  to  the  consumer  product 
safety  commission,  there  were  over  1.3  million  cases 
of  injuries  to  the  face,  eyes  and  mouth  treated  in  the 
United  States  emergency  rooms  for  patients  less  than 


15  years  old;  and 

Whereas,  Over  130,000  of  these  cases  were  major 
facial  bony  trauma  including  nasal  fractures  for  those 
patients  under  the  age  of  14  participating  in  sporting 
activities  in  1990  alone;  and 

Whereas,  The  largest  documented  number  of  inju- 
ries to  the  face  have  occurred  to  the  mouth  and  dental 
area  with  the  greatest  frequency  in  baseball-related 
activities;  and 

Whereas,  Severe  and  multiple  ocular  injuries  have 
been  documented  to  date.  The  National  Society  to 
Prevent  Blindness  and  its  affiliates,  including  the  Indi- 
ana Society  to  Prevent  Blindness,  have  recognized  and 
documented  the  relatively  high  instance  of  eye  inju- 
ries in  sports  - primarily  in  the  5-15  age  group  playing 
baseball;  and 

Whereas,  The  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  through  a survey  to  their 
members  on  sports-related  facial  trauma  in  children, 
has  documented  40%  of  sports  injuries  to  the  face 
were  in  the  5-14  age  group;  and 

Whereas,  Baseball-related  injuries  far  exceed  all 
other  sports  in  causing  death.  In  the  5-14  age  group, 
40  of  105  reported  sports-related  fatalities  in  children 
were  the  result  of  a baseball  being  hit  by  a struck  bat 
or  ball,  and  two-thirds  of  the  baseball  deaths  were  the 
result  of  injuries  to  the  face  and  head  region;  and 

Whereas,  65%  of  all  injuries  to  the  face  in  children 
under  18  years  of  age  involved  nasal  fractures;  and 

Whereas,  Softball,  because  of  its  increased  mass,  is 
documented  to  show  even  more  devastating  injuries 
to  the  under-1 5-year-old  age  group  than  even  the 
hard  baseball;  and 

Whereas,  It  has  been  shown  that  children  under 
15  have  poor  response  times  with  reflexes  and  a lower 
level  of  skill,  as  compared  with  those  older  than  15; 
therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical  Asso- 
ciation, on  behalf  of  the  National  Society  to  Prevent 
Blindness,  the  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery  and  the  Indianapolis 
Medical  Society,  advocate  the  use  of  polycarbonate 
face  guards  as  a permanent  installation  of  the  current 
bilateral  ear  protective  batter's  helmet,  to  be  worn  by 
all  baseball  and  softball  players  as  required  safety 
equipment  in  all  organized  baseball  and  softball  for 
those  children  from  5-14  years  of  age.  Specifically,  this 
polycarbonate  face  guard  should  be  mandatory  for  all 
batters  and  pitchers,  with  the  strong  recommendation 
that  outfielders  be  included  in  this  group. 
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RESOLUTION  92-49  Allow  Competitive  Physician 
Salaries  Despite  "Safe 
Harbor"  Regulations 

Introduced  by:  Alvin  J.  Haley,  M.D.,  India- 

napolis Medical  Society 
Referred  to:  Reference  Committee  3 

Action:  Adopted  as  Amended 

Whereas,  the  Federal  Internal  Revenue  Service  has 
"Safe  Harbor"  regulations  that  disallow  not-for-profit 
hospitals  offering  physicians'  salaries  above  the  nor- 
mal or  average  salaries  and  benefits  earned  by  physi- 
cians in  that  community;  and 

Whereas,  The  IRS  threatens  to  remove  a not-for- 
profit  hospital's  favorable  tax  advantage  if  it  appears 


the  hospital  is  violating  the  "Safe  Harbor"  rules  of  the 
Health  and  Human  Services  Department  Office  of  the 
Inspector  General;  and 

Whereas,  This  enforcement  of  "Safe  Harbor"  regu- 
lations tends  to  place  a cap  on  physicians'  salaries  and 
benefits;  and 

Whereas,  The  purpose  of  "Safe  Harbor"  regula- 
tions is  to  prevent  fraud  and  abuse  - not  regulate  phy- 
sicians' incomes;  now  therefore  be  it 

RESOLVED,  That  the  Indiana  State  Medical  Asso- 
ciation ask  the  AMA  to  pursue  political  and/or  legis- 
lative repeal  of  the  IRS  portion  of  the  "Safe  Harbor" 
regulations  that  discriminate  against  not-for-profit 
hospitals.  O 


Reference  Committee  members 


Reference  Committee  1 

Reports  of  Officers,  ISMA/AMA  matters 
Susan  Pyle,  M.D.,  Union  City,  chairman 
Regino  Urgena,  M.D.,  Marion 
Fred  Doloresco,  M.D.,  Fort  Wayne 
William  Vaughn,  M.D.,  Vincennes 
Frank  Sturdevant,  M.D.,  Valparaiso 

Reference  Committee  2 

Constitution  and  Bylaws 

John  Luce,  M.D.,  Michigan  City,  chairman 
Kim  Volz,  M.D.,  Jasper 
John  Fallon,  M.D.,  Fort  Wayne 
Betty  Campbell,  M.D.,  Terre  Haute 
Robert  Dodd,  M.D.,  South  Bend 


Reference  Committee  3 

Legislation  and  Insurance 

Ronald  Blankenbaker,  M.D.,  Indianapolis, 
chairman 

Jamie  Street,  M.D.,  Indianapolis 
Robert  Helm,  M.D.,  Elwood 
Mark  Ballard,  M.D.,  LaPorte 
Alan  Sidel,  M.D.,  Fort  Wayne 

Reference  Committee  4 

Members  Services  and  Public  Health 

Thomas  Brubaker,  M.D.,  Munster,  chairman 
Carolyn  Cunningham,  M.D.,  Indianapolis 
John  Pulcini,  M.D.,  Evansville 
James  Beck,  M.D.,  Washington 
Kenneth  Wilson,  M.D.,  Corydon  □ 
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ISMA  Fifty  Year  Club 


Liast  year,  86  physician  members  were  honored  by  the  Indiana  State  Medi- 
cal Association  in  recognition  of  their  50  years  of  service  as  loyal  and  devoted 
practitioners  of  medicine.  These  new  members  of  the  Fifty  Year  Club  will  join 
the  roster  of  other  distinguished  Hoosier  physicians  inducted  into  the  Fifty  Year 
Club  since  its  inception  in  1948. 

The  ISMA  wishes  to  formally  acknowledge  the  following  physicians  for  their 
unselfish  service  to  their  patients  and  profession: 


Milton  H.  Anderson,  M.D.,  Evansville 
Jesus  C.  Bacala,  M.D.,  Scottsburg 
Milton  L.  Bankoff,  M.D.,  Michigan  City 
James  W.  Barrett,  M.D.,  Washington 
Max  D.  Bartley,  M.D.,  Indianapolis 
George  A.  Batacan,  M.D.,  Michigan  City 
Fred  M.  Blix,  M.D.,  Zionsville 
Boynton  H.  Booth,  M.D.,  Indianapolis 
Kenneth  P.  Broshears,  M.D.,  Linton 
Leland  G.  Brown,  M.D.,  Muncie 
Stewart  D.  Brown,  M.D.,  Albany 
David  L.  Buckles,  M.D.,  Anderson 
Rolla  D.  Burghard,  M.D.,  Indianapolis. 

Lee  M.  Cattell  Jr.,  M.D.,  Indianapolis 
John  J.  De  Fries,  M.D.,  New  Paris 
William  T.  Douglas,  M.D.,  Indianapolis 
Betty  J.  Dukes,  M.D.,  Dugger 
Joseph  E.  Dukes,  M.D.,  Dugger 
Preston  M.  Dunning,  M.D.,  Highland 
Nicholas  Egnatz,  M.D.,  St.  John 
Robert  B.  Failey,  M.D.,  Indianapolis 
Burnell  Fischer,  M.D.,  Bloomington 
John  E.  Fisher,  M.D.,  New  Castle 
Lee  N.  Foster,  M.D.,  Carmel 
John  E.  Freed,  M.D.,  Terre  Haute 
Robert  J.  Frost,  M.D.,  Michigan  City 
Robert  H.  Furman,  M.D.,  Scottsdale,  Ariz. 
Robert  A.  Garrett,  M.D.,  Indianapolis 
David  A.  Goldsmith,  M.D.,  Marion 
Richard  P.  Gripe,  M.D.,  West  Lafayette 
R.  Case  Hammond,  M.D.,  Evansville 
M.  Richard  Harding,  M.D.,  Naples,  Flas. 

John  F.  Helmer,  M.D.,  Holland,  Mich. 

John  R.  Higgins,  M.D  , Floyds  Knobs 
Wallace  C.  Hill,  M.D.,  Three  Oaks,  Mich. 

Paul  E.  Humphrey,  M.D.,  Tarpon  Springs,  Fla. 
William  M.  Huse,  M.D.,  Indianapolis 
Paul  E.  Jarrett,  M.D.,  Anderson 
Maurice  Kaufman,  M.D.,  Indianapolis 
Carleton  A.  Keck,  M.D.,  Fort  Wayne 
Stewart  B.  Kephart,  M.D.,  Bluffton 
Alfred  J,  Lipsey,  M.D.,  Chicago 
Richard  S.  Logan,  M.D.,  Fort  Wayne 


Robert  M.  Lohman,  M.D.,  Fort  Wayne 
Marcella  L.  Modisett,  M.D.,  Madison 
Charles  E.  Moon,  M.D.,  Brazil 
Robert  A.  Morris,  M.D.,  Naples,  Fla. 

Lewis  E.  Morrison,  M.D.,  Indianapolis 
Augusto  J.  Nuval,  M.D.,  Ocala,  Fla. 

David  D.  Oak,  M.D.,  LaPorte 
Joseph  P.  Ornelas,  M.D.,  Merrillville 
Melvin  J.  Powell,  M.D.,  Fort  Wayne 
Daniel  T.  Ramker,  M.D.,  Hammond 
John  G.  Rhorer,  M.D.,  Marion 
John  A.  Robb,  M.D.,  Indianapolis 
Robert  J.  Rohn,  M.D.,  Indianapolis 
George  A.  Ros,  M.D.,  Warsaw 
Max  W.  Rudicel,  M.D.,  Naples,  Fla. 

Merrill  W.  Rusher,  M.D.,  Fort  Wayne 
Charles  H.  Rushmore,  M.D.,  Zionsville 
Wallace  A.  Scea,  M.D.,  Muncie 
William  C.  Schafer,  M.D.,  Washington 
Karl  R.  Schlademan,  M.D.,  Fort  Wayne 
Alexander  Shevick,  M.D.,  Valparaiso 
W.K.  Sloan,  M.D.,  Cape  Coral,  Fla. 

Gordon  L.  Smith,  M.D.,  Evansville 
Chester  A.  Stayton,  M.D.,  Indianapolis 
John  H.  Sterne,  M.D.,  Pompano  Beach,  Fla 
Gerald  J.  Thomas,  M.D.,  Merrillville 
Hugh  M.  Tomlin,  M.D.,  Muncie 
John  M.  Tondra,  M.D.,  Indianapolis 
Samuel  B.  Vagner,  M.D.,  South  Bend 
Josephine  Van  Fleet,  M.D.,  Indianapolis 
Albert  J.  Venables,  M.D.,  Sun  City,  Ariz. 
Floyd  B.  Walker,  M l),  Fort  Wayne 
Clarence  H.  Walton,  M.D.,  Peoria,  Ariz. 
Francis  B.  Warrick,  M.D.,  Richmond 
Raymond  W.  Weitemier,  M.D.,  Richmond 
Roland  E.  Weitzel,  M.D.,  Princeton 
Hugh  L.  Williams,  M.D.,  Indianapolis 
James  M.  Wilson,  M.D.,  South  Bend 
William  R.  Witt,  M.D.,  Sarasota,  Fla. 
Kenneth  R.  Woolling,  M.D.,  Indianapolis 
Richard  P.  Yoder,  M.D.,  Bluffton 
Robert  L.  Young,  M.D.,  Munster 
Robert  O.  Zink,  M.D.,  Madison.  □ 
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Account 


Indiana^^ 

State 

Medical  ^ 
Association 


The  ISMA  provides  members  with  a great  IRA  opportunity.  When  you 
take  a good  look  at  the  ISMA  IRA,  you’ll  seriously  want  to  consider 
rolling  over  your  existing  IRA  funds. ..Here’s  why! 


6%  current  interest  rate* 

principal  and  interest  earned  guaranteed 

guaranteed  minimum  rate 

no  service  charges  or  fees 

easy  access  to  your  money 

no  penalties  for  withdrawals  or  surrenders** 

totally  investment  grade  portfolio 

• no  junk  bonds 

• 60%  invested  in 
U.S.  Government  and 
U.S.  Treasury  securities 

• overall  portfolio 
quality  rating  of  “AAA”, 
the  highest  bond  rating 
classification 


Available  through  ISMA  Insurance  Agency. 


To  rollover  your  IRA  funds,  simply  contact  your  ISMA  Benefits  represen- 
tative, tollfree,  1-800-442-ISMA. 


* as  of  12/1/92;  check  for  current  rate 

**  IRS  penalty  imposed  for  monies  withdrawn  prior  to  age  59  1/2 
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Auxiliary  offers  help  with  mini-internship  program 


Trudy  Urgena 

ISMA  Auxiliary  President 

Health  care  reform  has 
become  the  legislative  issue  of  the 
'90s.  To  be  able  to  favorably  in- 
fluence the  outcome  of  health  care 
legislation,  especially  on  the  state 
level,  grassroots  physicians  and 
their  spouses  must  become  in- 
volved in  the  legislative  decision- 
making process. 

The  mini-internship  program 
is  ideal  for  involving  both  the 
medical  society  and  its  auxiliary 
in  educating  legislators  about  the 
realities  of  medicine  and  health 
care  delivery.  Endorsed  by  the 
American  Medical  Association 
(AMA),  the  mini-internship  pro- 
gram is  designed  to  help  legisla- 
tors and  community  leaders  un- 
derstand the  pressures  and  con- 
cerns of  physicians.  Done  at  the 
county  level,  the  mini-internships 
offer  a firsthand  opportunity  for 
people  who  affect,  implement  or 
report  on  health  care  policy  to 
experience  the  daily  practice  (and 
frustrations)  of  medicine. 

Benefits  of  this  firsthand  expe- 
rience include: 

• promoting  understanding 
through  personal  experience; 

• informing  the  legislator  of 
problems  in  health  care  delivery; 

• countering  any  inaccurate 
preconceptions  legislators  may 
have  regarding  health  care  deliv- 
ery; and 

• creating  a future  physician 
resource  for  the  legislator. 

What  better  way  for 
grassroots  physicians  to  become 
involved  in  the  legislative  deci- 
sion-making process  than  to  do 
what  they  do  best:  caring  for 
patients?  The  only  difference 
would  be  a legislator  "intern" 


shadowing  them  during  a typical 
day  to  learn  the  realities  of  medi- 
cal care. 

The  role  of  the  county  auxil- 
iary, in  counties  without  medical 
society  executive  staff,  is  overall 
administration  and  implementa- 
tion of  the  mini-internship  pro- 
gram. After  the  medical  society 
identifies  participants,  the  auxil- 
iary presents  the  orientation  ses- 
sion and  explains  the  program. 

The  AMA's  resource  book 
How  to  Start  a Mini-Internship  Pro- 
gram is  a step-by-step  guide  for 
county  medical  societies  and  aux- 
iliaries to  use  in  planning,  sched- 
uling and  coordinating  a Mini- 
Internship  Program.  How  to  Start 
a Mini-Internship  Program  is  avail- 
able with  a video  that  presents 
scenes  from  an  actual  program. 

The  mini-internship  program 
has  been  successful  in  numerous 
states,  including  Ohio,  Illinois, 


Iowa  and  Oregon.  Allen  and 
Vanderburgh  county  medical  soci- 
eties have  successfully  conducted 
the  mini-internships  in  Indiana. 

The  mini-internship  program 
can  be  implemented  regardless  of 
county  medical  society  size  and  is 
adapted  to  the  needs  and  re- 
sources of  each  medical  society 
and  auxiliary. 

In  today's  health  care  environ- 
ment of  spiraling  costs,  criticism, 
litigation  and  misunderstanding, 
the  mini-internship  program  is  an 
opportunity  to  address  these  con- 
cerns. This  high-impact  commu- 
nity relations  program  creates  the 
atmosphere  for  positive  attitude 
changes  through  personal  experi- 
ence. 

The  ISMA  Auxiliary  is  in- 
structing county  auxiliaries  on 
how  to  assist  local  medical  societ- 
ies in  implementing  the  mini- 
internship program.  □ 


T, 


County  auxiliary  legislative  activities 


he  flurry  of  election  season  is  over,  and  as  the  dust  settles,  it  is  time 
to  recoup,  take  stock  and  plan  for  our  legislative  future.  Our  emphasis 
since  May  has  been  on  voter  registration  and  many,  if  not  most,  of  our 
county  auxiliaries  have  participated  in  this  effort.  Tippecanoe  County  regis- 
tered all  its  new  physicians  and  spouses,  and  Delaware/Blackford,  Allen 
and  Lloyd  counties  also  undertook  major  registration  initiatives. 

Allen  County  held  their  annual  Legislative  Forum,  which  was  well- 
attended  by  legislative  candidates  and  the  medical  community. 

Vanderburgh  and  Clark  counties  held  joint  auxiliary /medical  society  din- 
ners with  legislative  focus  and  forums. 

Betty  Wolverton,  ISMA  Auxiliary  legislative  co-chair,  provided  a legis- 
lative information  booth  at  the  ISMA  convention  in  October.  Andy  Kuipers, 
ISMA  Auxiliary  co-chair,  attended  the  Legislative  Forum  on  Social  Concerns 
held  at  the  Westin  Ffotel  on  Nov.  17. 

Delaware-Blackford  will  start  their  Legislative  Study  Group  with  the 
beginning  of  the  state  legislative  session.  Bartholomew-Brown  is  reactivat- 
ing their  phone  tree. 

Day  At  The  Capitol  will  be  Feb.  17  at  the  Embassy  Suites  in  downtown 
Indianapolis.  Physicians  are  encouraged  to  attend. 

Topics  will  include  how  to  organize  for  legislative  effectiveness,  lobby- 
ing your  legislator,  planning  and  implementing  a county  legislative  mini- 
internship program  and  a legislative  update.  □ 
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This  publication  is  available  in  microform 


(Si 


UMI  reproduces  this  publication  in  microform:  micro- 
fiche and  16  or  35mm  microfilm.  For  information  about 
this  publication  or  any  of  the  more  than  16,000 
periodicals  and  7,000  newspapers  we  offer,  complete 
and  mail  this  coupon  to  UMI,  300  North  Zeeb  Road, 
Ann  Arbor,  Ml  48106  USA.  Or  call  us  toll-free  for  an  im- 
mediate response:  800-521-0600  From  Alaska  and 
Michigan  call  collect  313-761-4700.  From  Canada 
call  toll-free  800-343-5299. 

UMI 

A Bell  & Howell  Company 

300  North  Zeeb  Road,  Ann  Arbor,  Ml  48106  USA 

800-521-0600  toll-free 

313-761-4700  collect  from  Alaska  and  Michigan 
800-343-5299  toll-free  from  Canada 


4 


_ 


Please  send  me  information  about  the  titles  I’ve  listed 
below: 


Name. 
Title 


Company/Institution. 

Address 

City/State/Zip 

Phone  ( )_ 


The  #1  priority  at  Auto  Buyers  Network  is  to  provide  you  with  an  easy,  timely,  and 
affordable  way  to  purchase  your  next  new  or  used  car,  truck  or  van.  Tell  us  the  make  and 
model  vehicle  that  you  prefer  and  we  do  the  legwork.  No  more  disputing  with  salesmen, 
wondering  and  worrying  if  you’re  getting  a “good  deal.”  We  can  even  arrange  leasing  or 
financing  utilizing  the  best  rates  available  from  several  participating  lenders. 

▲ Personalized  Service  Statewide  a 


Bill  Prewitt 

40  West  40th  Street,  Indianapolis,  IN  46208 
317/  921-1537  or  800/736-0172 
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■ physicians'  directory 


CARDIOLOGY 

- DIAGNOSTIC  & INTERVENTIONAL 

NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 

William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

providing 

Cardiology  & Cardiac  Catheterization 

Cass  A.  Pinkerton,  M.D. 

Transesophageal  Echocardiography 

James  W.  Van  Tassel,  M.D. 

Stress  Echocardiography 

Dennis  K.  Dickos,  M.D. 

Doppler  & Echocardiography 

John  D.  Slack,  M.D. 

Exercise  Stress  Testing 
Coronary  Angioplasty 

Charles  M.  Orr,  M.D. 

Nuclear  Cardiology 

Jane  Howard,  M.D. 

Pacemaker  Surveillance 

James  H.  Adlam,  M.D. 

Holter  Monitoring 
Percutaneous  Valvuloplasty 

V.  Michael  Bourmque,  M.D. 

Electrophysiology  Testing 

Frank  J.  Green,  M.D. 

Coronary  Atherectomy 

Nancy  A.  Branyas,  M.D. 

Myocardial  Biopsy 

Charles  P.  Taliercio,  M.D. 

Automatic  Implantable 

Cardioverter  Defibrillator 

Bruce  F.  Waller,  M.D. 

A-V-Node  Ablation 

Thomas  F.  Peters,  M.D. 

Signal  Averaged  Electrocardiography 

Lawrence  E.  Gering,  M.D. 

Nutrition  Services 
Cardiac  Rehabilitation 

Edward  F.A.  Fry,  M.D. 

Tilt  Table  Testing 

James  B.  Hermiller,  M.D. 

Permanent  Pacemaker  Implantation 

Office:  317-871-6666 

With  additional  offices 

Suite  400 

1-800-732-1482 

located  in: 

St.  Vincent  Professional  Building 

1-800-CHD-PTCA 

Anderson  .Brazil 

8402  Harcourt  Road 

1-800-CAD-PTCA 

Carmel  .Kokomo 

Indianapolis,  Indiana  46260 

FAX:  317-871-6019 

Marion  • Ferre  Haute 

THE 

HEART  CENTER  OF 

INDIANA 
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A new  era  in  heart  care  has  begun.. 

Now  open 


The 


Heart 


Center 

of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  W.  Jefferson  Blvd. 
Fort  Wayne,  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne.  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


-800-777-2297 
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CARDIOLOGY 


Indiana 

Heart 

Physicians, 

Inc 


a member  of  the 

Indianapolis  Regional  Heart  Center 
at  St.  Francis 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  .300 

Office 

Appointment  Scheduling 
Cardiac  Tfesting  Center 
Tbll  Free  (Nationwide) 

Consulting  Offices  at: 

Greenwood 
Shelbyville 


Indiana  Heart  Physicians  at  Columbus 
3154  North  National  Road,  Suite  C 

Office  812-379-2020 

Tbll  Free  (Indiana)  800-331-4765 


Physicians 


H.  0.  Hickman,  Jr.,  M.D.,  FACC 
Thomas  M.  Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph.D.,  FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
Emily  A.  Diltz,  M.D.,  FACC 
John  E.  Batchelder,  M.D.,  FACC 
Mark  D.  Cohen,  M.D.,  FACC 
William  J.  Berg,  M.D. 

Thomas  D.  Hughes,  D.O. 

George  E.  Revtyak,  M.D.,  FACC 
Jeffrey  Mossier,  M.D. 

Irwin  Labin,  M.D.,  FACC 

at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 

providing 

Cardiology  and  Cardiac 
Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
E lectrophysiology 
Percutaneous  Valvuloplasty 
Nuclear  Cardiology 
Stress  Echocardiography 
Exercise  Stress  Testing 
Holter  Monitoring 
ECG  Event  Monitoring 
Permanent  Pacemaker  Implantation 
Pacemaker  Surveillance 
Color  Flow  Doppler  Echocardiography 
Laser  Angioplasty 

Trans-Telephonie  Pacemaker  Analysis 


Noninvasive  Peripheral 
Vascular  Evaluation 
Signal  Average  EKG 
Myocardial  Biopsy 
Tilt  Thble  Tbsting 
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CARDIOLOGY 


Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 
Don  B.  Ziperman,  M.D.,  F.A.C.C. 
Bradley  A.  Weinberg,  M.D. 


are  pleased  to  announce  the  association  of 

Richard  A.  Hahn,  M.D. 

for  the  practice  of  cardiology. 


• Cardiology  & Cardiac  Catheterization 

• Coronary  Angioplasty 

• Laser  Angioplasty 

• Coronary  Atherectomy 

• Echocardiography 

• Transesophageal  Echocardiography 

• Color  Flow  Imaging 


• Nuclear  Cardiology 

• Stress  Testing 

• Holter  Monitoring 

• Pacemaker  Surveillance 

• Permanent  Pacemaker  Implantation 

• Evaluation  of  Cardiac  Risk  Factors 

• Cardiac  Rehabilitation  Program 


East  Location 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office~(317)  355-1500 
Referring  Physician  Line~(317)  355-1100 


North  Location 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office~(317)  841-5385 
Referring  Physician  Line~(317)  841-5386 
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CARDIOLOGY 

The  Heart  Center  of  Marion 

Prakash  N.  Joshi,  M.D.,  F.A.C.C.  providing 

Diplomate,  American  Board  of  Cardiology 

Internal  Medicine  & Cardiovascular  Electrocardiogram 
Diseases  Exercise  Stress  Testing 

Doppler  & 

Subodh  S.  Gupte,  M.D.,  F.A.C.C.  Echocardiography 

Diplomate,  American  Board  of  Stress 

Internal  Medicine,  Cardiovascular  Echocardiography 

Diseases  and  Advanced  Achievement  Holter  Monitoring 
in  Internal  Medicine 

703  Chapel  Pike 
Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 

Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 

DOCTORS 

These  spaces  are  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-4762. 
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One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients  in 
Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

BEECH  GROVE 

CRAWFORDSVILLE 

DANVILLE 

GREENCASTLE 

GREENSBURG 

KOKOMO 

LEBANON 

SURGERY  CENTER 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

7439  Woodland  Drive,  Indianapolis,  IN  46278 


o. 


Member.  American  Society 
ol  Plastic  and  Reconstructive  Surgeons 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


317-328-1100 
1-800-332-3943 
FAX:  317-328-6948 


Wally  Zollman  M.D.,  F.A.C.S.,  Twatchai  Yamcharern  M.D.,  F.A.C.S.,  Richard  S.  Troiano  M.D.,  F.A.C.S.,  H.  Marshall  Trusler,  M.D.,  FAC.S. 


PLASTIC  SURGERY 

PLASTIC  SURGERY 

MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Stephen  W.  Perkins,  md, facs 

• William  R.  Nunery,  m.d,  fac.s 

• Ronald  T.  Martin,  MO 

• A.  Michael  Sadove,  md,  fac.s. 

• Barbara  K.  Siwy,  md,  fac.s. 


Facial,  Ophthalmic  & General 
Plastic  Surgery  • Anesthesiology 

Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


Ct  AMERICAN  SOCIETY  OF 

| PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

® 

John  G.  Pantzer  Jr.,  M.D.,  EA.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

“Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours /day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  FRIDAY  8:30  A M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 


Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John's 

2210  Jockson  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 


BREAST  DISEASES 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Risk  assessment  Indianapolis,  IN  46260 

Surgical  Oncology 

of  the  breast  Appointment  by  referral 
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NEPHROLOGY  & INTERNAL 

CHRONIC  MAINTENANCE 
OUTPATIENT 

MEDICINE,  INC. 

HEMODIALYSIS 

Thomas  Wm.  Alley,  M D , FACP  Douglas  F,  Johnstone,  M.D. 

George  W Applegate,  M D Wendy  L,  Kindig.  M D 

Richard  Bloch.  M D LeRoy  H King,  Jr.,  M D FACP 

Charles  B Carter.  M.D.  Barry  F Krieble,  M.D. 

William  H Dick,  M D , FACP  Mary  A.  Margolis,  M.D. 

Theodore  F Hegeman,  M D.  Tim  E Taber,  M D 

1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  46202 
Tel:  317-924-8425 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

By  Physician  Referral 

For  further  information  contact 

Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis.  Renal  Transplantation.  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 

NEPHROLOGY  & INTERNAL  MEDICINE.  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 

HAND  SURGERY 

HAND  SURGERY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  5.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof  Bldg 

3417  S Sherman  Dr  . Suite  F 1550  E County  Une  Rd  ..  Suite  315 

Beech  Grove.  IN  46107  Indianapolis.  IN  46227 

(31  7]  783-1319  (31  7]  888-0004 
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You  Don 't  Have  to  Be  Sick  to  Get  Better 

•0 

The  Davis  Psychiatric  Clinic,  Inc. 

Child,  Adolescent,  Adult,  Geriatric,  Marital,  Sexual,  Forensic,  Substance  Abuse,  Consultant  Service  and 

Psychological  Testing  and  Evaluation 

Larry  Davis,  M.D. 

Judith  Campbell  M.D. 

R.  Peter  Mohlman,  M.D. 

William  E.  Murray,  M.D. 


1431 N.  Delaware  263-5200 
Child  and  Adolescent  263 -5204 


Vorth  Side  Office 

11075  X Pennsylvania  571-6011 

24  Hour  Emergency  631-3466 


PSYCHIATRY 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  Johns 

2210  Jockson  Street 
Anderson.  Indiona  460 1 6 

1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Amilable 

North:  St.  Vincent’s  Professional  Bldg.,  Suite  726,  Indianapolis 
Tuesday,  Thursday  & Friday  • 317-871-6000 
South:  Community  South  Professional  Bldg.,  Suite  M,  Indianapolis 
Monday  & Wednesday  • 317-887-7790 
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PERIPHERAL  VASCULAR  SURGERY 


VASCULAR  SURGERY,  P.C. 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  336-6413 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  581-6020 


\kscular_i 

Diagnostics 

^ r Mobile 

\m-imasive 

— Testing 


Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Sajjad  M.  Hussain,  M.D. 


^ The  Vascular  lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 


John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 
Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 

ORTHOPAEDIC  SURGERY 

FRANK  WU,  M.D. 

DIPLOMATE, 
AMERICAN  BOARD 
OF  ALLERGY  & 
IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317)  872^1213 


Professional 
Orthopaedics,  Inc. 

JAMES  L.  KAISER,  M.D 


1400  North  Ritter  #320  . 

82nd  & Shadeland 

If  No  Answer  Call 


• ORTHOPAEDIC  SURGERY 

• JOINT  REPLACEMENT 

• BACK  SURGERY 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

1400  North  Ritter  #320 
Indianapolis,  IN  46219 

(317)  355-1600 

OFFICE  ANSWERS  DAY  S NIGHT 


355-1  BOO 
.355-1600 
.631-3466 


ONCOLOGY 


• 

Offering  comprehensive  cancer  care,  including: 

■ Cancer  Detection 

■ Chemotherapy 

■ Radiation  Therapy  (Linear  Accelerator) 

Oncology  Associates 

■ Biologic  Therapy 

■ Education  and  Support  Services 

Michael  A.  Cross,  M.D. 

Board  Certified,  Radiology  (Therapeutic) 

■ Hospital,  Home  and  Hospice  Care 

John  R.  Pancoast,  M.D. 

Board  Certified,  Internal  Medicine 

Dearborn  County  Hospital  Professional  Building 
606  Wilson  Creek  Road.  Suite  130 
Lawrenceburg,  Indiana  47025 
(812)  537-1911 

and  Medical  Oncology/Hcmatology 

John  F.  Sacco,  M.D. 

Oncology  Associates’  16  physician  members  have  additional  offices  in  Cincinnati, 

Board  Certified.  Internal  Medicine 

Montgomery  and  Middletown,  Ohio;  and  Crestview  Hills,  Kentucky.  The  practice 

and  Radiology  (Therapeutic) 

offers  outpatient  care  and  clinics  in  1 1 hospitals  throughout  the  Tri-State  area. 
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ONCOLOGY  — HEMATOLOGY 


INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany  — Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Centra!  Office  Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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Physicians: 

ROGER  ROBISON 
TAE  CHUNG 
ED  DVORAK 


^Therapy 


Radiation  Oncology  Services  for  Southwest  Indiana 


VINCENNES  BRAZIL 

Good  Samaritan  Hospital  Clay  County  Hospital 

(812)  885-3939  (812)  448-2675 


ROGER  ROBISON,  M.D.,  F.A.C.P. 
M.D.  Anderson, 

1980 


TAE  CHUNG,  M.D. 
Chicago  Hines,  V.A. 
1976 


ED  DVORAK,  M.D. 
U.T.M.B.  Galveston, 
1974 


24-Hour  Consultation  - 812-331-8018 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

DEVDAS  SHETH,  M.D. 


Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 


| 
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TRANSPLANTATION 


Heart  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 
Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D David  Hormuth,  M.D. 

Transplantation  offers  patients 

Program  Cardiologist:  Douglas  Pitts,  M.D. 

with  end-stage  organ  disease  their  only 

Kidney  Transplantation 
Pancreas  Transplantation 

Surgical  Director:  Brian  Haag,  M.D. 

opportunity  for  true  rehabilitation... 

Surgeons:  Larry  Stevens,  M.D., 

Dale  A.  Rouch,  M.D. 

Program  Nephrologist:  Charles  Carter,  M.D. 

Lung  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 
Program  Pulmonologist: 

Michael  Niemeier,  M.D. 

Methodist  Transplant  Center 

24-hour  referral:  800  772-7788 

Liver  Transplantation 

Surgical  Director:  Dale  A.  Rouch,  M.D. 
Surgeons:  Larry  Stevens,  M.D., 

Brian  Haag,  M.D. 

Program  Pediatric  Gastroenterologist: 

Susan  Maisel,  M.D. 

Program  Hepatologist:  Stephen  C.  Pappas,  M.D. 

Bone  Marrow  Transplantation 

Co-Director:  Luke  Akard,  M.D. 
Co-Director:  Jan  Jansen,  M.D.,  Ph.D. 

M Methodist 

ft  Hospital  INDIANA 

Corneal  Transplantation 

Surgical  Director.  Stephen  Johnson,  M.D. 

Tissue/Bone  Bank 

Surgical  Director  David  A.  Fisher,  M.D. 

The  Difference  is  Experience 

P.O.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 
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ORTHOPAEDIC  SURGERY 


A H O O S I E R 
TRADITION 
SINCE  1962 


ORTHOPAEDICS  INDIANAPOLIS 

“ Celebrating  Three  Decades 
of  Orthopaedic  Excellence” 


DonaldS.  Blackwell,  M.D. 

F.R  Brueckmann,  MD,  FA  C.S 
Anthony  R Lasich,  M D 
William  0 Irvine,  M.D. 

Joseph  C.  Randolph,  M D 
Donald  E Russell,  M.D. 

Mark  R.  Stevens,  M D 
Terry  R Trammell,  M D 
Andrew  J.  Vicar,  M D 
Vincent  L.  Fragomeni,  M D 
John  K.  Schneider,  M.D 
Joseph  R Baele,  M.D 
Sanford  S.  Kunkel,  M D 
David  A Fisher,  M D 
D Kevin  Scheid,  M.D 
Michael  F Coscia,  M.D 
Dean  C.  Maar,  M.D 
DavidS  Brokaw,  M.D 
FIenry  G.  Stein,  M D.,  F.A.C.S. 
Orthopaedic  Surgeons 

Robert  C Gregori,  M.D 
Physical  Medicine  & Rehabilitation 

Joint  Reconstruction 
Trauma 

Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
& Deformity  Correction 

Orthopaedics  Indianapolis 
1801  N.  Senate,  Suite  200 
Indianapolis,  IN  46202 

317-923-5352 
1-800-223-3381 
FAX:  317-924-0115 

Indianapolis* 

Zionsville*  Danville 
Speedway*Greencastle 
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COMPREHENSIVE  REHABILITATION 


We’re  Working  to  Make  Life  Better 

At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 

Rehabilitation  Medical  Director 

Hospital 

A Continental  Medical  Systems  Facility 


Kokomo 


Our  60-bed  hospital  features  sophisticated 
high-tech  equipment,  a total  barrier-free 
environment  and  highly  trained  therapists. 

Give  us  a try.  Your  patients  and  you  will  be 
pleased  with  the  results. 

- William  T.  Lester.  MD. 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injury  • Spinal  Cord  Injury  • Amputation  • Orthopedic  Disorders 
Neurological  Disorders  • Ventilator  Weaning  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


0 

Joint  Commission 

on  Accreditation  ol  Healthcare  Organizations 


For  Referral  or  Admission 
Information 
1-800-886-LIFE 
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This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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.1  he  introduction  of 
vulcanite  in  1851  not  only  brought 
the  cost  of  artificial  teeth  within 
reach  of  the  masses  but  also  revo- 
lutionized how  dentists  made 
dentures. 

Most  people  could  not  afford 
artificial  teeth  until  Nelson 
Goodyear,  the  brother  of  rubber 
magnate  Charles  Goodyear,  dis- 
covered a technique  to  change 
flexible  rubber  into  a hard 
unyielding  substance  that  Nelson 
Goodyear  named  vulcanite.  After 
this  discovery,  vulcanite  replaced 
gold  as  the  material  that  dentists 
preferred  for  the  construction  of 
denture  bases. 

Besides  its  strength  and  dura- 
bility, vulcanite  possessed  the 
qualities  of  lightness,  insolubility 
in  oral  secretions  and  an  impervi- 
ousness to  fluids.  In  addition,  a 
dentist  could  color  vulcanite  by 
injecting  vermilion,  a sulphuret  of 
mercury,  into  the  rubber  com- 
pound before  vulcanization  - the 
application  of  intense  heat  to 
harden  rubber  and  other  com- 
pounds. 

The  introduction  of  vulcaniza- 
tion and  the  discovery  of 
vulcanite  enabled  dentists  to  pro- 
duce artificial  teeth  again.  The 
time  required  to  make  dentures 
had  prompted  most  dentists  by 
the  early  1800s  to  take  impres- 
sions of  the  patients'  mouths  and 
then  employ  craftsmen  to  produce 
acceptable  dentures. 

However,  exposure  to  the 
techniques  of  vulcanization 
prompted  dentists  to  retain  their 
impressions  and  make  the  artifi- 
cial teeth  in  their  offices.  This 
technology  provided  dentists  with 


more  control  over  the  production 
of  dentures  for  their  patients. 

After  making  an  impression  of 
a patient's  mouth  with  plaster  of 
Paris,  a dentist  used  gutta-percha 
or  another  modeling  compound  to 
create  temporary  base  plates  for 
the  upper  and  lower  gums.  The 
dentist  typically  saturated  the 
impressions  with  cold  water  to 
prevent  any  adhesion  that  might 
occur  when  the  dentist  heated  the 
modeling  compound  to  form  the 
base  plates. 

Having  arranged  and  adjusted 
the  artificial  teeth  properly,  the 
dentist  attached  the  teeth  to  the 
temporary  base  plates  by  platina 
pins  contained  inside  the  teeth. 
Throughout  the  1800s,  dental 
companies  supplied  dentists  with 
these  artificial  teeth,  manufactured 
primarily  from  ivory  and,  then 
increasingly,  from  human  teeth 
removed  from  corpses. 

Once  each  temporary  base 
plate  was  completed,  the  dentist 
used  a vulcanizing  flask  to  form 
the  necessary  matrix  or  mold. 

The  box-shaped  flask,  which  re- 
quired screws  to  hold  the  various 
parts  together,  consisted  of  a 
lower  section  sealed  on  one  end, 
an  upper  section  opened  on  each 
end  and  a lid. 

After  partially  filling  the 
flask's  lower  section  with  plaster, 
the  dentist  placed  a temporary 
base  plate  into  the  flask,  ensuring 
that  the  plaster  did  not  rise  too 
far.  Leaving  the  teeth  untouched, 
the  dentist  then  oiled  the  visible 
parts  of  the  temporary  base  plate. 

Once  the  flask's  upper  section 
was  in  place,  the  dentist  filled  the 
flask  with  plaster,  clamped  the  lid 
onto  the  flask  and  heated  the  en- 


tire container  sufficiently  to  soften 
but  not  melt  the  gutta-percha. 
When  the  dentist  separated  the 
flask's  upper  and  lower  sections, 
the  temporary  base  plate  re- 
mained attached  to  the  flask's 
lower  section  while  the  teeth  re- 
mained affixed  to  the  flask's  up- 
per section. 

The  dentist  then  heated  the 
flask's  upper  section  enough  to 
apply  narrow  strips  of  the  rubber 
compound  around  the  platina 
pins.  Using  a single  piece  of  rub- 
ber to  form  the  palatial  convexity, 
the  dentist  finished  packing  the 
flask's  upper  section,  carefully 
removed  the  temporary  base  plate 
from  the  flask's  lower  section, 
reassembled  the  flask's  two  sec- 
tions in  their  original  positions 
and  placed  the  sealed  flask  into  a 
vulcanizer,  which  applied  intense 
heat  to  harden  the  rubber  com- 
pound. 

The  Indiana  Medical  History 
Museum  currently  explores  vulca- 
nization and  other  contributions 
Americans  have  made  to  the  de- 
velopment of  professional  den- 
tistry in  an  exhibit  titled  "Ameri- 
cans in  a New  Age  of  Dentistry." 
Tourists  may  visit  the  museum, 
located  on  the  grounds  of  Central 
State  Hospital  in  Indianapolis, 
from  10  a.m.  to  4 p.m.,  Wednes- 
days through  Saturdays,  and  at 
other  times  by  appointment.  □ 

Sources:  1)  Malvin  E.  Ring, 
D.D.S.:  Dentistry:  An  Illustrated 
History,  (1985)  and  2)  Joseph 
Richardson,  M.D.,  D.D.S.:  A Practi- 
cal Theatre  on  Mechanical  Dentistry, 
(1893). 
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Aesthetic  Surgery 

Indianapolis. 

Diego  Marriott  Hotel 

The  1993  Aesthetic  Surgery  of  the 

Mar.  10  - Focused  Seminar  on 

& Marina,  San  Di- 

Aging Face  seminar  will  be  held 

Rhinitis  and  Sinusitis 

ego,  Calif. 

March  3 through  7 at  the  Radisson 

for  the  Primary  Care 

Mar.  17-18-  Pediatric  Critical 

Hotel  in  Indianapolis.  The  semi- 

Physician, Radisson 

Care,  Hyatt  Regency, 

nar  is  sponsored  by  Beeson  Facial 

Plaza  & Suite  Hotel, 

Indianapolis. 

Plastic  & Reconstructive  Surgery 

Indianapolis. 

Mar.  26-27-  ATLS  (tentative). 

in  Indianapolis  and  the  American 

Apr.  4-6  - 1993  Symposium  on 

Methodist  Hospital, 

Academy  of  Facial  Plastic  & Re- 

Breast Imaging,  Uni- 

Indianapolis. 

constructive  Surgery. 

versity  Place  Confer- 

Apr. 30  - Behavioral  Care, 

For  more  information,  call 

ence  Center,  India- 

Omni Severin,  India- 

Carrie Van  Dyke,  (317)  846-2988. 

napolis. 

napolis. 

Apr.  23  - 16th  Annual  Arthur 

May  12  - Toxicology,  Adam's 

Nasser,  Smith  & Pinkerton 

B.  Richter  Confer- 

Mark Hotel,  India- 

Nasser, Smith  & Pinkerton  Cardi- 

ence in  Child  Psy- 

napolis, sponsored  in 

ology  in  Indianapolis  will  present 

chiatry,  University 

conjunction  with  the 

Echocardiography  1993:  Practical 

Place  Conference 

Indiana  Chapter 

Applications  for  Clinicians  March 

Center,  Indianapolis. 

American  College  of 

5 at  the  Ritz  Charles  in  Carmel. 

Apr.  26-28-  Update  Workshop  in 

Emergency  Physi- 

For more  information,  call 

Echocardiographic 

cians. 

Janet  MacAbee,  (317)  871-6089. 

Techniques,  Univer- 

May 14-15-  Medicine  & Political 

sity  Place  Conference 

Controversies  in 

Reid  Hospital 

Center,  Indianapolis. 

Vascular  Disease, 

Reid  Hospital  & Health  Care  Ser- 

Apr. 30  - Advances  in 

Radisson  Hotel,  In- 

vices in  Richmond  will  sponsor 

Urological  Oncology, 

dianapolis. 

the  Third  Annual  Pediatric  Semi- 

Myers Auditorium, 

For  details,  call  Mary  Pate, 

nar  on  the  Treatment  of  Pediatric 

IUPUI  campus,  In- 

(317) 929-3733. 

Emergencies  Feb.  16. 

dianapolis. 

For  more  information,  call 

Apr.  30-  - Minimally  Invasive 

Indpls.  Regional  Heart  Center 

Marie  Hopper,  (317)  983-3112. 

May  1 Surgery  and  Its 

The  Indianapolis  Regional  Heart 

Complications,  Uni- 

Center at  St.  Francis  in  Beech 

Indiana  University 

versity  Place  Confer- 

Grove will  sponsor  these  CME 

The  Indiana  University  School  of 

ence  Center,  India- 

courses: 

Medicine  will  sponsor  these 

napolis. 

Feb.  27-28  - Cardiology  Update 

courses: 

For  more  information,  call 

1993,  Hyatt  Regency, 

Feb.  13-14-  Annual  Meeting  of 

Liza  Beaty,  (317)  274-8353. 

Indianapolis. 

the  Indiana  Society 

Mar.  24-25-  Cardiac  Refresher 

of  Anesthesiologists 

Methodist  Hospital 

Course:  Invasive 

and  Anesthesiology 

Methodist  Hospital  of  Indiana  in 

Cardiology. 

Update,  Westin  Ho- 

Indianapolis will  sponsor  these 

Apr.  8 - Cardiac  Refresher 

tel,  Indianapolis. 

CME  courses: 

Course:  Non- 

Mar.  1 - Advances  in 

Feb.  5 - Occupational  Medi- 

invasive Cardiology. 

Craniomaxillofacial 

cine  Conference, 

Apr.  22  - Cardiac  Refresher 

Surgery,  University 

Methodist  Hospital, 

Course:  Non- 

Place  Conference 

Indianapolis. 

invasive  Cardiology. 

Center,  IUPUI  cam- 

Mar. 6 - Cardiology  Update 

Apr.  28-29-  Cardiac  Refresher 

pus,  Indianapolis. 

1993,  University 

Course:  Cardiac 

Mar.  3 - Routing  Prenatal 

Place  Conference 

Care. 

Evaluation  for  Con- 

Center, Indianapolis. 

For  more  information,  call 

genital  Heart  Dis- 

Mar. 12-13-  Pelvic  Floor 

Brandon  Roger  (317)  783-2776.  J 

ease,  Omni  Severin, 

Electrodiagnosis,  San 
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XRNETT 

CLINIC 


Lafayette, 

Indiana 


About  the  Multispecialty 
Medical  Group 

Arnett  Clinic  has  served  Tippecanoe 
County  and  surrounding  counties  in 
Mid-North  Central  Indiana  since  1922. 
Arnett  physicians  introduced  the 
area’s  first  dialysis  service,  performed 
the  area’s  first  open  heart  surgery, 
and  developed  the  community’s  first 
heart  catheterization  laboratory.  In 
seven  outpatient  facilities,  over  95 
specialists  and  subspecialists  provide 
medical  and  surgical  services  in 
virtually  every  specialty  field.  The 
bulk  of  Arnett’s  referral  patients 
reside  within  a fourteen-county  area 
surrounding  Lafayette,  Indiana,  with  a 
drawing  area  of  over  300,000  people. 

Ambulatory  walk-in  clinics  in 
Lafayette  and  West  Lafayette  sup- 
plement primary  clinic  services. 
Arnett  Urgent  Care  Centers  are  open 
from  8 a.m.  until  8 p.m.  every  day, 
and  staff  members  provide  diagnosis 
and  treatment  for  any  medical  problem 
which  does  not  reguire  ambulance 
transport. 

Arnett  physicians  provide  hospital 
support  services  at  two  nearby 
community  hospitals,  Home  Hospital 
with  365  beds,  and  St.  Elizabeth 
Hospital  with  375  beds.  Arnett  has 
diversified  into  other  healthcare 
fields,  including  Arnett  Health  Systems 
(an  HMO)  and  the  corporate  affiliates 
of  Arnett  Medical  Supply  and  Arnett 
Pharmacy. 


Opportunities 

The  Arnett  Clinic  is  currently  seeking 
BE/BC  candidates: 

Cardiology 
Dermatology 
Family  Practice 
General  Internal  Medicine 
OB/GYN 

Occupational  Medicine 

Oncology 

Orthopaedics 

Physical  Medicine  & Rehabilitation 


Practice  Setting 

At  this  time,  over  95  physicians  work 
for  Arnett  Clinic.  One  of  the  most 
practical  reasons  for  affiliation  with 
Arnett  is  the  availability  of  ancillary 
staff  to  support  clinic  operations. 
Administrative,  Laboratory,  and 
Radiology  services  are  available 
on-site,  making  our  practice  envi- 
ronment an  integrated,  comprehensive, 
and  convenient  healthcare  resource 
center.  The  patient  base  in  Lafayette 
stems  from  a balanced  mix  of  indus- 
trial and  university  communities. 

We  are  an  equal  opportunity  employer. 


Benefits 

Our  Medical  Staff  members  enjoy 
competitive  salaries  and  a generous 
benefit  package.  During  the  first  two 
years  of  employment,  Arnett  offers 
a guaranteed  minimum  salary  with  a 
production  bonus.  After  two  years  of 
successful  practice  experience, 
shareholder  status  with  a productivity 
incentive  formula  is  available.  An 
excellent  profit-sharing  and  invest- 
ment plan  is  also  available. 


Other  benefits  include  health  coverage 
via  Arnett  HMO  or  other  group  insur- 
ance, disability,  and  life  insurance 
plans.  A generous  fund  for  continuing 
education  is  available  to  clinic 
physicians. 

Community 

Lafayette,  Indiana  is  a thriving, 
low-crime  community  located  in  a 
county  of  approximately  132,000 
people.  Purdue  University,  known  for 
academic  leadership  in  the  areas  of 
engineering,  agriculture,  humanities, 
and  sciences,  and  for  Big  Ten  Sports, 
is  nearby.  Money  Magazine  recently 
identified  Lafayette  as  one  of  the  top 
14  cities  in  which  to  live  in  the  U.S.A. 


For  more  information, 
please  contact: 

John  C.  Horner 

Director  of  Physician  Recruitment 
Arnett  Clinic 
2600  Greenbush  Street 
Lafayette,  IN  47904 
(317)  448-8000 

Toll  Free  Nationwide,  1-800-899-8448 
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Ivan  F.  Bennett,  M.D. 

Dr.  Bennett,  73,  an  Indianapolis 
psychiatrist,  died  Nov.  9 at  his 
home. 

He  was  a 1944  graduate  of 
Jefferson  Medical  College  of  Tho- 
mas Jefferson  University  in  Penn- 
sylvania and  a veteran  of  the 
Army  Medical  Corps. 

Dr.  Bennett  was  director  and 
senior  physician  at  Lilly  Laborato- 
ries for  27  years,  retiring  in  1985. 
He  also  was  an  associate  staff 
physician  at  Wishard  Memorial 
Hospital  and  a professor  of  psy- 
chiatry at  the  Indiana  University 
School  of  Medicine.  He  previ- 
ously worked  for  State  Hospital  in 
Harrisburg,  Pa.,  and  Veterans 
Hospital  in  Coatsville,  Pa.,  before 
becoming  chief  of  psychiatric  re- 
search at  Veterans  Hospital  in 
Washington,  D.C.  Dr.  Bennett 
was  a fellow  of  the  American 
College  of  Physicians  and  a mem- 
ber of  the  American  Psychiatric 
Association  and  the  American 
College  of  Neuropsychopharma- 
cology. 

Milton  V.  Caldwell,  M.D. 

Dr.  Caldwell,  76,  a retired  Terre 
Haute  radiologist,  died  Oct.  12  at 
St.  Vincent  Hospital  in  Indianapo- 
lis. 

He  was  a 1939  graduate  of  the 
State  University  of  New  York  at 
Buffalo  and  an  Army  veteran. 

Dr.  Caldwell  was  a radiologist 
for  50  years,  retiring  from  Wabash 
Valley  Radiologists  in  1984.  He 
was  a diplomate  of  the  American 
Board  of  Radiology  and  a member 
of  the  Radiological  Society  of 
North  America. 

F.R.  Nicholas  Carter,  M.D. 

Dr.  Carter,  100,  a former 
South  Bend  health  officer,  died 
Nov.  15  at  his  home  in  South 
Bend. 


He  was  a 1921  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Carter  was  city  health 
officer  for  many  years,  beginning 
in  1935.  He  also  was  director  of 
the  U.S.  Public  Health  Clinic,  the 
Indiana  Public  Health  Association 
and  the  St.  Joseph  County  Cancer 
Society.  He  retired  from  his 
medical  practice  in  1961. 

Clarence  E.  Ehrlich,  M.D. 

Dr.  Ehrlich,  54,  chairman  of  the 
department  of  obstetrics  and  gy- 
necology at  the  Indiana  University 
School  of  Medicine,  died  Oct.  30. 

He  was  a 1965  graduate  of  the 
Baylor  College  of  Medicine  and  an 
Air  Force  Medical  Corps  veteran. 

Dr.  Ehrlich  was  the  William 
H.  and  Sallie  E.  Coleman  Profes- 
sor at  I.U.  He  joined  the  faculty 
in  1973  as  director  of  the  section 
of  gynecologic  oncology  and  was 
named  chairman  of  the  depart- 
ment in  1981.  He  made  interna- 
tionally significant  research  contri- 
butions to  the  field  of  gynecologic 
oncology,  such  as  studies  on  the 
diagnosis  and  treatment  of  endo- 
metrial and  ovarian  cancers.  He 
was  executive  director-elect  of  the 
American  Board  of  Obstetrics  and 
Gynecology  and  director  of  the 
board's  Division  of  Gynecologic 
Oncology.  Dr.  Ehrlich  was  presi- 
dent of  the  Indiana  Section  of  the 
American  College  of  Obstetricians 
and  Gynecologists  and  had  been 
president  of  the  Society  of  Gyne- 
cologic Oncologists  and  the  Felix 
Rutledge  Society. 

Donald  H.  Ferguson,  M.D. 

Dr.  Ferguson,  69,  an  Anderson 
internist,  died  Sept.  23  at  St. 
Vincent  Hospital  in  Indianapolis. 

He  was  a 1949  graduate  of  the 
University  of  Virginia  School  of 
Medicine  and  a veteran  of  the  U.S. 


Air  Force  and  the  U.S.  Army. 

Dr.  Ferguson  was  an  internist 
in  Anderson  for  the  past  35  years 
and  had  been  on  the  staff  at  St. 
John's  Medical  Center.  He  was  a 
member  of  the  American  Society 
of  Internal  Medicine. 

Roy  L.  Fultz,  M.D. 

Dr.  Fultz,  67,  a retired 
Jeffersonville  anesthesiologist, 
died  Sept.  13  at  Clark  Memorial 
Hospital. 

He  was  a 1953  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
World  War  II. 

Dr.  Fultz  had  a general  prac- 
tice in  Salem  for  16  years,  was  an 
anesthesiologist  in  Clark  County 
for  19  years  and  was  Washington 
County  coroner  from  1968  to  1972. 

Charles  E.  Geckler,  M.D. 

Dr.  Geckler,  75,  a retired  Muncie 
pathologist,  died  Oct.  18  at  his 
home. 

He  was  a 1942  graduate  of  the 
Ohio  State  University  College  of 
Medicine. 

Dr.  Geckler  was  a general 
practitioner  in  Ohio  before  mov- 
ing to  Muncie  in  1949  to  practice 
pathology.  He  and  his  wife  oper- 
ated a Christmas  tree  farm  in 
northeastern  Delaware  County  for 
more  than  30  years. 

Herman  Hepner,  M.D. 

Dr.  Hepner,  64,  a Kendallville 
family  physician,  died  Nov.  6 at 
his  home. 

He  was  a 1952  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Hepner  had  been  a physi- 
cian in  Kendallville  since  1953, 
retiring  in  1991,  and  along  with 
another  doctor  and  a dentist,  built 
the  city's  Medical  Arts  Clinic.  His 
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mother,  father,  grandfather  and 
two  uncles  were  physicians.  He 
and  his  wife  were  avid  motorcy- 
clists and  also  collected  snakes, 
which  they  showed  to  children 
during  visits  to  area  schools. 

Robert  P.  Lloyd,  M.D. 

Dr.  Lloyd,  73,  a former  Fort 
Wayne  surgeon,  died  Sept.  5.  He 
was  living  in  New  Smyrna  Beach, 
Fla.,  at  the  time  of  his  death. 

He  was  a 1944  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  Medical 
Corps  veteran. 

Dr.  Lloyd  was  a general,  tho- 
racic and  cardiovascular  surgeon 
in  Fort  Wayne  from  1951  to  1983. 
He  was  a fellow  of  the  American 
College  of  Surgeons  and  a past 
president  of  the  Indiana  Heart 
Association. 

Roland  E.  Miller,  M.D. 

Dr.  Miller,  77,  a retired  West 
Lafayette  pediatrician,  died  Sept.  1 
in  St.  Elizabeth  Medical  Center  in 
Lafayette. 

He  was  a 1940  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  Medical 
Corps  veteran  of  World  War  II. 


Dr.  Miller  was  a pediatrician 
for  37  years  in  the  Lafayette  area 
and  was  school  physician  for  the 
Lafayette  School  Corp.  for  30 
years  before  retiring  in  1988.  He 
was  a past  president  of  Home 
Hospital  and  St.  Elizabeth  Hospi- 
tal Medical  Center  medical  staffs 
and  was  state  chairman  of  the 
Indiana  Chapter  of  the  American 
Academy  of  Pediatrics  from  1964 
to  1970. 

Paul  W.  Schmiedicke,  M.D. 

Dr.  Schmiedicke,  91,  who  had 
served  as  the  Purdue  University 
Student  Health  Center  physician, 
died  Nov.  10  at  the  Mulberry 
(Ind.)  Lutheran  Home. 

He  was  a 1931  graduate  of  the 
University  of  Wisconsin  Medical 
School. 

Dr.  Schmiedicke  had  been  the 
health  officer  for  West  Lafayette. 

Julius  T.  Steffen,  M.D. 

Dr.  Steffen,  93,  a retired  Wabash 
family  physician,  died  Oct.  9 at 
his  home. 

He  was  a 1941  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  I. 


Dr.  Steffen  was  a family  phy- 
sician in  Wabash  for  37  years.  He 
was  a member  of  the  American 
Academy  of  Family  Physicians 
and  had  served  on  the  Wabash 
County  Hospital  board  of  direc- 
tors and  the  Wabash  County 
Board  of  Public  Health.  In  1968 
he  was  named  "Man  of  the  Year" 
by  the  Presbyterian  Church,  and 
in  1975  he  received  the  Kiwanis 
Club  Legion  of  Honor  degree  for 
30  years  of  service. 

Howard  S.  Williams  Jr.,  M.D. 

Dr.  Williams,  82,  a retired  India- 
napolis emergency  physician,  died 
Sept.  27  at  St.  Vincent  Hospital  in 
Indianapolis. 

He  was  a 1936  graduate  of  the 
Tulane  University  School  of  Medi- 
cine and  an  Army  Medical  Corps 
veteran  of  World  War  II. 

Dr.  Williams  was  in  private 
practice  20  years  before  joining 
the  emergency  department  staff  at 
Community  Hospital  in  India- 
napolis. There  he  helped  establish 
a full-time  emergency  department 
for  physicians,  the  first  in  Indiana. 
He  served  on  former  Gov.  Otis 
Bowen's  Emergency  Medical 
Commission.  □ 
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$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties, 
you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army 
Reserve. 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon-Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  which  offers  a bonus 
to  eligible  physicians  who  reside  in  certain  geographic 
areas  (Pennsylvania,  West  Virginia,  Ohio,  Michigan, 


Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You 
would  receive  a $10,000  bonus  for  each  year  you  serve 
as  an  Army  Reserve  physician — for  a maximum  of  three 
years. 

You  may  serve  near  your  home,  at  times  convenient  for 
you,  or  at  Army  medical  facilities  in  the  United  States 
and  abroad.  There  are  also  opportunities  to  attend  con- 
ferences and  participate  in  special  training  programs, 
such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical 
Personnel  Counselors: 

CALL  COLLECT  317-542-3758 


ARMY  RESERVE.  BE  ALL  YOU  CAN  BE: 
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Drs.  William  J.  Berg  and  Thomas 
D.  Hughes,  members  of  Indiana 
Heart  Physicians  in  Indianapolis, 
were  elected  fellows  of  the  Ameri- 
can College  of  Cardiology. 

Dr.  Frederick  M.  Kelvin,  an 
Indianapolis  radiologist,  spoke  on 
radiographic  evaluation  of  the 
pelvic  floor  during  a conference 
on  pelvic  floor  disorders  at  Rush- 
Presbyterian-St.  Luke's  Medical 
Center  in  Chicago. 

Dr.  Edward  C.  Wheeler  of 
Carmel  was  named  a fellow  of  the 
American  College  of  Radiology. 

Dr.  J.  Thomas  Benson,  an 
Indianapolis  obstetrician  and  gy- 
necologist, is  editor  of  a recently 
published  book  titled  Female  Pelvic 
Floor  Disorders:  Investigation  and 
Management,  available  from 
Norton  Medical  Books. 

Dr.  Tod  C.  Huntley  of  Head 
and  Neck  Surgery  in  Indianapolis 
spoke  on  “Intraoperative  Radia- 
tion Therapy  for  Advanced  or 
Recurrent  Salivary  Gland  Malig- 
nancies" at  the  Third  International 
Conference  on  Head  and  Neck 
Cancer  in  San  Francisco. 

Dr.  Gregory  T.  Hardin,  an 
Indianapolis  orthopaedic  surgeon, 
spoke  on  meniscal  tear  diagnosis, 
evaluation  and  treatment  at  the 
University  of  Indianapolis,  De- 
partment of  Physical  Therapy. 

Dr. 

Stephen  W. 
Perkins,  an 

Indianapolis 
facial  plastic 
and  reconstruc- 
tive surgeon,  is 
serving  a one- 
year  term  as 
secretary-elect 
of  the  Ameri- 
can Academy  of  Facial  Plastic  and 
Reconstructive  Surgeons 
(AAFPRS).  During  the  AAFPRS 
annual  meeting  in  Washington, 


Dr.  Perkins 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


September 

Alexander,  C.  Kurt,  Muncie 
Bitar,  Jihad,  Lafayette 
Carroll,  Mary  E.  Davis,  Crown  Point 
Diaz,  David  R.,  Indianapolis 
Feuer,  Henry,  Indianapolis 
Fouts,  John  B , Fort  Wayne 
Glassley,  Stephen  H.,  Fort  Wayne 
Goyne,  Cheryl,  Valparaiso 
Harper,  Kimberly  A.  Young,  Carmel 
Hochstetler,  Mark  A.,  Fort  Wayne 
Hoog,  John  M.,  Fort  Wayne 
Hull,  Joel  I , Chesterton 
Johnston,  Philip  E.,  Indianapolis 
Keener,  Gerald  T.,  Indianapolis 
Kho,  James  B.,  Terre  Haute 
Knuth,  Keith  R.,  Indianapolis 
Kolettis,  John  G.,  Merrillville 
Luerssen,  Thomas  G.,  Indianapolis 
Ng,  Anastacio  C.,  Indianapolis 
Nowak,  Gregory  S.,  Elkhart 
Poor,  Maria  C.,  Indianapolis 
Roach,  Eugene  G.,  Anderson 
Rold,  James  F.,  Evansville 
Romain,  Louis  F.,  Fort  Wayne 
Samaddar,  Prasoon  K.,  Bedford 
Sandock,  Mark  S.,  South  Bend 
Schultz,  Karl  W.,  Granger 
Seitz,  Katrina  A.,  Indianapolis 


Sharvelle,  Derek  J.,  Lafayette 
Von  Stein,  G.  Alan,  Bargersville 
Yolles,  Elliott  A.,  Indianapolis 
Zieg,  R.  Daniel,  Indianapolis 


October 

Armbuster,  Thomas  G.,  Fort  Wayne 
Bingle,  Glenn  J.,  Indianapolis 
Feliciano,  Elpidio  G.,  Clinton 
Ferree,  Mary  M.,  Indianapolis 
Fitko,  James,  Valparaiso 
Guha,  Durga  D , Clinton 
Habegger,  Elmer  D.,  Indianapolis 
Hansell,  Richard  S.,  Indianapolis 
Hutter,  George  E.,  Fishers 
Johnson,  Robert  D.,  Madison 
Lustig,  William  F.,  Columbus 
Micon,  Larry  T.,  Indianapolis 
Nasr,  Suhayl  J.,  Michigan  City 
O'Brien,  Francis  E.,  Rensselaer 
Pitts,  Neal  C.,  Bluffton 
Prasad,  Mridula  R.,  Merrillville 
Rayes,  Hassan,  Princeton 
Rehn,  Charles  E.,  Brownsburg 
Riley,  Henry  S.,  Madison 
Sawlani,  Tulsi  C.,  Valparaiso 
Storm,  Richard  M.,  Indianapolis 
Waksman,  Alberto,  Bluffton 


D.C.,  he  taught  a master  seminar 
on  transconjunctival  blepharo- 
plasty  and  a course  on  chemical 
peel  and  participated  in  a panel 
discussion  on  transconjunctival 
blepharoplasty.  Dr.  Perkins,  in 
conjunction  with  colleagues  who 
previously  studied  at  his  plastic 
surgery  center,  presented  two 
papers  to  the  AAFPRS;  topics  of 
the  papers  were  "Herpes  Prophy- 
laxis for  Chemical  Peel  and 
Dermabrasion"  and  "The  Use  of 
Submentoplasty  to  Enhance  Cervi- 
cal Recontouring  in  Facelift  Sur- 


gery." He  was  a panelist  discuss- 
ing "Photo  Documentation  for 
Facial  Plastic  Surgery"  and 
“Lighting  Considerations  in  Com- 
puter Imaging"  at  the  fall  meeting 
of  the  AAFPRS  in  Birmingham, 
Ala.  Dr.  Perkins  spoke  on 
rhinoplasty,  blepharoplasty,  and 
forehead  and  brow  lifts  at  the 
annual  meeting  of  the  Mexican 
Society  of  Facial  Plastic  Surgeons 
in  Acapulco. 

Drs.  William  R.  Nunery, 
Stephen  W.  Perkins  and  A. 
Michael  Sadove  of  Indianapolis 
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were  faculty  members  at  a facial 
plastic  surgery  seminar  sponsored 
by  the  Indiana  University  School 
of  Medicine.  Dr.  Nunery  spoke 
on  reconstruction  of  the  paralytic 
eyelid  and  eyelid  reconstruction. 
Dr.  Perkins  led  a discussion  on 
scar  revision  and  was  on  a panel 
about  facial  trauma  and  nasal 
defects.  Dr.  Sadove  presented 
seminars  on  scalp  reconstruction 
and  facial  reanimation  and  partici- 
pated in  panels  on  traumatic  facial 
and  nasal  defects,  midfacial  de- 
fects and  facial  paralysis.  During 
the  fall  meeting  of  the  American 
Society  of  Ophthalmic  Plastic  and 
Reconstructive  Surgery,  Dr. 
Nunery  was  a panelist  for  a dis- 
cussion of  "Hydroxyapatite  Or- 
bital Implant"  and  discussed  a 
paper  on  "Smoking  as  a Cause  of 
Ophthalmic  Graves'  Disease,  co- 
authored with  colleague  Dr.  Ro- 
nald T.  Martin.  At  the  annual 
meeting  of  the  American  Acad- 
emy of  Ophthalmology,  Dr. 
Nunery  participated  in  panel  dis- 
cussions on  orbital  fractures  and 
eyelid  surgery. 

Activities  and  accomplishments 
of  physicians  from  Orthopaedics 
Indianapolis  include  the  following: 
Dr.  F.  Robert  Brueckmann  spoke 
on  femur  fractures  at  the  American 
Fracture  Association  Conference  in 
Anchorage,  Alaska.  Dr.  William 
O.  Irvine  wrote  an  article  on  "Feet 
Under  Force:  Treating  Sprains  and 
Strains"  that  appeared  in  The  Phy- 
sician & Sports  Medicine.  Dr. 
Sanford  S.  Kunkel  spoke  on  ACL 
reconstruction  at  the  AAOS  meet- 
ing in  Palm  Springs,  Calif.  Dr. 
Andrew  j.  Vicar  spoke  on  common 
office  hand  problems  at  Dukes  Me- 
morial Hospital  in  Peru. 

Dr.  George  E.  Hutter  of  Fish- 
ers was  named  a fellow  of  the 
American  Academy  of  Family 
Physicians. 


Dr.  Daniel  M.  Overcash  has 

opened  an  internal  medicine  prac- 
tice at  3500  Lafayette  Road  in 
Indianapolis. 

Dr.  Max  Mertz  of  Goshen 
won  the  drawing  for  free  partici- 
pation in  the  ISMA's  Practice  As- 
sessment/ Quality  Improvement 
(PA/QI)  program.  The  drawing 
was  held  at  ISMA's  annual  meet- 
ing last  October.  PA/QI  is  a new 
risk  management  program  spon- 
sored by  the  ISMA  and  Physicians 
Insurance  Company  of  Indiana. 

Dr.  Richard  S.  Troiano,  a 
specialist  in  hand,  reconstructive 
and  plastic  surgery  in  Indianapo- 
lis, has  successfully  completed  the 
examination  for  certification  of 
added  qualification  in  surgery  of 
the  hand. 

Newly  elected  members  of  the 
Methodist  Health  Foundation 
Board  of  Directors  in  Indianapolis 
are  Drs.  Richard  F.  Graffis,  Bev 
T.  Maxam,  Eugene  Van  Hove  and 
Donald  L.  Wilson. 

Dr.  Donn  R.  Chatham  of  New 
Albany  was  elected  to  the  Ameri- 
can Board  of  Facial  Plastic  and 
Reconstructive  Surgery  Board  of 
Directors. 

Dr.  Donald  J.  Hooker  has 

retired  after  30  years  as  a family 
physician  in  Ligonier. 

Dr.  Frank  Hare,  a Madison 
internist,  was  honored  by  King's 
Daughters'  Hospital,  which  dedi- 
cated the  intensive  care  unit  in  his 
name;  he  recently  retired  after  38 
years  of  service  in  the  Madison 
area. 

Dr.  Michael  A.  Hinshaw,  a 

Richmond  general  surgeon,  re- 
ceived the  1992  Paul  S.  Rhoads 
M.D.  Humanity  in  Medicine 
Award  from  Reid  Hospital  in 
Richmond. 

Dr.  Randall  C.  Blake,  an 

Anderson  urological  surgeon,  was 
elected  president  of  the  Madison 


County  board  of  directors  of  the 
American  Cancer  Society. 

Dr.  Stephen  J.  Jay,  senior  vice 
president  for  academic/medical 
affairs  at  Methodist  Hospital  in 
Indianapolis,  received  the  Tony 
and  Mary  Hulman  Health 
Achievement  Award  from  the 
Indiana  Public  Health  Foundation. 

Three  Richmond  doctors  re- 
cently retired;  they  are  Dr.  James 
R.  Daggy,  family  physician  for  40 
years;  Dr.  John  H.  Mader,  inter- 
nist for  44  years;  and  Dr.  Morris 
C.  Snyder,  family  physician  for  47 
years. 

Dr.  R.  Buckland  Thomas  was 

named  medical  director  for  the 
behavioral  sciences  department  at 
St.  Mary's  Medical  Center  in 
Evansville. 

Dr.  Robert  C.  Stone,  a 

Ligonier  family  physician,  was 
honored  for  his  33  years  of  public 
health  service  by  the  Noble 
County  Health  Board;  he  served 
as  health  officer  for  15  of  those 
years. 

Dr.  Warren  L.  Bergwall,  a 

Muncie  family  physician,  officially 
retired  after  40  years  in  private 
practice;  he  continues  as  Ball  Me- 
morial Hospital's  hospice  program 
director  and  a hospital  staff  mem- 
ber. 

Dr.  Edward  R.  Bush,  an 

Anderson  general  practitioner, 
was  named  St.  John's  Children's 
Clinic  Volunteer  of  the  Year. 

Dr.  Alfred  A.  Serritella,  a 
LaPorte  gastroenterologist,  was 
one  of  six  physicians  honored  by 
the  Greater  Chicago  Chapter  of 
the  Crohn's  and  Colitis  Founda- 
tion of  America;  he  helped  found 
the  chapter. 

Dr.  Patricia  Harper,  an  India- 
napolis radiologist,  was  elected 
president  of  the  Indiana  division 
of  the  American  Cancer  Society. 

Dr.  Thomas  G.  Hamilton,  a 
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Columbia  City  family  physician, 
retired  after  42  years  in  practice. 

Dr.  Samuel  M.  Wentworth,  a 
Danville  pediatrician,  received  the 
Sagamore  of  the  Wabash  Award 
from  Gov.  Evan  Bayh;  he  special- 
izes in  diabetes  in  his  Danville 
office  and  satellite  offices  in  Terre 
Haute  and  Indianapolis. 

Dr.  Thomas  K.  Browne,  a 
pulmonary  specialist,  is  the  new 
president  of  the  medical  staff  at 
Deaconess  Hospital  in  Evansville. 
Dr.  James  A.  Rang,  an  orthopaedic 
surgeon,  is  president-elect. 

Dr.  Frank  W.  Peyton,  a 
Lafayette  obstetrician  and  gyne- 
cologist, retired  after  55  years  in 
practice;  he  founded  the  Woman's 
Clinic  in  Lafayette  and  delivered 
more  than  11,000  babies. 

Dr.  Robert  H.  Rang,  a Wash- 
ington, Ind.,  surgeon,  has  retired; 
he  opened  his  practice  in  Daviess 
County  in  1949. 

Dr.  Robert  A.  Craig  has  re- 
tired after  46  years  as  a Syracuse 
family  physician.  □ 

New  ISMA  members 
Andre  K.  Artis,  M.D.,  Gary,  inter- 
nal medicine. 

Thomas  R.  Baeker,  M.D., 
Louisville,  Ky.,  hematology. 

Diane  E.  Begley,  M.D.,  West 
Lafayette,  family  practice. 

Michael  Berkowitz,  M.D., 
Indianapolis,  physical  medicine 
and  rehabilitation. 

William  C.  Biehl  III,  M.D., 
Michigan  City,  orthopaedic  sur- 
gery. 

Lisa  N.  Booth,  M.D.,  Fort 
Wayne,  family  practice. 

Irwin  F.  Borowski,  M.D., 
Cayuga,  obstetrics  and  gynecol- 

, °gy- 

Michelle  O.  Boyer,  M.D., 
Brownsburg,  family  practice. 

Gregory  W.  Brown,  M.D., 


Columbus,  anatomic /clinical  pa- 
thology. 

Steven  L.  Cauble,  M.D., 
Goshen,  psychiatry. 

Daniel  R.  Cecil,  M.D.,  Fishers, 
emergency  medicine. 

Ronald  C.  Childs,  M.D.,  Gary, 
orthopaedic  surgery. 

Min  K.  Choi,  M.D.,  India- 
napolis, internal  medicine. 

Brian  E.  Coleman,  M.D., 

Gary,  orthopaedic  surgery. 

Neal  E.  Coleman,  M.D., 
Muncie,  anesthesiology. 

Cheryl  A.  Crawford,  M.D., 
Dale,  family  practice. 

Daniel  J.  Cummiskey,  M.D., 
Fort  Wayne,  orthopaedic  surgery. 

Floy  E.  Detwiler,  M.D., 
Hagerstown,  family  practice. 

John  M.  Diveris,  M.D.,  Gary, 
orthopaedic  surgery. 

Eduard  Dvorak,  M.D., 
Vincennes,  radiation  oncology. 

David  K.  Evans,  M.D.,  India- 
napolis, cardiovascular  surgery. 

Thomas  J.  Failinger,  M.D., 
Greenfield,  cardiovascular  dis- 
eases. 

Joseph  J.  Fata,  M.D.,  India- 
napolis, plastic  surgery. 

John  A.  Fayyad,  M.D.,  Michi- 
gan City,  child  psychiatry. 

Rebecca  E.  Galante,  M.D., 
Dyer,  internal  medicine. 

Ruta  P.  Gandhi,  M.D., 
Mishawaka,  allergy  and  immunol- 
ogy- 

Kiran  Gojnur,  M.D.,  Chicago, 
emergency  medicine. 

Mythili  Gurram,  M.D.,  Evans- 
ville, internal  medicine. 

Sudheer  Gurrma,  M.D., 
Evansville,  internal  medicine. 

Robert  W.  Gutekunst,  M.D., 
Munster,  anatomic/clinical  pa- 
thology. 

Richard  A.  Hahn,  M.D.,  In- 
dianapolis, cardiovascular  dis- 
eases. 

Jeffrey  L.  Harris,  M.D.,  Fort 


Wayne,  family  practice. 

Kevin  K.  Hart,  M.D.,  Muncie, 
internal  medicine. 

Douglas  J.  Hatler,  M.D., 
Evansville,  family  practice. 

June  D.  Hillelson,  D O.,  In- 
dianapolis, internal  medicine. 

Olaf  B.  Johansen,  M.D., 
Mooresville,  colon  and  rectal  sur- 
gery. 

Ian  Johnson,  M.D.,  Michigan 
City,  obstetrics  and  gynecology. 

John  G.  Jones,  M.D.,  New 
Palestine,  emergency  medicine. 

Sai  R.  Karlapudi,  M.D., 
Muncie,  allergy  and  immunology. 

James  H.  Kim,  M.D.,  Oak 
Brook,  111.,  anesthesiology. 

Thomas  E.  Klootwyk,  M.D., 
Indianapolis,  orthopaedic  surgery. 

Kiran  U.  Koka,  M.D., 

Kokomo,  psychiatry. 

Jeff  B.  Latham,  M.D.,  India- 
napolis, anesthesiology. 

Abdul  G.  Loya,  M.D., 
Naperville,  111.,  emergency  medi- 
cine. 

Debra  J.  Madura,  M.D., 
Lafayette,  obstetrics  and  gynecol- 
ogy- 

Jeannine  M.  McMahon,  D.O., 
Crown  Point,  obstetrics  and  gyne- 
cology. 

Margaret  R.  Miser,  M.D., 
Indianapolis,  obstetrics  and  gyne- 
cology. 

Kevin  D,  Neese,  M.D., 
Batesville,  internal  medicine. 

Rosita  S.  Ngu,  M.D.,  Munster, 
anatomic/clinical  pathology. 

Gregory  P.  Nicholson,  M.D., 
Indianapolis,  orthopaedic  surgery. 

Jose  Pabon,  M.D.,  Munster, 
anatomic/clinical  pathology. 

Stephen  C.  Pappas,  M.D., 
Indianapolis,  gastroenterology. 

Stephen  O.  Pastan,  M.D., 
Bloomington,  internal  medicine. 

Jancy  G.  Pottanat,  M.D., 
Washington,  family  practice. 

Kevin  A.  Rahn,  M.D.,  Fort 
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Wayne,  orthopaedic  surgery. 

Mark  A.  Richter,  M.D.,  South 
Bend,  internal  medicine. 

L.  Ralph  Rogers,  M.D.,  Evans- 
ville, obstetrics  and  gynecology. 

Edward  J.  Ryan,  M.D.,  New 
Albany,  neurology. 

Joseph  G.  Samyn,  M.D., 
Crown  Point,  internal  medicine. 

Luis  A.  Santos-Cruz,  M.D., 
Indianapolis,  gastroenterology. 

Rick  C.  Sasso,  M.D.,  Carmel, 
orthopaedic  surgery. 

David  M.  Scheidler,  M.D., 
Indianapolis,  urological  surgery. 

Bruce  W.  Schneider,  M.D., 
Evansville,  gastroenterology. 

Mark  P.  Schopper,  M.D., 
Brownsburg,  family  practice. 

Mary  Beth  Schueth,  M.D., 
Carmel,  internal  medicine. 

Roya  V.  Seysan-Sabour, 

M.D.,  Richmond,  family  practice. 

Dinesh  M.  Shah,  M.D.,  High- 
land, internal  medicine. 

Ketan  K.  Sheth,  M.D., 


Lafayette,  pediatrics,  allergy. 

Curtis  E.  Shinabarger,  M.D., 
Evansville,  otolaryngology. 

Thomas  J.  Singel  II,  D.O., 
Chicago,  emergency  medicine. 

Pradeeep  K.  Singh,  M.D., 
Bloomington,  internal  medicine. 

Robert  C.  Smith  Jr.,  M.D., 
Fort  Wayne,  family  practice. 

Thomas  A.  Soisson,  M.D., 
South  Bend,  pediatrics. 

Franklin  L.  Spain  Jr.,  M.D., 
Lafayette,  general  surgery. 

Lucia  M.  Spears,  M.D.,  India- 
napolis, diagnostic  radiology. 

Donald  E.  Stork,  D O., 
Munster,  family  practice. 

Leslie  F.  Stork,  M.D., 
Munster,  family  practice. 

Stephen  J.  Strycker,  M.D., 
South  Bend,  anesthesiology. 

Thomas  J.  Sweeney,  D O., 
South  Bend,  internal  medicine. 

Hassan  Tavakkoli,  D O.,  In- 
dianapolis, ophthalmology. 

John  R.  Thompson,  M.D., 


Nashville,  child  psychiatry. 

Richard  F.  Thompson  Jr., 
M.D.,  Fort  Wayne,  psychiatry. 

Donald  R.  Troyer,  M.D., 

South  Bend,  family  practice. 

Luis  L.  Villarruel,  M.D., 
Seymour,  family  practice. 

Denise  C.  Weaver,  M.D., 
Munster,  infectious  diseases. 

Edward  A.  White,  D.O., 
Evansville,  family  practice. 

Kurt  A.  Wiese,  M.D., 

Munster,  obstetrics  and  gynecol- 

ogy- 

Jeffrey  L.  Witt,  M.D.,  Rich- 
mond, family  practice. 

James  C.  Yelton,  M.D.,  Evans- 
ville, orthopaedic  surgery. 

Residents 

Glenn  A.  Loomis,  M.D.,  India- 
napolis, family  practice. 

Erik  B.  Throop,  M.D.,  India- 
napolis, general  surgery.  O 


112 


INDIANA  MEDICINE/January/February  1 99c 


THE 

BLACKBURN-DALY 


COMMITMENT 
TO  EXCELLENCE 
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5155  EAST  65TH  STREET  INDIANAPOLIS,  IN  46220 

317-465-9290 


Potters  Cove  • Eagle  Creek  West  Shore  • 5400  North  Potters  Pike 


One  acre  wooded  lots  with  water  access  from 
each,  walk-outpotential,  and  dockspace.  Avail- 
able utilities  include  city  sewer,  private  well, 
natural  gas,  electricity,  and  telephone.  Close  to 
Eagle  Creek  Golf  Course  and  Park.  Convenient 
to  downtown.  Priced  from  $85,000.  For  addi- 
tional information,  please  call: 


TALK  TO  H 

TUCKER 


T\icker  Hawkins 
Off:  844-4200 
VM:  580-7850 


F.  C.  Tucker  Company,  Inc. 
Realtors  Since  1918 
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EMERGENCY  MEDICINE  - South- 
eastern Indiana/Greater  Cincin- 
nati. Full-time  emergency  medi- 
cine position  available  July  1993. 
Rural  setting.  30-minute  commute 
from  Cincinnati.  Be  a part  of  a 
four-member  team  at  a modern 
E.D.  facility  with  17,000  annual 
visits.  Compensation  130K  plus 
bonus  and  full  benefits.  Desire  BC/ 
BP  in  IM,  EM,  FP.  ACLS/ATLS  re- 
quired. For  more  information,  con- 
tact Jeff  Kennedy  or  Steve 
Gunderson,  M.D.,  at  1-800-676- 
5572. 

WISCONSIN -MICHIGAN  - What  are 
your  prerequisites  for  a practice? 
Strelcheck  & Associates,  an  exten- 
sion of  our  clients'  recruiting  de- 
partments, has  several  opportuni- 
ties that  might  be  of  interest  to 
you.  We  currently  represent  our 
clients  in  the  areas  of  dermatol- 
ogy, emergency  medicine, 
neurosurgery,  occupational  medi- 
cine, oncology,  orthopaedics, 
orthopaedics-hand, 
otolaryngology,  psychiatry  and 
urology.  Locations  in  metropolitan 
areas,  mid-size  cities,  on  lakes, 
streams  or  near  forests  - you 
choose.  To  discuss  your  practice 
preferences  and  these  opportuni- 
ties, please  call  our  toll-free  num- 
ber, 1-800-243-4353,  or  send  your 
CV  to  STRELCHECK  & ASSOCIATES, 
INC.,  10624  N.  Port  Washington 
Road,  Mequon,  Wl  53092. 

INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE, URGENT  CARE,  OB/GYN  AND 
ACADEMICS:  Locations  from  the 
lakes,  rivers  and  forests  of  the 
Great  Lakes  area  to  the  rolling 
plains  of  the  Heartland  to  the  Lone 
Star  State.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  sur- 
rounded by  nature  and  the 
beauty  of  the  four  seasons,  the 
peaceful  rolling  farm  country  or 
perhaps  life  in  historic  villages  - 
there  is  something  for  everyone. 
Positions  with  single  and  multi- 
specialty clinics  or  solo  with  call 
coverage  are  available.  Please 
call  our  toll-free  number,  1-800-243- 
4353,  or  send  your  CV  to 


STRELCHECK  8c  ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

FAMILY  PRACTITIONERS/INTERNISTS- 
BC/BE  - Saint  John's  Health  Care 
Corporation,  a member  of  the 
Holy  Cross  Health  System,  is  a 371- 
bed  facility  in  central  Indiana. 

Saint  John's  was  recognized  by 
the  JCAHO  as  a top  10%  quality 
organization  in  the  nation.  Very 
competitive  compensation  and 
incentives  are  available  to  quali- 
fied physicians  locating  in  the  Saint 
John's  service  area.  Anderson, 

Ind.,  is  a pleasant  60,000-resident 
community  close  to  Indianapolis 
with  the  advantages  of  a major 
metropolitan  area.  Send  CV  or 
contact  Steven  Pavik,  Director, 
Medical  Staff  Affairs,  Saint  John's 
Health  Care  Corp.,  2015  Jackson 
St.,  Anderson,  IN  46016,  (317)  646- 
8303. 

FOR  SALE:  Medical  waste  incinera- 
tor. Model  No.  54.  Type  waste  4. 
For  information,  call  (317)  769-4285. 

FAMILY  PRACTICE  PHYSICIAN  - 

Physician  wanted  to  complement 
progressive  clinic  in  Columbus,  Ind. 
Must  be  sincere,  open-minded 
and  willing  to  work  with  a physical 
therapist  and  a chiropractor.  Full 
or  part-time  considered.  Send  CV 
to  Dr.  Mark  Allen,  9150  W.  Raintree 
Dr.  S„  Columbus,  IN  47201. 

$180K  GUARANTEED:  FPs/GPs  earn 
great  personal  income  and  enjoy 
excellent  call  coverage.  Benefit 
from  major  university  within  20  min- 
utes, two  metro  areas  within  1 1 /2 
hours.  Package  includes  attrac- 
tive bonus,  paid  overheads  and 
interview  expenses.  For  more  infor- 
mation, send  your  CV  to  Bill  Cox  of 
Harris  Kovacs  Alderman,  5420 
Southern  Ave.  West,  Suite  407, 
Indianapolis,  IN  46241  or  call  1-800- 
776-7901,  ext.  2-024.  You  may  also 
fax  your  CV  to  (317)  247-8533. 

$130K  GUARANTEED:  All  family 
practices  in  town  are  full  and 
payer  mix  includes  75%  insurance. 


Share  1 :5  call  in  solo  setting,  asso- 
ciate with  quality  existing  practice 
or  work  in  satellite  clinic.  Beautiful 
lake  nearby,  three  metro  areas 
within  one  hour.  Package  includes 
paid  overhead,  bonuses  and  tem- 
porary housing.  For  more  informa- 
tion, send  your  CV  to  Bill  Cox  of 
Harris  Kovacs  Alderman,  5420 
Southern  Ave.  West,  Suite  407, 
Indianapolis,  IN  46241,  or  call  1- 
800-776-7901,  ext.  0-0016.  You 
may  also  fax  your  CV  to  (317)  247- 
8533. 

FAMILY  PHYSICIAN  WANTED  to  join 
a two-physician  group  in  west 
central  Indiana.  Salary  negotiable. 
Call  or  write  to  Frank  Swain,  M.D., 
Parke  Clinic,  P.O.  Box  185, 

Rockville,  IN  47872,  (317)  569-3182. 

EMERGENCY  CARE  PHYSICIANS  - 

Expanding  emergency  medicine 
group  seeking  career-minded  phy- 
sicians for  multiple  Indiana  loca- 
tions. Twenty-year  history  without 
a lost  contract.  Hourly  compensa- 
tion based  on  training,  experience 
and  qualifications.  Excellent  ben- 
efits include  401  (k)  pension  plan; 
malpractice,  health,  life  and  dis- 
ability insurance;  CME  allowance; 
and  ACEP,  ISMA  and  hospital 
dues.  Will  consider  all  physicians 
with  emergency  medicine  experi- 
ence and  interest.  Contact  Jim 
Gardner,  M.D.,  Director,  Corporate 
Development,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Suite 
A,  Bloomington,  IN  47403,  (812) 
333-2731. 

IMMEDIATE  CARE  PHYSICIANS  - 

Expanding  immediate  care  group 
seeks  career-minded  primary  physi- 
cians for  multiple  Indianapolis  loca- 
tions. Corporation  is  physician- 
owned  and  operated  with  1 1 
years  of  experience  in  Indianapolis 
metropolitan  area.  Compensation 
based  on  training,  experience  and 
qualifications.  Excellent  benefits 
include  40 1 (k)  pension  plan;  mal- 
practice, health,  life  and  disability 
insurance;  CME  allowance;  and 
ACEP.  ISMA  and  county  dues.  Will 
consider  all  primary  medical  disci- 
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plines  with  interest  in  outpatient 
medicine.  Full-time  opportunities 
only.  Contact  Jim  Gardner,  M.D., 
Director,  Corporate  Development, 
Emergency  Care  Physicians,  640  S. 
Walker  St.,  Suite  A,  Bloomington,  IN 
47403,  (812)  333-2731. 

PHYSICIAN  PRACTICE  OPPORTUNI- 
TIES - Statewide/nationwide/world- 
wide. All  specialties,  group/solo, 
varied  income  arrangements. 
Contact  Larson  8c  Trent  Associates, 
Box  1,  Sumner,  IL  62466-0001 . Tele- 
phone: (618)  936-2662,  936-2970  or 
(800)  352-6226. 

FAMILY  PRACTICE  opportunities 
available  in  Fort  Wayne,  Ind.  Prac- 
tice setting  extremely  flexible.  Solo 
or  group.  Salary  guarantee,  relo- 
cation and  other  expenses  paid. 

An  opportunity  to  practice  medi- 
cine and  leave  administrative  and 
billing  headaches  to  someone 
else.  For  complete  details,  con- 
tact our  physician  recruiting  officer 
at  (219)  489-2772,  ext.  415. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
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PRAVACHOL  “ (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication 

Active  liver  disease  or  unexplained,  persistent  elections  in  liver  function  tests  (see  WARNINGS) 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lcwering  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia. 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  fa  fetal  de/elopment 
(including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitas  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  admmstered  to  pregnant  women.  Therefae,  HMG-CoA  reductase  inhibitors  are  contrain- 
dicated during  pregnancy  and  in  nursing  mothers.  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discon- 
tinued and  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitas,  like  some  other  lipid-lowenng  therapies,  have  been  associated 
with  biochemical  abnamalities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 a mae  (not  necessarily  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S.  over  an  average  period  of  18  months.  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  in  whom  these  abnamalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  levels  usually  fell  slowly  to  pretreatment  levels.  These  biochemical  findings  are 
usually  asymptomatic  although  worldwide  experience  ndicates  that  anaexia.  weakness,  and/or  abdominal  pain 
may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowenng  agents,  liver  function  tests  should  be  perfamed  during  therapy  with  pravastatin 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitaed  before  treatment  begins,  every  six  weeks 
fa  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e  g., 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Uver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitaed  at  more 
frequent  intervals.  If  increases  in  AST  and  ALT  equal  a exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued  Persistence  of  significant  aminotransferase  elevations  following  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  a unexplained  transamnase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
COTIT^INDICATIONS)  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  a heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism). 
Such  patients  should  be  closely  monitaed.  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  a muscle  weak- 
ness in  conjunction  with  increases  n creatine  phosphokriase  (CP K)  values  to  greater  than  10  times  the  upper  limit 
of  namal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  a weakness,  and/a  marked 
elation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  plain,  tenderness  a weak- 
ness, particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.t  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  nsk  of  myopathy  during  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclosponne,  gem- 
fibrozil. erythromycin,  or  niacin  is  administered  concurrently  There  is  no  experience  with  the  use  of  pravastatr 
together  with  cyclosponne  Myopathy  has  not  been  observed  in  clinical  tnals  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  tnal  of  limited  size  nvolving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  mae  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy  Myopathy  was  not  reported  in  this  tnaJ  (see  PRECAUTIONS 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin 

Homozygous  Familial  Hypercholesterolemia.  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitas  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Renal  Insufficiency  A single  20  mg  aal  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  a its  3a -hydroxy  isomenc  metabolite  (SQ  31 .906).  A small  increase  was  seen  in  mean  AUC 
values  and  haff-life  (ti/2)  fa  the  inactive  enzymatic  nng  hydroxylation  metabolite  (SQ  31 ,945).  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who 
are  receiving  pravastatin  should  be  closely  monitaed 

Information  for  Patients:  Patents  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
a weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Imminosuppressive  Drugs,  Gemfibrozil,  Niacr  (Nicotnic  Acid),  Erythromycin  See  WARN- 
INGS Skeletal  Muscle 

Antipyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e  g.,  phenytoin,  quinidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur 

C holes tyramne/Coles tipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin  However,  when  pravastatin  was  admmstered  1 hour  befae  a 4 hours  after 
cholestyramine  or  1 hour  befae  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailability  a therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy  ) 

Warfam  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarn  concomitantly  fa  6 days, 
bioavailability  parameters  at  steady  state  fa  pravastatin  (parent  compound)  were  not  altered  Pravastatr  did  not 
alter  the  plasma  protein-binding  of  warfann.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfann  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e..  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy)  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class  Patients  receiving  warfann- type  anticoagulants  should  have  ther  pro- 
thrombn  times  closely  monitaed  when  pravastatin  is  initiated  a the  dosage  of  pravastatr  is  changed 

Cimetidine  The  AUCo.^hr for  pravastatr  when  given  with  cimetidme  was  not  significantly  different  from  the 
AUC  fa  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC’s  for  pravastatr 
when  given  with  cimetidine  compared  to  when  administered  with  antacid 

Digoxm  In  a crossover  tnal  involving  18  healthy  male  subjects  given  pravastatr  and  digoxin  concurrently  fa  9 
days,  the  bioavailability  parameters  of  digoxr  were  not  affected  The  AUC  of  pravastatr  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 

Gemfibrozil  In  a crossover  study  r 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  unnary  excretion  and  protein  binding  of  pravastatin  In 
addition,  there  was  a significant  increase  r AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906 
Combration  therapy  with  pravastatr  and  gemfibrozil  is  generally  not  recommended. 

In  rteraction  studies  with  aspim,  antacids  (1  hour  prxx  to  PRAVACHOL),  ometidne,  nicotnic  acid,  or  probucot, 
no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
admristered 

Other  Drugs  During  clinical  tnals.  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers,  a nitroglycerr 

Endocrine  Function:  HMG-CoA  reductase  rhibitors  rterfene  with  cholesterol  synthesis  and  Iowa  circulatrg 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production  Results 
of  clinical  tnals  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testostaone  response  to 
human  chonomc  gonadotropn  was  significantly  reduced  (p<0  004)  afta  16  weeks  of  treatment  with  40  mg  of 
pravastatr  However,  the  percentage  of  patients  shewing  a ^50%  nse  r plasma  testostaone  afta  human 
chonomc  gonadotropr  stimulation  did  not  change  significantly  after  therapy  r these  patients  The  effects  of 
HMG-CoA  reductase  rhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients  The  effects,  if  any,  of  pravastatr  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown 
Patients  treated  with  pravastatr  who  display  climcal  evidence  of  endoenne  dysfunction  should  be  evaluated 
appropriately  Caution  should  also  be  exact  sed  if  an  HMG-CoA  reductase  nhibita  a otha  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  otha  drugs  (e  g.,  ketoconazole,  spironolactone, 
ametidre)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40 
mg/day  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  n this  class. 


A chemically  similar  drug  n this  class  produced  optic  nerve  degenaation  (Wallenan  degenaation  of  reti- 
nogemculate  fibas)  in  clinically  normal  dogs  in  a dose- dependent  fashion  starting  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higha  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced  ves- 
tibulocochlear Wallenan-like  degenaation  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  fa  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose. 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10,  30,  a 100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC 

The  aal  administration  of  10,  30,  a 100  mg/kg  (producing  plasma  drug  levels  approximately  0 5 to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  fa  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lympfxxnas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25,  100,  and  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15,  and  33  times  higher  than  the  mean 
human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Uver  carcinomas  were 
significantly  increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90 
percent  in  males.  The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose 
females.  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose  males 
and  females.  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  wae  significantly  higher  in  high- 
dose  mice  than  in  controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coli.  a forward 
mutation  assay  in  L51 78Y  TK  + / - mouse  lymphoma  cells,  a chromosomal  aberration  test  in  hamster  cells,  and 
a gene  conversion  assay  using  Saccharomyces  cerevisiae.  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice. 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertil- 
ity or  general  reproductive  performance.  However,  in  a study  with  another  HMG-CoA  reductase  inhibita,  there 
was  decreased  fertility  in  male  rats  treated  fa  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  bss  of  spermatogenic  epithelium)  was  ob- 
served Although  not  seen  wrth  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The  clinical 
significance  of  these  findings  is  unclear 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS. 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  taatogemc  in  rats  at  doses  up  to 
1000  mg/kg  daily  a in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  a 240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2)  However,  in  studies  with  anotha  HMG-CoA  reductase 
inhibita,  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  infamed  of  the  potential  hazards  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL  (prav- 
astatin sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk.  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS) 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4-month  long 
placebo-controlled  trials,  1 .7%  of  pravastatin-treated  patients  and  1 2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  advase  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistically  significant  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints.  During  clinical  trials  the  overall 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  repxxted  in  more  than  2%  of 
pravastatin-treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  a possibly  related  to  the  drug 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 4 1 1 ) 

Cardiovascular 

Cardiac  Chest  Pan 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

11 

13 

0.9 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7.1 

29 

3.4 

Diarrhea 

62 

5.6 

2.0 

1.9 

Abdominal  Fhm 

5.4 

6.9 

2.0 

3.9 

Constipation 

4.0 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

2.0 

0.7 

Genaal 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pain 

3.7 

1.9 

0.3 

0.2 

Influenza 

2 4* 

07 

0.0 

0.0 

Musculoskeletal 

Localized  Fhm 

10.0 

9.0 

1.4 

1 5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1 .7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/Genrtounnary 

Urinary  Abnamality 

2.4 

2.9 

0.7 

1 2 

Respiratory 

Common  Cold 

7.0 

63 

0.0 

0.0 

Rhnitis 

4,0 

4 1 

0 1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal  myopathy,  rhabdomyolysis 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  trema,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve 
palsy 

Hypersensitivity  Reactions  An  apparent  hypasensitivity  syndrome  has  been  reported  rarely  which  has  in- 
cluded one  a mae  of  the  following  features:  anaphylaxis,  angioedema,  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia.  pxDSitive  ANA, 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  feva,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens- Johnson  syndrome 
Gastrontestral  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting. 

Reproductive  gynecomasta,  loss  of  libido,  aectile  dysfunction 
Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  repxxted.  Eosinophil  counts  usually  returned  to  normal  despite 
continued  thaapy  Anema,  thrombocytopenia,  and  leukopenia  have  been  repxxted  with  other  HMG-CoA  reduc- 
tase inhibitors. 

Concomitant  Therapy:  Pravastatr  has  been  admmistaed  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic aad.  probucol  and  gemfibrozil  Preliminary  data  suggest  that  the  addition  of  eitha  probucol  a gemfibrozil  to 
therapy  with  lovastatr  a pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatr  or  pravastatin  alone  No  adverse  reactions  unique  to  the  combration  a r addition  to 
those  previously  repxxted  fa  each  drug  alone  have  been  repxxted  Myopiathy  and  rhabdomyolysis  (with  a 
without  acute  renal  failure)  have  been  repxxted  when  another  HMG-CoA  reductase  rhibitor  was  used  in  combi- 
nation with  immunosuppressive  drugs,  gemfibrozil,  erythromycin,  a lipid-lcwenng  doses  of  nicotnic  acid  Con- 
comitant therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended.  (See 
WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

Thae  have  been  no  reports  of  overdoses  with  pravastatr 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  suppxxtive  measures  as  required 
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Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin*1 


2-12% 


LDL-C 


Total  C 


Triglycerides 


16-25% 


HDL-C 


I 1-24% 


22-34% 


’Each  arrow  represents  a range  of  means  derived  from  a single  placebo-controlled 
study  that  included  55  patients  treated  with  pravastatin. 


PRAVACHOL®  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ila  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate. 


Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 


Reference:!  Jones  PH,  et  al.  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia:  a 
dose-response  study  Clin  Cardiol.  1991 ; 1 4 : 1 46-1 51 
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Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  pag 
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insurance  company  support  the  Indiana 
Compensation  Act  for  Patients  (INCAP)? 

Does  your  policy  include  a "consent  to 
settle"  clause? 

PICI's  answer  to  these  questions  is  a 
resounding  YES. 

While  some  insurers  may  waver  and 
waffle,  PICI  stands  firmly  with  the  ISMA  in 
support  of  a stable  medical  professional 
liability  environment  in  our  state.  That, 
and  high-quality  protection,  is  reason 
enough  to  support  PICI. 
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YOCON* 

YOHIMBINE  HCI 


Description:  YohimU  ee  ts  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action.  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripiiiuil  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weake;  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  In  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
r anergic  blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolyfic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  ot  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  tower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 T4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NOC 
53159-001-10. 
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increase  in  state  cigarette  tax 
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The  ISMA  Medicaid  proposal  presented  to  the  Indiana  Senate 
Committee  on  Planning  and  Public  Services  would  implement  a case 
management  system  and  provide  a basic  benefit  package.  The 
proposal  would: 

• Implement  a case  management  system  with  co-payment. 

• Reduce  optional  benefits  and  provide  a basic  benefit  package. 

• Establish  a funded  position  for  investigating  Medicaid  abuse  and 
fraud  to  be  under  the  auspices  of  the  Indiana  Medical  Licensing 
Board. 

• Increase  the  personal  income  tax  and  tax  on  cigarettes  and 
alcohol. 

• Eliminate  scheduled  physician  payment  increases. 

• Implement  the  resource-based  relative  value  scale  for  Medicaid. 

The  proposal  was  created  by  the  ISMA  Medicaid  Task  Force  and 
refined  by  the  ISMA  Board  of  Trustees.  Task  force  members  are 
Timothy  Brown,  M.D.,  Crawfordsville;  Steve  Tharp,  M.D.,  Frankfort; 
Susan  Pyle,  M.D.,  Union  City;  and  Frank  Johnson,  M.D.,  Indianapo- 
lis. 


In  an  effort  to  seek  more  support  for  an  increase  in  the  state  cigarette 
tax,  the  Indiana  State  Medical  Association  participated  in  a news 
conference  Feb.  18  with  other  groups  that  favor  the  hike.  William  H. 
Beeson,  M.D.,  ISMA  president,  represented  the  ISMA,  saying,  "To- 
bacco use  cost  the  United  States  $72  billion  in  health  care  and  lost 
productivity  in  1991.  Our  society  can  no  longer  pick  up  the  tab  for 
those  who  refuse  to  take  the  responsibility  for  their  health  by  choos- 
ing to  smoke. 

"We  must  discourage  tobacco  use,  particularly  among  teenagers. 
Making  the  purchase  of  tobacco  illegal  for  anyone  under  age  18  was 
one  step.  Unfortunately,  it  has  not  worked.  Twenty-four  percent  of 
high  school  seniors  in  Indiana  smoke  as  compared  to  19%  nationally. 
The  tragedy  of  this  is  if  we  can  prevent  teenagers  from  smoking  by 
age  19,  most  never  pick  up  the  habit." 

The  tax  increase  is  being  supported  by  several  legislators  who  at- 
tended the  news  conference,  including  Sen.  Mike  Gery,  D-West 
Lafayette;  Rep.  Mark  Kruzan,  D-Bloomington;  Sen.  Marvin 
Riegsecker,  R-Goshen;  Sen.  Vi  Simpson,  D-Bloomington;  and  Rep. 
Sheila  Klinker,  D-Lafayette.  The  plan  would  raise  the  tax  from  15.5 
cents  to  33  cents. 

The  ISMA  wants  funds  from  the  tax  to  be  used  for  childhood  immu- 
nizations and  a tuition  abatement  program  for  medical  students  who 
agree  to  practice  in  a medically  underserved  area  in  Indiana.  □ 
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No  matter  how  you  look  at  it,  the  future  is 
always  just  beyond  your  grasp.  That’s  why 
you  need  to  know  Whipple  & Company’s 
Medical  Group  Services  Division.  We  can 
help  you  make  the  right  choices,  no  matter 
what  lies  ahead.  We’ve  earned  a reputation  in 
the  medical  community  for  visionary 
management  and  financial  solutions  that 
prepare  our  clients  for  change.  We’re  always 
just  a little  ahead  of  the  rest,  pointing  the  way 
to  efficiency  and  growth.  Whipple  & 
Company  offers  a whole  range  of  services 
for  both  large  and  small  practices-from  new 
practice  strategies  to  joint  venture 
analysis...fee  schedule  design  to 
reimbursement  assistance...office 
automation  to  practice  efficiency  reviews... 
compensation  formulas  to  personal  financial 
planning.  Most  important,  Whipple  & 
Company  offers  the  insight  that  can  only 
come  from  experience,  understanding  and  a 
commitment  to  easing  the  complexities  of 
running  a medical  practice  today.  Call 
Whipple  & Company  soon.  You’ll  see. 


w 

Certified  Public  Accountants 
Medical  Group  Services  Division 
8425  Woodfield  Crossing  Blvd. 
Suite  400 

Indianapolis,  IN  46240 
317469  7776 


m letter  to  the  editor 


Editor's  note:  George  C.  Man- 
ning, M.D.,  Fort  Wayne,  sent  the 
following  letter  to  Louis  Sullivan, 
M.D.,  late  last  year,  when  Sullivan 
was  still  serving  as  secretary  of  the 
Department  of  Health  and  Human 
Services. 

Dear  Dr.  Sullivan: 

As  you  know,  at  your  direction 
each  Medicare  carrier  has  been 
directed  to  establish  a physician 
advisory  committee.  This  has 
been  done  in  Indiana  by  Blue 
Cross/Blue  Shield  doing  business 
as  AdminaStar  Federal,  located  in 
Indianapolis. 

I do  not  believe  that  the  com- 
position of  the  committee  is  in 
accordance  with  your  intentions. 
Of  the  34  members,  all  appointed 
by  BC/BS,  25  are  from  Indianapo- 
lis and  its  suburbs.  The  ap- 
pointed chairperson  of  the  com- 
mittee is  an  employee  of  Blue 
Cross/Blue  Shield. 

The  city  of  Fort  Wayne,  which 
is  by  far  the  second  largest  mu- 
nicipality in  the  state,  has  been 
allowed  one  member.  Fort  Wayne 
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has  25%  the  population  of  India- 
napolis, and  Allen  County,  in 
which  Fort  Wayne  is  located,  has 
approximately  a third  of  the 
population  of  Marion  County,  in 
which  Indianapolis  is  located. 
South  Bend,  which  has  slightly 
more  than  half  the  population  of 
Fort  Wayne,  has  been  allocated 
two  members.  The  remaining 
members  are  from  scattered  small 
semirural  communities,  with  the 
exception  of  one  from  Anderson, 
a manufacturing  city. 

It  should  be  pointed  out  that 
Fort  Wayne  serves  as  the  medical 
center  for  northeast  Indiana  and 
parts  of  northwestern  Ohio,  even 
to  the  extent  of  having  an  ap- 


proved organ  transplant  service. 

It  is  my  opinion  that  the  com- 
position of  the  physician  advisory 
committee  appointed  by  Blue 
Cross/Blue  Shield  in  Indiana  rep- 
resents a "stacked  deck"  that  is 
not  in  the  least  representative  of 
the  physicians  in  Indiana.  I won- 
der if  the  Blues  have  set  up  the 
same  sort  of  thing  in  other  areas 
as  well.  May  I respectfully  sug- 
gest that  your  department  investi- 
gate this  inequity  in  Indiana  and 
elsewhere  and  take  whatever 
steps  you  deem  appropriate  to 
correct  it. 

George  C.  Manning,  M.D. 

Fort  Wayne 


M 
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Letters  to  the  editor 


Indiana  medicine  welcomes  letters  from  readers.  Please  submit 
double-spaced,  typed  letters  that  are  limited  to  250  words  and 
include  your  name  and  address.  Letters  may  be  edited  for  space, 
style  and  grammar. 

Send  your  letters  to  George  T.  Lukemeyer,  M.D.,  Indiana  medi- 
cine, 322  Canal  Walk,  Indianapolis,  IN  46202-3252.  □ 


sat  Av. 


If  you  don’t  have  health 
insurance  coverage 
sponsored  by  the  ISMA  we’d 
like  to  show  you  what 
you’ve  been  missing  . . . 


Five  different  plans,  with  various 
deductibles  and  levels  of  co-payments 

$2  million  lifetime  maximum  benefit 
per  person 

Excellent  DENTAL  Plan 

Favorable  Premiums  due  to  a large  pool 
of  insureds 

Flexible  Participation  Requirements 

Lifetime  Eligibility  for  ISMA  members, 
once  enrolled  in  the  plan 

Convenient  Claims  Service  with  Direct 
Access  through  WATS 

Available  through  the 


Insurance  Agency 


Call  your  local 

ISMA  Benefit  Representative 

(800)  442-ISMA 

322  Canal  Walk 
Indianapolis,  IN  46202-3252 
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■editorial 


Health  care  reform  should  begin  with  insurance  industry 


Michael  O,  Mellinger,  M.D. 
Chairman,  ISMA  Commission  on 
Legislation 

I Iealth  care  reform.  Every- 
one seems  to  agree  something 
needs  to  be  done.  Nearly  every- 
day we  are  bombarded  by  news 
of  the  "health  care  crisis."  We 
don't  have  a health  care  crisis  in 
this  country  - Somalia  has  a 
health  care  crisis.  What  we  are 
dealing  with  is  a health  care  fi- 
nancing crisis.  Many  factors,  in- 
cluding exploding  technology, 
have  rendered  the  cost  plus  fee- 
for-service  system  unworkable  in 
many  situations.  The  cart  is  bro- 
ken, and  society  is  taking  deadly 
aim  at  the  horse.  Yet,  it  is  clearly 
not  in  the  best  interest  of  society 
to  dismantle  the  private  practice 
of  medicine  because  the  payment 
system  has  broken  down. 

Some  would  (and  do)  say  that 
the  time  has  come  to  replace  both 
the  cart  and  the  horse  and  go  to  a 
government-administered  single 
payer  system  of  health  care. 
However,  without  a large  infusion 
of  new  capital  to  cover  adminis- 
trative costs,  any  centralized  sys- 
tem will  decrease  rather  than  im- 
prove access  to  care.  It  seems 
unlikely  that  a society  intent  on 
holding  the  line  on  taxes  for 
middle-income  workers  will  be 
anxious  to  bite  the  fiscal  bullet 
that  a single  payer  system  would 
require. 

Traditionally  doctors  and 
hospitals  have  been  the  insurance 
of  last  resort.  People  in  need  of 
care  have  not  been  turned  away 
because  of  an  inability  to  pay. 
Needed  services  have  been  pro- 
vided regardless  of  financial  sta- 
tus. Providers  have  been  able  to 
absorb  expenses  for  uncompen- 
sated care  although  it  must  be 


recognized  that  those  who  could 
afford  to  pay  bore  the  brunt  of 
this  burden  of  uncompensated 
care. 

Today  the  system  is  breaking 
down.  From  coast  to  coast,  states 
are  grappling  with  health  care 
reform  and,  not  surprisingly,  in- 
surance reform  heads  the  list.  In 
many  regions  of  the  country  up- 
wards of  25%  of  Americans  find 
themselves  unable  to  afford  to 
buy  health  care  insurance.  Forty 
percent  of  uninsured  are  self- 
employed  small  business  people, 
their  employees  and  dependents. 
The  old  equation  of  the  few  need- 
ing help  from  the  many  is  in  dan- 
ger of  being  reversed. 

Underwriting  practices  by  the 
private  insurance  industry  are  a 
major  cause  of  the  developing 
imbalance  between  the  insured 
and  the  uninsured.  Private  health 
insurance  companies  hasten  to 
insure  the  young  and  healthy  and, 
unfortunately,  are  just  as  quick  to 
drop  those  who  develop  condi- 
tions that  are  apt  to  require  the 
protection  that  insurance  compa- 
nies supposedly  sell. 

The  private  health  insurance 
industry  is  committing  gradual 
suicide  by  placing  the  emphasis 
on  avoiding  risk  rather  than  the 
traditional  goal  of  spreading  it. 
The  giants  in  the  industry  are  able 
to  mount  marketing  efforts  to 
insure  large  numbers  of  young 
and  basically  healthy  workers. 
Smaller  insurance  companies  are 
then  left  with  a dilemma.  They 
can  either  take  all  applicants,  a 
group  unfairly  weighted  toward 
high  risk  by  current  underwriting 
practices,  or  they  can  emulate 
their  competitors  by  also  refusing 
to  insure  those  at  higher  risk.  In 
the  highly  competitive  world  of 
insurance,  it  is  not  difficult  to 
predict  this  decision.  Until  the 


health  insurance  industry  is  pro- 
hibited from  "cherry  picking"  the 
healthy  young  people,  while  ex- 
cluding the  high-risk  patients,  the 
problem  of  access  to  health  care 
can  only  get  worse. 

Immediate  and  long-term 
insurance  reforms  are  needed. 
Reforms  should  include  some 
special  considerations  for  small 
business.  Indiana's  efforts  have 
thus  far  been  ineffective  in  this 
area.  Community-based  rating  as 
opposed  to  experience-based  rat- 
ing would  improve  access  to 
health  insurance  for  many  small 
business  employees. 

A basic  benefits  package 
needs  to  be  defined.  For  example, 
we  all  agree  that  emergency  treat- 
ment for  a heart  attack  or  acute 
appendicitis  should  be  a basic 
benefit.  On  the  other  hand,  cer- 
tain types  of  treatment  without 
functional  value  ought  not  to  be 
on  the  list.  A basic  benefits  pack- 
age should  be  uniform  among 
insurers  so  that  consumers  can 
compare  and  determine  which 
package  meets  their  needs. 

Health  insurance  should  be 
portable  between  jobs.  Fifty  per- 
cent of  the  uninsured  in  Indiana 
are  uninsured  for  four  months  or 
less.  Compared  to  other  propos- 
als, a four-month  tail  coverage  for 
employees  terminating  employ- 
ment would  be  relatively  inexpen- 
sive and  immediately  reduce 
Indiana's  uninsured  by  half. 

Guaranteed  renewability  at  a 
reasonable  price  for  small  em- 
ployer group  health  insurance 
also  is  needed.  Reforms  adopted 
in  1992  for  small  employer  group 
health  insurance  have  loopholes. 
Instances  of  insurance  companies 
threatening  to  cancel  an  entire 
company's  benefits  when  one 
employee  becomes  ill  or  injured 
still  occur. 
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■ editorial 


Simplified  and  uniform  claims 
procedures  and  insurance  forms 
would  reduce  the  hassle  factor  for 
both  patients  and  physicians. 

Exclusions  for  pre-existing 
illnesses  must  be  addressed.  It  is 
unfair  to  exclude  an  individual  for 
life  from  access  to  health  care 
insurance  because  of  illness  or 
injury.  Creating  a reasonable 
waiting  period  would  be  a work- 


able approach. 

Finally,  let's  look  at  the  cost  of 
operating  the  Indiana  Comprehen- 
sive Health  Insurance  Association 
(ICHIA),  the  state-run  risk  pool. 
The  pool  is  expensive,  in  part, 
because  of  the  cost  of  administer- 
ing a separate  bureaucratic  infra- 
structure. We  need  to  get  patients 
out  of  the  risk  pool  and  back  into 
mainstream  insurance. 


A few  relatively  simple  re- 
forms for  the  health  insurance 
industry  could  greatly  reduce 
Indiana's  uninsured  population 
and  do  it  at  a fraction  of  the  cost 
of  other  sweeping  proposals  that 
call  for  an  entirely  new  layer  of 
administrative  bureaucracy.  We 
do  not  need  to  dismantle  our  cur- 
rent health  care  system.  □ 


AN  ARMY  SCHOLARSHIP  COULD 
HELP  YOU  THROUGH  MEDICAL  SCHOOL 


Tide  U.S.  Army  Health  Professions 
Scholarship  Program  offers  a unique 
opportunity  for  financial  support  to  med- 
ical or  osteopathy  students.  Financial 
support  includes  tuition,  hooks,  and 
other  expenses  required  in  a particular 
course. 

For  information  concerning  eligibil- 
ity, pay,  service  obligation  and  application 
procedure,  contact  the  Army  Medical 
Department  Personnel  Counselor: 


CALL  COLLECT  708-541-3360 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE: 
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■editorial 


George  Lukemeyer,  M.D. 

Indiana  medicine  Editorial  Board 
Chairman 

Tetter  three  years  of 
Indiana's  Multiple  Copy  Prescrip- 
tion program,  we're  still  not  con- 
vinced that  "trips"  has  fulfilled 
what  it  promised.  The  Indiana 
State  Medical  Association  contin- 
ues to  be  concerned  that  the  tripli- 
cate prescription  program  ad- 
versely affects  patient  care  be- 
cause it  prevents  physicians  from 
aggressively  treating  pain. 

While  proponents  argue  that 
"trips"  has  served  as  a deterrent 
to  drug  diversion,  ISMA  believes 
that  it  has  diverted  abuse  into 
Schedule  III  drugs.  Nor  is  it  re- 


Just  say  ‘no’  to  ‘trips’ 

suiting  in  the  convictions  envi- 
sioned. 

A better  solution  to  drug  di- 
version is  a program  proposed  in 
SB  504  in  which  all  prescriptions 
are  monitored  and  physicians  are 
not  required  to  use  a special  pre- 
scribing pad. 

The  Electronic  Data  Transfer 
system,  already  in  operation  in 
Oklahoma  and  embodied  in  SB 
504,  provides  a way  to  track  pre- 
scription drug  abuse  and  diver- 
sion more  efficiently,  more  accu- 
rately and  with  less  hassles  for 
physicians. 

Here  is  the  way  the  system 
works:  a physician  writes  a pre- 
scription. When  the  patient  pre- 
sents the  prescription  to  the  phar- 
macist, the  pharmacist  enters  the 


information  into  the  computer, 
which  is  on-line  with  the  state. 

For  larger  pharmacies,  the  infor- 
mation can  be  down-loaded  to  the 
state  on  a daily  basis.  Lower  vol- 
ume pharmacies  would  be  re- 
quired to  electronically  transfer 
information  less  frequently.  Such 
a program  would  alleviate  the  45- 
day  lag  time  and  eliminate  the 
"second  copy"  paper  transfer 
common  to  "trips." 

Since  all  prescriptions  could 
be  entered  into  the  system,  SB  504 
would  allow  the  state,  through  the 
Controlled  Substance  Advisory 
Committee,  to  determine,  based 
on  data  collected,  which  drugs 
should  be  monitored. 

The  Indiana  General  Assem- 
bly should  pass  SB  504.  □ 


The  return  of  the 

PURE  SPORTS  CAR. 
THE  ALL-NEW  1993  RX-7. 


• 255-HP  Twin-Rotor  Incline  Rotary  Engine 

• Sequential  Twin  Turbo  Charger 

• Drivers  Side  Airbag 

• Anti-lock  Brake  System  (ABS) 

• 0-60  mph:  4-9  seconds 

• Special  Lease  Plans  Available 


Find  out  for  yourself  today  at  Indiana’s  #1  Mazda  Dealer! 

Speedway  Mazda  • VW  • Subaru  • 1930  W.  16th  St.,  Indpls.,  IN  46202  (317)  263-0002 


WE  SELL  FOR  LESS  AND  PROVE  IT  EVERYDAY! 
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Our  accounts  receivable  management  program 
includes  comprehensive  service  bureau  billing, 
expert  profile  review  and  coding  assistance,  , 
physician  reports,  and  regulatory  updates. 

Isn’t  that  just  what  you’d  expect  from 
the  medical  billing  expert?  Call  us  today... 
you  can’t  afford  not  to. 


3901  North  Meridian  Street  • Suite  200 
Indianapolis,  IN  46208 

IN  (317)  923-3046  • USA  (800)  527-6244 


■ commentary 


Reversing  the  decline  and  fall  of  the  general  internist 


Robert  D.  Robinson,  M.D. 
Indianapolis 

I he  general  internist  in  1960 
perceived  himself  to  be  at  the 
apex  of  the  medical  profession. 

He  was  respectfully  referred  to  as 
consultant,  diagnostician,  doctor's 
doctor.  His  was  the  last  word  in 
difficult  medical  situations. 

Contrast  this  to  today's  young 
internist,  who  may  furtively  refer 
to  himself  as  "just  a general  inter- 
nist." He  is  now  encouraged  to 
prepare  and  perform  as  a 
gatekeeper,  triage  officer,  lifestyle 
counselor,  psychosocial  therapist 
and  computer  operator.  He  has 
become  a foot  soldier  in  the 
trenches  of  medicine  whose  cen- 
tral function  sometimes  appears  to 
be  diversion  of  the  worried  well 
and  referral  of  the  others  to  an 
appropriate  subspecialist.  Some 
would  consider  this  a fall  from 
grace. 

This  slippage  on  the  ladder  of 
medical  prestige  has  occurred 
because  the  rules  of  the  medical 
game  have  been  changed.  The 
clinical  diagnosis,  long  the  stock- 
in-trade  of  the  internist,  has  been 
replaced  as  the  gold  standard  of 
medicine  by  diagnostic  certainty 
technologically  confirmed.  The 
clinical  diagnosis,  after  all,  was 
really  an  educated  guess,  depen- 
dent for  its  value  on  the  experi- 
ence, compulsivcness,  examina- 
tion skills  and  intuition  of  the 
guessor.  Diagnostic  certainty  on 
the  other  hand  presupposes  a 
photo,  tracing  or  microscopic 
slide,  and  the  ability  to  deliver 
such  visual  confirmation  has  been 
snatched  from  the  general  inter- 
nist and  locked  away  by  his 
subspecialist  brethren.  Denied  the 
privilege  of  offering  his  patient  a 
final  answer,  that  is,  a diagnosis 


rather  than  a guess,  the  generalist 
feels  deprived  of  that  patient  re- 
spect and  confidence  that  had 
previously  been  his  greatest  per- 
sonal reward  and  was  the  founda- 
tion of  ongoing  patient  care. 

Left  only  to  refer,  console  and 
follow  the  management  instruc- 
tions of  the  consultant 
subspecialist,  the  general  internist 
has  begun  to  perceive  himself  a 
second-class  medical  citizen. 

While  patients  and  society  may 
indeed  find  worth  in  the  general 
internist's  hand-holding  role  as 
long  as  it  comes  cheaply,  insur- 
ance companies  and  other  reim- 
bursing agencies  have  been  bru- 
tally honest  in  making  their  own 
value  assessments.  Is  it  really  any 
mystery  why  fewer  young  physi- 
cians now  become  generalists? 

General  internal  medicine  is 
rapidly  becoming  the  prison  of 
those  not  quick  enough  to  escape 
to  subspecial  training,  emergency 
rooms,  academic  or  administrative 
sinecures,  "doc-in-the-boxes"  or 
occupational  health.  The  subspec- 
ialist and  his  progeny,  the  sub- 
subspecialist, on  the  other  hand, 
thrive  and  proliferate.  These 
subspecialty  careers  are  com- 
petitively filled  from  the  best 
generalists  but  demand  less  intel- 
lectual diversity  and  interpersonal 
flexibility  as  the  subspecialization 
becomes  increasingly  focused. 

This  "upward  mobility"  results  in 
a perverse  academic  Peter  Prin- 
ciple wherein  the  most  intellectu- 
ally and  interpersonally  gifted 
house  officers  are  progressively 
promoted  into  "more  advanced" 
specialties.  This  phenomenon 
creates  a progressive  mismatch 
between  challenge  and  capability 
at  both  ends  of  the  generalist- 
specialist  spectrum. 

Meanwhile,  hospitals  in 
smaller  communities  are  threat- 


ened with  closure  because  they  do 
not  have  the  patient  volume  to 
support  medical  subspecialists, 
and  the  generalists  on  their  staff 
do  not  have  the  technological 
skills  necessary  to  take  care  of 
sicker  patients  and  make  con- 
firmed diagnoses.  Since  only  the 
sickest  patients  qualify  for  hospi- 
talization these  days,  the  result  is 
empty  small  rural  hospitals. 

Some  say  the  general  internist 
as  we  knew  him  35  years  ago  is 
obsolete,  and  family  practice  and 
general  medicine  should  merge  to 
produce  a generic  primary  care 
physician  who  will  be  content  to 
perform  screening  for  the  steadily 
increasing  number  of  subspec- 
ialists. In  time,  oversupply  might 
even  force  these  subspecialists 
into  smaller  communities  where 
the  big  city  model  could  be  repli- 
cated. Or  perhaps  small  hospitals 
should  be  closed  and  the  re- 
sources invested  in  transportation 
to  tertiary  centers,  many  of  which 
would  welcome  such  an  influx  of 
referrals. 

But  for  those  who  believe  that 
a scientifically  based  and  widely 
competent  personal  physician  is  a 
blessing  for  his  or  her  patients 
and  who  believe  that  a good  hos- 
pital nearby  is  what  most  rural 
patients  want,  a third  option  de- 
serves consideration  to  salvage  the 
disappearing  general  internist. 

First  however,  certain  current 
myths  of  medical  practice  need  to 
be  debunked,  and  the  basic  struc- 
ture of  internal  medicine  training 
should  be  changed. 


Myth  1 

A medical  subspecialist  is  a gener- 
alist first  and  a subspecialist  sec- 
ond. While  this  concept  sounds 
reasonable  and  is  a natural  out- 
growth of  the  way  clinical  train- 
ing has  evolved,  it  is  quite  con- 
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trary  to  the  practice  habits  of  most 
subspecialists.  In  academic  cen- 
ters, subspecialists  teach,  staff  and 
provide  patient  care  almost  exclu- 
sively in  their  chosen  subspecial 
fields,  and  in  community  practice, 
they  often  go  to  great  lengths  to 
avoid  any  hint  of  general  compe- 
tence, interest  or  responsibility. 
"I'm  a specialist  and  will  rule  out 
or  manage  disease  in  my  area. 
Someone  else  can  have  the  messy 
rest." 

Quality  has  been  invoked  to 
justify  this  attitude,  but  such  qual- 
ity concerns  may  obscure  other 
reasons.  These  reasons  may  in- 
clude a desire  to  keep  the  option 
of  noninvolvement  open  with 
patients  who  are  problematic  or 
difficult  to  deal  with,  more  time 
for  technical  activities,  respect  for 
turf  borders  with  other  subspec- 
ialists and  a misconception  of  the 
desires  of  referring  physicians. 

The  goal  of  many  subspec- 
ialists seems  to  be  to  delegate  full 
evaluation  and  ongoing  patient 
care  to  someone  else,  that  is, 
nurses,  physician  assistants,  house 
staff,  hired  moonlighting  medical 
students  and  residents  or  referring 
generalists. 

Myth  2 

Because  repetition  begets  increas- 
ing competence,  instrumentation 
must,  for  quality  and  safety  rea- 
sons, be  reserved  for  the  subspec- 
ialist. This  half-truth  seems  self- 
evident.  But  if  a learning  curve 
does  exist  with  most  procedures, 
it  must  flatten  at  some  point. 
Repetition  does  indeed  make  for 
facility,  but  it  may  also  make  for 
mindlessness  and  over-utilization. 
Generalists  throughout  the  United 
States  are  performing  certain 
endoscopies,  biopsies,  exercise 
tests  and  other  procedures  safely 
and  effectively.  The  training  and 
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experience  adequate  for  safety 
and  competence  in  the  perfor- 
mance of  most  procedures  have 
been  outlined  by  the  appropriate 
subspecialty  societies,  and  provid- 
ing such  experience  for  the  more 
common  invasive  procedures  does 
not  seem  beyond  the  capabilities 
of  most  internal  medicine  training 
programs. 

But  even  if  the  generalist  in 
search  of  enhanced  diagnostic 
capabilities  slips  by  myth  2,  he 
runs  into  credential  committees 
made  up  of  section  chairman 
(subspecialists)  and  finds  invoked: 

Myth  3 

It  isn't  the  procedure  itself  that 
defines  the  subspecialist  but 
rather  the  knowledge  and  experi- 
ence to  use  it  appropriately. 

Again,  the  facts  differ  from  the 
perception.  Most  subspecialists 
see  a narrow  variety  of  repetitive 
problems  for  which  they  rush 
through  the  cognitive  rituals  to 
their  inevitable  diagnostic  technol- 
ogy: "Twenty-two-year-old  col- 
lege student  with  upper  gastroin- 
testinal bleeding.  Patient  seen. 
Will  scope  in  morning."  To  a 
man  with  a hammer  everything 
may  look  like  a nail,  and  not  in- 
frequently, the  subspecialist's 
tunnel  vision  obscures  rather  than 
elucidates  the  correct  diagnosis. 

The  reality  is  that  generalists 
frequently  refer  patients  to 
subspecialists  because  they  need 
access  to  their  technology  rather 
than  to  their  their  cognitive  skills. 
In  addition,  referral  for  one  proce- 
dure often  leads  to  others,  as  the 
subspecialist,  after  unleashing  his 
own  arsenal  of  technology,  "just 
to  be  sure"  may  pass  the  patient 
on  to  another  subspecialist.  Most 
general  internists  can  manage 
most  problems  once  diagnosis  is 
confirmed,  and  most  internists 


could  safely  use  the  tools  required 
to  make  most  confirmed  diag- 
noses if  properly  trained  and  per- 
mitted to  do  so. 

The  following  prescription  is 
offered  as  a remedy  for  the  "sick 
man"  of  medicine,  the  general 
internist: 

1.  Medical  subspecialists, 
whose  future  career  will  center 
around  technology,  should  take 
only  one  year  of  general  medicine 
training  before  they  enter  their 
fellowships.  Neurologists  do  this, 
and  the  breadth  of  their  clinical 
duties  is  broader  than  that  of 
many  medical  subspecialists.  If 
subspecialty  residency  review 
committees  really  believe  breadth 
of  experience  is  important,  there  is 
ample  opportunity  for  more  gen- 
eral experience  in  the  progres- 
sively elongating  training  tracts 
now  required.  With  such  a more 
limited  general  background,  the 
cardiologist  could  more  reason- 
ably plead  ignorance  when  asked 
to  perform  rectal,  pelvic  or  breast 
exams.  Tikewise,  the  gastroenter- 
ologist more  legitimately  need  not 
worry  himself  concerning  the 
cause  of  a patient's  chest  pain 
once  he  had  eliminated  esopha- 
geal disease.  Such  training  would 
be  not  too  dissimilar  from  the 
"short  track"  double  board  pro- 
grams of  the  1950s  and  1960s 
taken  by  many  of  those  now  in 
control  of  academic  internal  medi- 
cine training  and  certification. 

2.  A general  internist  should 
be  trained  for  four  or  more  years, 
and  his  procedural  skills  would 
include  endotracheal  intubation 
and  ventilator  management,  cen- 
tral line  insertion  and  manage- 
ment, upper  gastrointestinal  and 
nasopharyngeal  endoscopy,  thera- 
peutic bronchoscopy, 
colonoscopy,  treadmill  exercise 
testing,  bone  marrow  aspiration 
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and  perhaps  pleural  and  liver 
biopsy,  peripheral  doppler  ultra- 
sound, pacemaker  insertion  and 
transthoracic  echocardiography. 

These  procedural  capabilities 
would  be  refreshing  and  challeng- 
ing alternatives  to  the  cardiopul- 
monary resuscitation,  arterial 
sticks  and  venipuncture,  lumbar 
puncture,  thoracentesis, 
paracentesis,  pelvic  exam,  Pap 
smear,  sigmoidoscopy  and  uri- 
nalysis now  offered  as  the  proce- 
dural envelope  suggested  for  in- 
ternists by  the  American  Board  of 
Internal  Medicine  (ABIM).  As  a 
matter  of  fact,  most  of  the  ABIM 
requirements  normally  have  been 
accomplished  before  graduation 
from  medical  school.  Even  with 
the  common  and  repetitive  diag- 
nostic procedures  in  the  hands  of 
generalists,  there  would  remain 
adequate  complex  procedures  and 
challenging  diagnostic  and  thera- 
peutic questions  to  keep  a reason- 
able number  of  specialists  busy 
and  interested. 

3.  Those  medical  subspec- 
ialists who  frequently  perform 
generalist  functions,  such  as  endo- 
crinologists, rheumatologists,  neu- 
rologists and  nephrologists, 
would  be  required  to  have  two 
years  of  general  medicine  before 
subspecialization. 

The  actual  use  by  the  general- 
ist of  these  procedural  skills 
would  depend  on  geographic 


location,  evolution  of  local  pat- 
terns of  practice  and  the  view  of 
hospital  credentials  committees,  of 
course,  but  the  training  would  not 
be  wasted,  as  it  would  at  the  very 
least  enhance  the  generalist's  in- 
teraction with  and  use  of 
subspecial  consultants.  Our 
present  system  already  trains 
many  physicians  in  skills  they  do 
not  use. 

The  net  result  of  such  training 
would  be  empowerment  of  the 
generalists  to  safely  market  diag- 
nostic certainty  technologically 
confirmed  in  many  cases  in  which 
now  they  can  only  refer.  It  would 
allow  them  to  intelligently  refer  to 
the  subspecialist  those  complex 
problems  and  diagnoses  actually 
needing  such  expertise.  And 
lastly,  general  training  would  no 
longer  be  wasted  on  those  who 
neither  use  nor  want  it. 

These  suggested  changes  in 
training  and  credentialing,  to 
which  might  be  added  a general 
down  scaling  of  the  reimburse- 
ment level  for  procedures,  are 
designed  to  accomplish  the  fol- 
lowing: 

1.  General  internists  could 
make  an  adequate  income. 

2.  General  internists  could 
once  again  make  state-of-the-art 
diagnoses  in  most  situations,  re- 
sulting in  improved  morale. 

3.  Patients  would  have  many 
procedures  performed  by  the  phy- 


sicians who  know  them  and  their 
problems. 

4.  Smaller  hospitals  might 
keep  their  doors  open. 

5.  Care  would  become  more 
efficient  and  satisfying  for  the 
patient. 

6.  The  escalation  of  health 
care  costs  might  be  slowed. 

7.  Health  plans  requiring  case 
managers  with  wide  capabilities 
would  have  an  increasing  pool 
from  which  to  choose. 

8.  General  internal  medicine 
might  once  again  attract  the  cream 
of  the  crop  from  medical  schools. 

The  decline  in  the  prestige 
and  attractiveness  of  general  inter- 
nal medicine  as  a career  for  young 
physicians  will  not  be  reversed  by 
raising  the  pass  mark  on  the 
American  board  test,  limiting 
work  hours  and  patient  loads  in 
residency  or  downsizing  the  avail- 
ability of  internal  medicine  train- 
ing programs. 

Internal  medicine  will  be  at- 
tractive only  when  its  practitio- 
ners find  satisfaction  in  their  work 
and  return  to  their  earlier  role  of 
diagnosing  and  caring  for  the  sick, 
in  addition  to  the  worried  well.  □ 

Dr.  Robinson  is  chairman  of  the 
Department  of  Medicine  and  director 
of  medical  education  at  St.  Vincent 
Hospital  in  Indianapolis. 
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New  Humulin  50/50  is  the  tailor-made 
answer  to  individual  patient  needs.  A 
unique  combination  of  equal  amounts  of 
Regular  human  insulin  and  NPH  human 
insulin,  it  will  be  useful  in  situations  in 
which  a greater  initial  insulin  response  is 
desirable  for  greater  glycemic  control. 

Like  Humulin  70/30f  new  Humulin  50/50 
offers  the  convenience  and  accuracy  of  a 
premix.  And  it  can  be  used  in  conjunction 
with  an  existing  70/30  regimen. 


New  5 0/ 

Humulin  50 

50%  human  insulin 
isophane  suspension 
50%  human  insulin  injection 
(recombinant  DNA  origin) 

The  Newest  Option  in 
Insulin  Therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

Humulin " 70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin! )■ 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

HI-791 1-B-249343  c 1992.  eli  lilly  and  company 
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V1RNETT 

CLINIC 


Lafayette, 

Indiana 


About  the  Multispecialty 
Medical  Group 

Arnett  Clinic  has  served  Tippecanoe 
County  and  surrounding  counties  in 
Mid-North  Central  Indiana  since  1922. 
Arnett  physicians  introduced  the 
area’s  first  dialysis  service,  performed 
the  area's  first  open  heart  surgery, 
and  developed  the  community’s  first 
heart  catheterization  laboratory.  In 
seven  outpatient  facilities,  over  95 
specialists  and  subspecialists  provide 
medical  and  surgical  services  in 
virtually  every  specialty  field.  The 
bulk  of  Arnett’s  referral  patients 
reside  within  a fourteen-county  area 
surrounding  Lafayette,  Indiana,  with  a 
drawing  area  of  over  300,000  people. 

Ambulatory  walk-in  clinics  in 
Lafayette  and  West  Lafayette  sup- 
plement primary  clinic  services. 
Arnett  Urgent  Care  Centers  are  open 
from  8 a.m.  until  8 p.m.  every  day, 
and  staff  members  provide  diagnosis 
and  treatment  for  any  medical  problem 
which  does  not  require  ambulance 
transport. 

Arnett  physicians  provide  hospital 
support  services  at  two  nearby 
community  hospitals,  Home  Hospital 
with  365  beds,  and  St.  Elizabeth 
Hospital  with  375  beds.  Arnett  has 
diversified  into  other  healthcare 
fields,  including  Arnett  Health  Systems 
(an  HMO)  and  the  corporate  affiliates 
of  Arnett  Medical  Supply  and  Arnett 
Pharmacy. 


Opportunities 

The  Arnett  Clinic  is  currently  seeking 
BE/BC  candidates: 

Cardiology 
Dermatology 
Family  Practice 
General  Internal  Medicine 
OB/GYN 

Occupational  Medicine 

Oncology 

Orthopaedics 

Physical  Medicine  & Rehabilitation 


Practice  Setting 

At  this  time,  over  95  physicians  work 
for  Arnett  Clinic.  One  of  the  most 
practical  reasons  for  affiliation  with 
Arnett  is  the  availability  of  ancillary 
staff  to  support  clinic  operations. 
Administrative,  Laboratory,  and 
Radiology  services  are  available 
on-site,  making  our  practice  envi- 
ronment an  integrated,  comprehensive, 
and  convenient  healthcare  resource 
center.  The  patient  base  in  Lafayette 
stems  from  a balanced  mix  of  indus- 
trial and  university  communities. 

We  are  an  equal  opportunity  employer. 


Benefits 

Our  Medical  Staff  members  enjoy 
competitive  salaries  and  a generous 
benefit  package.  During  the  first  two 
years  of  employment,  Arnett  offers 
a guaranteed  minimum  salary  with  a 
production  bonus.  After  two  years  of 
successful  practice  experience, 
shareholder  status  with  a productivity 
incentive  formula  is  available.  An 
excellent  profit-sharing  and  invest- 
ment plan  is  also  available. 


Other  benefits  include  health  coverage 
via  Arnett  HMO  or  other  group  insur- 
ance, disability,  and  life  insurance 
plans.  A generous  fund  for  continuing 
education  is  available  to  clinic 
physicians. 

Community 

Lafayette,  Indiana  is  a thriving, 
low-crime  community  located  in  a 
county  of  approximately  132,000 
people.  Purdue  University,  known  for 
academic  leadership  in  the  areas  of 
engineering,  agriculture,  humanities, 
and  sciences,  and  for  Big  Ten  Sports, 
is  nearby.  Money  Magazine  recently 
identified  Lafayette  as  one  of  the  top 
14  cities  in  which  to  live  in  the  U.S.A. 


For  more  information, 
please  contact: 

John  C.  Horner 

Director  of  Physician  Recruitment 
Arnett  Clinic 
2600  Greenbush  Street 
Lafayette,  IN  47904 
(317) 448-8000 

Toll  Free  Nationwide,  1-800-899-8448 
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Whether  you  currently  file  commercial  claims  electronically  or  need  assistance 
entering  the  electronic  age  AdminaStar  Electronic  Services  can  help  you. 

For  information  and  assistance  fill-out  and  mail  this  card 
or  call  toll  free:  1 -800- 437-422 1 . 


Institution 


Contact: 


Phone 


Address 


111  AdminaStar 
Electronic  Services 


a division  of  AdminaStar,  Inc. 

6802  Hillsdale  Court 
Indianapolis,  IN  46209-1517 


a division  of  AdminaStar,  Inc. 

6802  Hillsdale  Court 
Indianapolis,  IN  46209-1517 
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A common  problem  shared  by 
everyone  in  the  health  care 
industry  is  receiving  punctual 
payment  for  your  services 

With  todays  business  expenses 
hHs  essential  for  everyone  to 
imize  their  cash  flow. 

solution  for  improving  slow 
payment  of  your  commercial 
health  care  claims  and  reducing 
administrative  expense  is  to 
file  them  electronically  with 
AdminaStar  Electronic  Services, 
the  people  who  practically 
invented  electronic  claims. 

AdminaStar  provides  single 
source  electronic  submission  of 
your  health  care  claims  for 
distribution  to  any  payor. 

For  information  call 
toll  free: 


AdminaStar 
Electronic  Services 

a division  of  AdminaStar,  Inc. 
6802  Hillsdale  Court 
Indianapolis,  IN  46250 


Transmit  Commercial  Claims  Electronically. 
Get  Paid  Faster! 


Transmit  This 
Electronically- 


A simple  answer  to  improve  your  cash  flow  and  reduce 
administrative  expenses  is  to  file  your  commercial  health 
care  claims  electronically. 

AdminaStar  Electronic  Services,  THE  PEOPLE 
WHO  PRACTICALLY  INVENTED  ELECTRONIC  CLAIMS, 
has  over  1 4 years  experience  collecting  and 
transmitting  20  million  electronic  claims  a year.  We 
provide  the  expertise  to  assist  and  support  you  with 
electronic  commercial  claims  submission. 

Whether  you  currently  file  commercial  claims 

electronically  or  need  assistance  entering  the  electronic  age,  AdminaStar  Electronic  Services  will  help  you. 

AdminaStar  provides  single  source  electronic  submission  of  all  your  health  care  claims: 
Commercial,  Blue  Cross  Blue  Shield,  CHAMPUS,  Medicare,  Indiana  Medicaid  or  Key  Health. 


Get  This 
Faster. 


Time  is  Money 

AdminaStar  helps  reduce  filing  errors  by  pre-editing  all  of  your  claims.  An 
acknowledgement  report  is  generated  within  1 2 hours  of  your 
submission.  You  know  when  your  claims  have  been  transmitted  correctly. 

Filing  your  health  care  claims  electronically  reduces  accounts 
receivable  waiting  time  by  up  to  50%.  This  helps  you  improve  your  cash 
flow  and  administrative  expenses. 

i Difficult  Process 

Utilizing  this  service  is  simple  and  much  more  efficient  than  filing  claims  on  paper.  AdminaStar  will 
provide  all  the  technical  support  and  service  needed  to  assist  you  and  your  organization  with 
electronic  claims  submission. 

We  Provide  a Complete  Treatment 

We  provide  full  service  single  source  electronic  claims  filing. 

Even  when  a carrier  does  not  accept  electronic  claims,  your  office  can  still  transmit  to 
AdminaStar  electronically.  We  then  print  those  claims  in  our  own  facility  and  mail  them  to  the  payor  for 
you.  You  still  have  the  benefit  of  the  reduced  administrative  expenses  and  none  of  the  headaches. 


This  is  Not 


FEATURE 

BENEFITS 

FEATURE  BENEFITS 

FEATURE 

BENEFITS 

All  payor 
capability 

Faster  claim 
filing 

One  source  for  filing  claims 
One  source  for  reports 
One  source  for  support 

Reduces  account  receivable 
days.  Better  cash  flow: 

Electronic  Claim 
1 8 to  2 1 days  turn-around 

Paper  Claim 

30  to  60  days,  with  an  aver- 
age of  45  days  turn-around 

Completely  Eliminates  printing,  stuffing, 

automates  your  and  mailing  paper  claims 
claim  process 

even  when  Increase  productivity  of  staff; 

payor  is  not  frees  them  for  other  tasks 

electronic 

Medicare,  Reduces  claim  cost 

Blue  Cross  and 
Blue  Shield, 

Champus 

& Key  Health  claims 
transmitted  at  no 
charge 

Eliminates 

paper 

HCFA  & UB 

Option  to  print 
at  claim  level 

Audit  trail 

Acceptance 
report  with  easy 
to  understand 
error  messages 

Saves  paper  cost  and  storage, 
environmentally  friendly 

One  source  for  hospitals 

Allows  for  control  of  indi- 
vidual claims 

Provides  claims  process  control 

Within  1 2 hours  provides  re- 
port confirming  the  receipt  of 
claim 

Download 

capability 

Enter  claim  data  only  once 

II  AdminaStar 
Electronic  Services 

6802  Hillsdale  Court 

FOR  ASSISTANCE 
Call  Toll  Free: 
1-800-437-4221 

ti  division  of  AdminaStar.  Inc. 

Indianapolis,  IN  46250 
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Over  50  Physicians 
Have  Chosen  Our 
Special  Way  Of  Life. 


You  could,  too. 


vjince  1917,  Caylor-Nickel  Clinic  has  maintained  a 
reputation  of  excellence.  Not  only  in  state-of-the-art  diagnosis  and 
treatment  but  also  excellence  in  our  physicians’  professional  and 
personal  lifestyles. 

As  a Caylor-Nickel  physician,  you  will  benefit  from  the  many  advan- 
tages of  group  practice.  Built  in  referrals  and  the  group’s  tradition  help 
maximize  your  income.  No  investment  is  required.  Experienced  busi- 
ness administrators  are  in  place  to  handle  all  of  your  management 
headaches.  We  do  it  all.  Plus,  large  groups  will  more  easily  survive  the 
continual  changes  expected  in  the  delivery  of  health  care. 

Over  50  physicians  will  be  available  for  consultations  and  call  coverage. 
Also  housed  in  the  Clinic  complex  is  Caylor-Nickel  Medical  Center,  a 
150  bed  hospital.  Handling  rounds  and  emergencies  will  no  longer 
disrupt  your  schedule. 

Our  package  includes  a competitive  salary  guarantee  plus  productivity 
bonuses,  paid  malpractice  insurance,  a company  car,  vacation  and  CME 
days,  free  medical  care  for  your  entire  family,  dental,  prescription, 
$300,000  term  life  insurance,  disability  insurance  and  much  more. 

Caylor-Nickel  is  situated  in  Bluffton,  about  30  minutes  south  of 
Indiana’s  second  largest  city,  Fort  Wayne.  In  1991,  Bluffton  was 
awarded  the  first  ever  “Most  Outstanding  Community  of  the  Year”  by 
the  Indiana  Chamber  of  Commerce.  You  can  enjoy  a quiet  country 
lifestyle  while  taking  advantage  of  the  “Big  City”  only  30  minutes  away. 

Because  of  increased  patient  volume,  Caylor-Nickel  has  practice  oppor- 
tunities available  for  the  following  doctors: 

•Internal  medicine  •Otolaryngology 

•Pediatrics  ‘Anesthesiology 

•Family  Practice  ‘Ophthalmology 

•Invasive  Cardiology  ‘Gastroenterology 

To  receive  a recruitment  packet  and  video,  call  Gregg  A.  Kurtz,  CPC. 
He’ll  give  you  more  choice  information  about  Caylor-Nickel’s  special 
way  of  life. 

Caylor-Nickel  Clinic,  P.C. 

One  Caylor-Nickel  Square  • Bluffton,  Indiana  • 46714 
1-800/756-2663 


NDIANA  MEDICINE/March/April  1993 


133 


Medicaid  rescue 


Bob  Carlson 
Indianapolis 


IV^edicaid  is  by  far  the  big- 
gest component  of  Indiana's 
health  care  budget,  which  Gov. 
Evan  Bayh  has  likened  to  an  800- 
pound  gorilla  that  needs  to  be 
caged.  This  fiscal  year  alone, 
Indiana's  Medicaid  bill  is  expected 
to  total  $965  million,  which  is 
$170  million  more  than  was  esti- 
mated. 

Indiana  Medicaid  expendi- 
tures have  been  increasing  at  a 
rate  of  nearly  20%  a year  for  the 
last  four  years,  while  state  rev- 
enues have  been  growing  3%  to 
4%  annually.  The  increase  alone 
in  the  state's  Medicaid  spending 
for  the  next  two  fiscal  years  is 
projected  at  $938  million,  $135 
million  more  than  the  revenue 
growth  projected  for  the  same  two 
years.  The  governor  has  made 
Medicaid  cuts  an  absolute  prereq- 
uisite for  more  education  funding 
and  for  holding  the  line  on  taxes. 

One  reason  for  the  explosive 
increase  in  Medicaid  costs  is  the 
recession  in  1991  and  1992.  More 
Hoosiers  were  forced  to  rely  on 
Medicaid  and,  at  the  same  time, 
state  revenues  declined  by  $1.2 
billion.  In  addition,  there  have 
been  federally  mandated  Medic- 
aid increases,  major  fee  increases 
in  several  provider  categories  and 
nationwide  health  care  cost  infla- 
tion of  8%,  versus  3.2%  for  all 
consumer  prices. 

Compared  to  other  states, 
Indiana  also  pays  higher  Medicaid 
provider  fees  and  covers  28  of  31 
optional  services  not  mandated  by 
federal  Medicaid  rules.  Only 
three  states  cover  more.  Accord- 
ing to  James  Verdier,  Indiana's 
assistant  secretary  for  Medicaid 
policy  and  planning,  reducing 
these  services  is  one  option  that  is 
being  considered,  along  with  a 


variety  of  others. 

In  this  conversation  with 
Indiana  medicine,  Verdier  makes  it 
clear  that  there  are  very  few  ideas 
for  cutting  or  offsetting  Medicaid 
costs  that  are  not  on  the  table.  He 
addresses  some  of  these  strategies, 
including  provider  taxes,  also 
called  "sick  taxes,"  "sin"  taxes, 
primary  care  case  management, 
Medicaid  reimbursement  cuts  and 
co-payments.  He  also  passes 
along  news  about  a new  Medicaid 
claims  processing  system. 

Verdier  advanced  to  his  cur- 
rent post  from  that  of  deputy 
commissioner,  Medicaid  and  Ad- 
ministration, in  July  1991.  He 
previosly  served  as  deputy  direc- 
tor in  the  Michigan  Department  of 
Management  and  Budget;  lecturer 
in  public  policy  at  the  Kennedy 
School  of  Government,  Harvard 
University;  assistant  director  for 
tax  analysis.  Congressional  Bud- 
get Office;  and  adjunct  professor, 
Georgetown  University  Law  Cen- 
ter. 

He  graduated  summa  cum 
laude  from  Dartmouth  College, 
attended  The  Queens  College, 
Oxford  University,  and  holds  a 
J.D.  degree  from  Harvard  Law 
School. 

Indiana  medicine:  Can  you  give  us 
a brief  overview  of  the  Medicaid 
program,  when  it  was  enacted 
and  what  the  arrangement  is 
between  states  and  the  federal 
government  and  specifically  what 
it  is  in  Indiana? 

Verdier:  The  Medicaid  program 
was  enacted  at  the  federal  level  in 
1965.  Indiana  was  one  of  the  last 
states  to  set  up  a state  Medicaid 
program  under  that  authority.  We 
set  ours  up  in  1970,  and  it  essen- 
tially looked  the  same  way  then 
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effort  to  be  ‘painful’ 


that  it  does  now  in  the  sense  that 
we  covered  a very,  very  wide 
range  of  optional  services.  I think 
we  covered  all  that  were  available 
at  the  time  and  have  done  so  ever 
since.  We  now  cover  28  out  of  the 
31  optional  services.  There  are 
only  three  states  that  cover  more 
than  that.  It  has  been,  for  a decade 
or  more,  one  of  the  most  expensive 
Medicaid  programs  in  the  country 
on  a per-recipient  basis,  which  is  a 
function  both  of  the  wide  range  of 
services  we  provide  and  the  very 
generous  reimbursement  systems, 
compared  to  other  Medicaid 
reimbursement  systems,  for  all 
providers. 

The  federal  government  I 
think  pays  about  55%  of  Medicaid 
costs.  In  Indiana,  they  pay  63%  of 
our  costs  and  they  have  an  awful 
lot  to  do  with  determining  who  is 
eligible  and  what  the  terms  and 
conditions  of  services  are.  Espe- 
cially in  the  last  four  or  five  years, 
the  federal  government  has 
mandated  much  broader  coverage, 
primarily  for  pregnant  women  and 
younger  children,  which  has 
increased  costs  dramatically  in  this 
state  and  all  around  the  country. 
Obviously,  other  factors  driving 


the  increase  in  costs  in  recent  years 
have  been  the  national  recession 
bringing  more  people  onto  the 
rolls  and  also  the  fact  that  health 
care  inflation  has  been  going  up 
about  twice  as  fast  as  inflation  in 
the  rest  of  the  economy.  All  of 
those  factors  affect  Indiana  and  all 
other  state  Medicaid  programs. 


£ L 

Especially  in  the  last 
four  or  five  years , the 
federal  government  has 
mandated  much  broader 
coverage , primarily  for 
pregnant  women  and 
younger  children , which 
has  increased  costs 
dramatically  in  this 
state  and  all  around 
the  country. 

55 

Indiana  medicine:  We've  heard  a 
lot  recently  about  provider  taxes. 
What  do  you  see  in  Indiana's 
future  regarding  that  kind  of 
taxation? 

Verdier:  It's  obviously  one  of  the 
areas  that  we're  looking  at  to  deal 
with  the  current  budget  problem 
that  we  have.  But  it's  just  one  of 
probably  eight  general  areas  that 
we're  looking  at.  Under  federal 
legislation  that  was  passed  in  late 
1991,  states  are  permitted  to  raise 
up  to  25%  of  their  state  share  in 
assessments  on  six  specified 
classes  of  providers:  hospitals  and 
physicians,  nursing  homes. 


prescription  drugs,  home  health 
agencies  and  a couple  of  others. 
These  assessments  have  to  be 
uniform  and  broad-based,  that  is, 
they  have  to  apply  equally  to  all 
providers  in  one  of  those  desig- 
nated classes,  irrespective  of  how 
much  Medicaid  business  they  do 
or  of  anything  else.  If  our  state 
share  of  Medicaid  stays  at  $800 
million,  which  where  it  now  is, 
and  that's  our  goal,  then  we  could, 
under  federal  law,  raise  up  to  $200 
million  in  these  kinds  of  provider 
assessments  and  have  the  federal 
government  match  those  payments 
in  the  same  way  they  would  match 
general  state  tax  revenues.  We  get, 
because  of  our  matching  rate, 
about  $1.70  in  federal  money  for 
each  dollar  we  raise  in  the  state. 

Indiana  medicine:  Is  the  provider 
tax  option  on  the  top  of  the  pile  of 
options  being  considered? 

Verdier:  Right  now,  it  is  just  a 
large  pile,  with  everything  we 
have  been  able  to  think  of  in  it,  and 
all  contributions  of  additional 
ideas  and  suggestions  are  grate- 
fully accepted  because  we  have  a 
situation  in  which  our  projected 
increase  in  Medicaid  expenditures 
over  the  next  two  years  is  over 
$900  million.  That's  just  the 
increase.  Our  projected  increase  in 
state  revenues  is  about  $800 
million.  So  the  projected  increase 
in  Medicaid  expenditures  will  use 
up  more  than  all  of  the  new 
revenues  that  we  anticipate.  And 
with  the  other  pressures  on  the 
state  budget  for  increasing  help  for 
education  and  economic  develop- 
ment and  job  training  and  all  of 
the  other  things  that  we'd  like  to 
do,  as  well  as  all  of  the  other  social 
services  and  health  programs  that 
we'd  like  to  support,  it's  simply 
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not  going  to  be  possible  to  do 
those  things  and  fund  that  pro- 
jected level  of  Medicaid  increases. 
So  we  are  looking  at  everything  we 
can  think  of  to  bring  that  projected 
rate  of  increase  down. 

Indiana  medicine:  Just  to  recap, 
what  is  the  Medicaid  budget  here 
in  Indiana? 

Verdier:  Our  current  appropria- 
tion, the  state's  37%  share,  is  just 
under  $800  million  in  fiscal  year 
1993.  Our  expenditures  are 
projected  to  rise  to  just  under  $1.2 
billion  in  1994  and  just  under  $1.4 
billion  in  fiscal  year  1995. 

Indiana  medicine:  How  about  a so- 
called  "sin  tax,"  for  instance,  on 
cigarettes?  Would  such  a tax 
generate  a substantial  amount  of 
revenue  to  lessen  the  burden  of 
Medicaid  on  the  state? 

Verdier:  Well,  the  administra- 
tion's position  is  that  we  are 
opposed  to  any  tax  increases.  But 
to  answer  your  factual  question, 
the  cigarette  and  tobacco  tax  in 
Indiana  is  about  15  and  a half  cents 
[a  pack]  now,  and  it  raises  just 
over  $100  million.  As  a rough  rule 
of  thumb,  for  each  penny  increase, 
you  could  get  another  $6  million. 
So  arithmetically,  yes,  it  will  raise 
$6  million  for  each  penny  of  the 
increase.  And  you  can  figure  how 
much  revenue  it  would  raise 
depending  on  what  level  it  was  at. 

Indiana  medicine:  Primary  care 
case  management  systems  have 
been  implemented  in  other  states 
but  not  in  Indiana.  What  are  your 
thoughts  on  that  type  of  strategy 
toward  containing  health  care 
costs? 


Verdier:  I think  it's  a good  idea 
because  it's  a better  way  of  practic- 
ing medicine.  I think  it  will 
improve  access  and  quality  of  care 
in  the  sense  that  people  will  get 
better  preventive  care.  They  will 
not  get  excessive  specialist  care. 
They  won't  be  going  to  emergency 
rooms  and  sitting  there  for  three 
hours  waiting  to  be  treated  for  an 
ingrown  toenail  or  something  of 
that  sort.  It's  just  a better  way  of 
practicing  medicine,  and  I think 
we  want  to  move  toward  it  for 
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Our  best  estimate  is 
that  once  we  got  a good 
physician  primary  care 
case  management  plan 
up  and  running , we 
could  save  perhaps  $10 
or  $15  million  a year, 
state  and  federal 
combined,  which  is 
zvorth  something. 


mainly  that  reason. 

The  experience  in  other  states 
is  that  it  does  not  save  substantial 
amounts  of  money.  Kentucky  is 
one  that  is  at  least  claiming  large 
savings,  although  I have  very 
substantial  doubts  about  the 
volume  of  savings.  Where  it  does 
save  money  is  in  reducing  the 
overuse  of  emergency  rooms  and 
the  overuse  of  specialists.  A state 
like  Kentucky  that  pays  its  pri- 
mary care  physicians  very  little  - 
they  rank,  I think,  45th  in  the 
nation  in  physician  reimbursement 
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- has  an  awful  lot  of  people  going 
to  emergency  rooms  and  going  to 
specialists  because  that's  their  only 
alternative.  But,  if  you  take  a look 
at  a state  like  Indiana,  where  our 
physician  reimbursement  is  close 
to  first  in  the  nation,  we  haven't 
been  able  to  find  an  extraordinary 
amount  of  emergency  room 
utilization  or  specialist  utilization. 
Dr.  Denise  Ingram-Bradley  on  our 
staff  has  been  analyzing  claims 
data  for  the  last  several  months, 
and  our  total  expenditures  on 
emergency  room  care  for  AFDC 
plus  pregnant  women  is  not  much 
more  than  $25  million,  state  and 
federal  combined,  out  of  a total 
budget  of  well  over  $2  billion.  So 
if  we  cut  it  in  half,  even,  that 
would  not  be  a major  savings. 

Our  best  estimate  is  that  once  we 
got  a good  physician  primary  care 
case  management  plan  up  and 
running,  we  could  save  perhaps 
$10  or  $15  million  a year,  state  and 
federal  combined,  which  is  worth 
something.  But,  when  you're 
trying  to  fill  a gap  of  $400  million 
in  the  state  share  of  the  Medicaid 
budget,  it's  not  a lot.  But  we  think 
it's  worth  doing  because  it's  just  a 
better  way  of  practicing  medicine, 
and  I think  in  the  long  run  we'll 
provide  better  care  and  better 
service  for  Medicaid  recipients. 

Indiana  medicine:  When  do  you 
think  Indiana  will  implement  a 
primary  care  case  management 
system? 

Verdier:  We  have  to  be  able  to 
convince  the  federal  government 
that  the  program  we  have  devised 
and  proposed  will  save  more 
money  than  doing  things  the  way 
we  have  been  doing  them  right 
along.  I think  we've  got  enough 
data  together  that  we  can  probably 
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demonstrate  that  now.  We  haven't 
had  the  data  to  do  that  before. 

Then  the  federal  government  has 
90  days  to  review  that,  and  they 
are  allowed  to  ask  for  more 
information  on  day  89,  which  they 
frequently  do,  which  starts  the  90- 
day  clock  running  again.  I should 
point  out  that  the  reason  they're 
called  waivers  is  that  it  requires 
waiving  the  normal  requirement  of 
Medicaid  law,  which  is  that 
recipients  are  entitled  to  free 
choice  of  providers.  We  would  be 
restricting  their  choice  of  providers 
through  this,  and  therefore  that 
provision  has  to  be  waived. 

But  once  we  got  federal 
approval,  and  they're  fairly 
sympathetic  to  these  kinds  of 
waivers,  the  experience  in  other 
states  is  that  it  usually  takes  at 
least  a couple  of  years  to  get  these 
kinds  of  systems  fully  up  and 
running.  You've  got  to  enroll 
providers.  You  have  to  set  up  a 
system  for  reporting  on  their 
experiences,  how  many  times  their 
patients  go  to  emergency  rooms 
and  why.  What  was  the  use  of 
specialists  and  why?  Are  certain 


physicians  using  emergency  room 
specialists  more  often  than  others? 
Are  they  answering  their  24-hour- 
a-day  phone?  And  all  of  those 
kinds  of  things  that  you'd  need  to 
set  up  a responsible  and  account- 
able program.  Getting  that  in 
place  and  up  and  running  usually 
in  other  states  has  taken  a year  or 
two. 

Indiana  medicine:  What's  your 
read  on  when  that  might  happen 
in  Indiana? 

Verdier:  I hope  we  can  submit  the 
waiver  within  the  next  couple  of 
months.  It's  a question  of  how 
long  it  takes  to  put  the  data 
together  in  the  form  that  the 
federal  government  wants,  and  as  I 
say,  these  kinds  of  waivers  are 
easier  to  put  together  than  most 
others.  But  I have  yet  to  see  a 
waiver  [application]  that  was  less 
than  two  inches  thick. 

Indiana  medicine:  What  sorts  of 
ideas  do  you  have  for  funding 
long-term  care  of  patients  in 
nursing  homes  under  the  Medic- 
aid program? 

Verdier:  I think  what  we'd  like  to 
do  is  something  that  probably  half 
or  more  of  the  states  are  now 
doing,  which  is  develop  what's 
called  a case  mix  system,  in  which 
reimbursement  is  tied  fairly 
directly  to  the  level  and  type  of 
care.  So  if  you  have  patients  that 
really  need  intense  care,  they 
would  be  reimbursed  at  a higher 
rate.  And  if  you  have  patients, 
maybe  Alzheimer's  patients,  who 
don't  have  a lot  of  physical  prob- 
lems and  don't  require  intensive 
nursing  care,  they  would  be 
reimbursed  at  a lower  rate.  States 
that  have  case  mix  systems  have 


anywhere  from  four  different 
levels  up  to  as  many  as  10,  and 
reimbursement  is  tied  to  the  level 
of  required  care. 

The  federal  government  is 
now  requiring  states  to  establish 
what's  called  a minimum  data  set, 
which  would  provide  information 
on  the  kind  of  care  received  by 
patients  and  the  kind  of  care  they 
need  in  all  nursing  facilities  and 
could  be  updated  every  six  months 
or  a year.  That's  a federal  require- 
ment. Our  department  of  health  is 
now  developing  that.  Once  that's 
developed  and  in  place,  then  we 
would  have  the  data  we  would 
need  to  have  that  kind  of  a case 
mix  reimbursement  system  and  we 
would  be  able  to  get  away  from 
the  system  we  now  have,  in  which 
we  still  make  a distinction  between 
skilled  and  intermediate  care  for 
purposes  of  reimbursement.  The 
rates  are  maybe  $62  a day  on 
average  for  intermediate  care  and 
$79  a day  for  skilled  care.  But  they 
vary  an  awful  lot  from  one  facility 
to  another  depending  on  things 
like  how  long  the  facility  has  been 
in  operation  and  whether  they 
changed  ownership,  how  skillful 
and  creative  their  accountants  are 
and  a whole  lot  of  things  that  are 
not  necessarily  closely  related  to 
the  appropriate  and  legitimate 
costs  of  caring  for  patients. 

I think  we  do  want  to  move 
toward  a system  that  has  pay- 
ments varying  with  the  type  and 
quality  of  care.  But  for  each 
facility  that  provides  that  type  and 
quality  of  care,  they  ought  to  all 
get  the  same  rate  across  the  state. 
Now  there  may  be  a reason  for 
having  some  variation  depending 
on  rural  versus  urban  if  you  can 
find,  for  example,  systematic 
variation  in  nurses'  salaries.  But 
other  than  that,  I don't  see  any 
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reason  why  the  rates  should  vary 
for  an  equivalent  type  of  care 
anywhere  in  the  state. 

Indiana  medicine:  Is  the  case  mix 
idea  being  considered? 

Verdier:  Yes,  and  obviously  right 
now  an  awful  lot  of  these  ways  of 
revising  the  reimbursement  system 
are  on  hold  because  we've  been 
sued  by  the  nursing  home  industry 
and  that  case  is  now  before  the 
Indiana  Supreme  Court.  Until  that 
gets  decided,  we  really  can't  make 
any  changes  in  the  reimbursement 
system.  Our  hope  is  that  it  will  be 
decided  sometime  in  the  next  few 
months,  but  there  are  no  guaran- 
tees. 

Indiana  medicine:  How  do  you 

think  a case  mix  system  of  reim- 
bursement would  impact  physi- 
cians? 

Verdier:  We  would  probably  need 
more  physician  input,  more 
physician  judgment  on  the  condi- 
tion of  patients  and  how  that 
relates  to  the  type  and  level  of 
nursing  care  that  they  require.  To 
that  extent  1 think  there  would  be 
perhaps  more  involvement  of 
physicians  than  there  is  now, 
where  all  they  have  to  do  is  say  if 
it  is  skilled  or  intermediate.  Those 
are  pretty  broad,  general  catego- 
ries, and  obviously  we  review 
those  judgments  by  physicians  in 
those  cases. 

We  have  a staff  that  looks  in 
detail  at  the  patient's  condition  as 
recorded  in  the  documentation 
provided  to  us,  and  sometimes 
we'll  accept  the  physician's 
judgment  on  that  and  sometimes 
we  won't.  That  obviously  would 
continue,  but  I think  as  we  have  a 
system  where  reimbursement  is 


tied  more  closely  to  maybe  four, 
five  different  levels  of  care,  that 
would  probably  require  more 
refined,  discriminating  judgments 
on  the  part  of  physicians  and 
others  involved  in  the  process  to 
make  sure  people  were  at  the 
appropriate  level  of  care. 

Indiana  medicine:  How  do  you 

think  it  would  impact  physicians 
in  terms  of  their  reimbursement? 

Verdier:  I don't  believe  there 
would  be  any  direct  link  between 
nursing  home  reimbursement  and 
physician  reimbursement.  Not  one 
that  I can  think  of,  anyway. 

Indiana  medicine:  Do  we  have  a 
Medicaid  fee  schedule  in  Indiana 
for  physician  reimbursement? 

Verdier:  We  don't.  We're  one  of 
just  a handful  of  states  that  don't. 
We  rely  on  a quite  outmoded 
system  that  depends  heavily  on 
physicians'  prior  billing  experi- 
ence. Another  factor  is  the  usual 
and  customary  charges  in  the 
community.  You  have  a system, 
therefore,  that  can  have  a physi- 
cian receiving  an  unusually  low 
rate  of  reimbursement  for  a 
particular  procedure  or  for  an 
office  visit,  related  primarily  to 
what  that  physician  may  have 
been  billing  for  that  particular 
procedure  several  years  ago,  and 
be  out  of  synch  with  what  his  or 
her  peers  in  the  community  are 
reimbursed  for  the  same  proce- 
dure. There  are  a fair  number  of 
anomalous  results  of  that  sort  that 
are  frequently  called  to  my  atten- 
tion by  physicians  who  are 
chagrinned  by  that,  and  I think 
properly  so. 

We  would  like  to  move  toward 
a standard  fee  schedule  so  that  the 


rate  for  a particular  procedure  or 
office  visit  is  pretty  much  the  same 
for  all  physicians  around  the  state. 
Again,  there  may  be  some  basis  for 
a rural  versus  urban  distinction 
there.  We  also  want  to  see 
whether  our  reimbursement  for 
primary  and  preventive  care  is 
adequate,  especially  for  obstetrical 
and  gynecological  care  because 
that's  something  that's  of  special 
importance  to  Medicaid  recipients, 
the  increasing  number  of  pregnant 
women  and  young  children  who 
are  coming  onto  the  Medicaid 
rolls.  But  we  don't  expect  that 
kind  of  fee  schedule  system  to  be 
in  place  for  more  than  a year  or 
two. 

What  we  would  like  to  move 
toward  is  a version  of  the  RBRVS 
system,  the  relative  value  scale 
system  of  reimbursement  that 
Medicare  is  using.  I think  we  want 
to  see  what  the  experience  is  in  a 
few  other  states  in  their  Medicaid 
programs  with  that  kind  of  system 
because  the  RBRVS  system  was 
obviously  developed  with  an  older 
population  in  mind,  and  the 
system  needs  refinement  and 
adaptation  to  make  it  appropriate 
for  a younger  population,  for 
pregnant  women  and  people  who 
are  not  in  the  Medicare  age 
groups. 

That  kind  of  development 
work  is  taking  place  in  several 
states  around  the  country,  and  our 
hope  is  that  within  a year  or  two 
there  will  be  something  pretty 
much  off  the  shelf  that  we  can 
bring  in  and  use  in  Indiana. 
Obviously  this  is  an  area  where  we 
would  want  to  work  real  closely 
with  the  physician  community  in 
making  sure  that  we  adapted  it 
properly  to  the  Medicaid  popula- 
tion. 

This  system  has  a major 
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advantage  in  that  it's  designed  to 
provide  greater  or  more  appropri- 
ate reimbursement  for  primary 
kinds  of  care  and  reduced  reim- 
bursement for  high-tech,  specialty 
kinds  of  care.  I think  that's  the 
direction  we  want  to  go  in  the 
Medicaid  program,  and  having 
this  RBRVS  system  available  will 
enable  us  to  do  that.  It  also  ought 
to  simplify  things  a bit  for  physi- 
cians because  my  expectation  is 
that  a lot  of  private  insurance 
companies  are  going  to  be  using 
this  system.  Obviously  Medicare 
does  and  that  would  make  the 
systems  more  unified,  and  I hope 
would  ease  some  of  the  billing 
hassle  that  I know  physicians 
experience. 

Indiana  medicine:  Do  you  foresee 
co-payments  by  patients  for 
optional  Medicaid  services  in 
Indiana? 

Verdier:  That's  one  of  the  issues 
that  is  on  the  table  to  deal  with  the 
budget  problem  we're  now  facing. 
It  doesn't  raise  a lot  of  revenue. 
There  are,  under  federal  law, 
significant  exclusions.  You  cannot 
impose  co-payments  on  pregnant 
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women  or  children  or  people  in 
institutions,  hospitals  or  nursing 
homes.  You  can't  impose  them  for 
emergency  services.  Also,  the  co- 
payments are  quite  small.  It's  50 
cents  for  services  up  to  $10  and  no 
more  than  $3  co-payments  for 
services  costing  $50  or  more.  So 
those  limitations  of  federal  law 
limit  to  some  extent  the  revenue 
you  can  get. 

Our  rough  estimate  is  that  if 
we  applied  co-payments  in  all  the 
areas  that  we're  permitted,  and 
we're  permitted  to  apply  them  to 
both  the  mandatory  and  the 
optional  services,  we  could  raise  in 
co-payments  directly  maybe  $6 
million  a year  and,  as  a rough  rule 
of  thumb,  perhaps  save  additional 
amounts  because  of  reduced 
utilization  of  perhaps  half  of  that. 
Add  another  $3  million  in  savings 
to  that,  which,  again,  in  the  context 
of  having  to  fill  a gap  of  several 
$100  million,  is  not  a lot. 

Indiana  medicine:  What  kind  of 
impact  do  you  think  that  kind  of 
co-payment  for  optional  Medicaid 
services  by  patients  would  have 
on  physicians? 

Verdier:  Under  federal  law,  it 
would  be  their  responsibility  to 
collect  the  co-payments,  and  what 
effect  that  might  have  on  their 
relationship  with  their  patients  is 
unclear.  They  obviously  collect  co- 
payments and  deductibles  from 
their  private-pay  patients  all  the 
time,  so  it's  not  an  unfamiliar 
process  for  them  to  go  through. 
Conceivably  in  some  cases,  espe- 
cially when  you're  dealing  with  a 
population  that's  as  poor  as  people 
are  in  the  Indiana  Medicaid 
program,  and  we  have  unusually 
strict  income  eligibility  rules  here, 
there  will  be  some  people  who 


can't  come  up  with  50  cents,  or  a 
dollar,  and  they  may  not  come  in 
for  the  check-up  or  the  preventive 
care  that  it  would  be  appropriate 
for  them  to  come  in  for. 

Obviously,  as  we  look  at  co- 
payments, that's  an  issue  that  we 
have  to  be  concerned  with. 

But  federal  law  does  exclude 
from  co-payments  those  categories 
of  recipients  and  those  situations 
where  the  hardship  or  the  poten- 
tial for  that  kind  of  under-use  is 
greatest,  and  that's  the  pregnant 
women  and  children  and  emer- 
gency situations.  So  to  some 
extent,  the  biggest  potential 
problems  are  not  areas  that  would 
be  covered  by  co-pays  at  all. 

Indiana  medicine:  What  is  your 
sense  about  the  likelihood  of  co- 
payment for  optional  Medicaid 
services  being  implemented  in 
Indiana? 

Verdier:  That's  probably  too  hard 
for  me  to  predict  with  any  reliabil- 
ity at  this  point.  My  sense  is  that 
an  awful  lot  of  these  issues  will  not 
finally  be  resolved  until  the  last 
few  weeks  of  the  legislative 
session.  There's  an  awful  lot  of 
discussion  and  consultation  that 
we  need  to  go  through  before  we 
or  the  legislature  or  anyone  else  is 
really  in  a position  to  make  those 
kinds  of  decisions. 

We  do  have  in  place,  or  almost 
in  place,  co-payments  for  certain 
transportation  services.  The 
regulations  are  moving  through 
the  process.  As  soon  as  they're 
through,  we'll  institute  those  co- 
payments, probably  sometime  this 
spring.  That  will  give  us  some 
experience  with  the  administrative 
impact  on  both  our  claims  proces- 
sor and  the  provider  community 
from  co-payments  and  give  us  also 
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a sense  of  what  impact  they  might 
have  on  utilization  and  whether 
they're  preventing  people  from 
going  to  appropriate  medical  care. 
So  we'll  learn  some  things  that  will 
be  useful  carry-over  lessons. 

Indiana  medicine:  Historically, 
Medicaid  reimbursement  has 
been  more  than  Medicare.  Is  that 
correct? 

Verdier:  That  is  the  case  in 
Indiana  but  in  scarcely  any  other 
Medicaid  program  in  the  country. 

Indiana  medicine:  However,  as  I 
understand  it,  Medicaid  now  pays 
less  than  Medicare? 

Verdier:  Not  according  to  the 
most  recent  data  that  I have  seen. 
The  most  recent  data  I've  seen 
indicates  that  we  are  paving  18% 
more  than  Medicare  on  average, 
and  we  are  number  one  in  the 
nation,  compared  to  other  Medic- 
aid programs,  by  that  measure. 
There  is  no  other  Medicaid  pro- 
gram that  pays  that  much  more 
than  Medicare.  Indeed,  the 
national  average  is  something  like 
75%  of  Medicare. 

Indiana  medicine:  Whereas  in 
Indiana  ... 

Verdier:  We  pay  118%. 

Indiana  medicine:  In  the  near 
future,  would  one  expect  to  see  a 
trend  of  declining  Medicaid 
reimbursements  relative  to 
Medicare? 

Verdier:  I would  certainly  think 
so.  If  you're  looking  at  areas 
where  there  is  some  potential  for 
cost  containment,  the  first  place 
you  look  is  where  we  depart  very 


substantially  from  the  norms  of 
other  states.  We  pay  very  much 
more  than  the  surrounding  states 
in  hospital  reimbursement,  in 
physician  reimbursement,  trans- 
portation reimbursement,  home 
health  care  reimbursement, 
nursing  home  reimbursement. 
Across  the  board,  we  systemati- 
cally pay  higher  rates  of  reim- 
bursement for  almost  all  providers 
in  Indiana  than  in  any  of  the 
surrounding  states  or  in  just  about 
the  whole  remainder  of  the  coun- 
try. 

£ C 

The  most  recent  data 
I've  seen  indicates  that 
we  are  paying  18%  more 
than  Medicare  on 
average , and  we  are 
number  one  in  the 
nation , compared  to 
other  Medicaid 
programs , by  that 
measure. 


Indiana  medicine:  So  even  though 
Medicaid  is  still  reimbursed  at  a 
higher  level  than  Medicare  in 
Indiana,  that  may  not  necessarily 
be  true  a year  from  now? 

Verdier:  It  is  certainly  not  a legal 
requirement  or  a policy  goal  in 
Indiana  to  pay  more  than  the 
Medicare  program  for  Medicaid. 
State  Medicaid  programs  are 
funded  in  part  by  state  tax  dollars, 
and  unlike  the  federal  govern- 


ment, we  can't  run  deficits.  We 
have  certain  constraints  on  what 
we  can  do  with  our  dollars  that 
seemingly  do  not  confine  the 
federal  government  in  the  deci- 
sions they  make,  and  Medicare  is  a 
100%  federally  funded  program. 


E 


Indiana  medicine:  I'd  like  to  follow 
up  on  something  you  mentioned 
earlier  about  a new  computer 
system. 


Verdier:  This  is  a new,  sort  of 
state-of-the-art  Medicaid  manage- 
ment information  and  claims 
processing  system  to  replace  our 
current  system,  which  is  now 
about  17  years  old.  This  will 
enable  us  to  do  a much  better  job 
of  processing  claims  from  physi- 
cians and  others  more  quickly  and 
more  accurately  and  will  also 
enable  us  to  tell  physicians  right 
up  front  all  the  things  they  need  to 
do  to  correct  any  errors  and 
omissions  in  their  claims. 

The  way  our  existing  system 
works,  it  basically  sends  back  the 
claim  on  the  basis  of  the  first  error 
it  finds.  It  doesn't  go  through  and 
systematically  find  all  the  errors 
and  omissions  and  print  out 
instructions  on  how  to  fill  out  and 
send  in  a corrected  claim.  The 
reason  is  because  the  technology 
20  years  ago  really  didn't  permit  a 
system  to  do  that,  but  that's  the 
kind  of  system  we've  had  to  live 
with.  It's  been  a problem  for  us 
and  a problem  for  providers.  I 
think  the  new  system  will  enable 
us  to  make  major  improvements  in 
that  area  and  in  a whole  lot  of 
areas  of  claims  processing.  We'll 
be  able  to  do  a much  better  job  of 
paying  claims  in  a timely  and 
accurate  fashion,  which  will  be  of 
benefit  to  providers  and  to  us. 

This  system  will  also  produce  for 
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us  much  better  data  on  trends  and 
patterns  in  the  provision  of 
Medicaid  services  all  across  the 
board.  We'll  have  a much  better 
analytic  policy  development 
capability  than  we've  had  before. 
We  have  just  awarded  a contract  to 
EDS,  after  competitive  bidding,  to 
put  this  new  system  in  place  and 
have  it  up  and  running  by  July  1, 
1994.  They  will  be  starting  within 
the  next  couple  weeks  to  start 
putting  this  new  system  in  place. 
We'll  have  an  extended  period 
time  for  testing  and  development, 
to  make  sure  that  the  transition 
between  the  old  system  and  the 
new  system  is  as  seamless  and 
trouble-free  as  we  can  possibly 
make  it. 

Indiana  medicine:  How  do  you 

think  the  change  of  administra- 
tion in  Washington  will  affect 
Medicaid,  nationally  and  in 
Indiana? 

Verdier:  It's  hard  to  predict 
because  President  Clinton  was  a 
former  governor,  and  he's  seen 
what  the  impact  has  been  on  state 
budgets  of  all  of  the  additional 
mandates  and  other  pressures  the 
federal  government  has  placed  on 
the  states  in  the  Medicaid  pro- 
gram. Indeed,  Arkansas  has  had 
to  make  very  dramatic  cutbacks  in 
eligibility  and  provider  reimburse- 
ment. They've  eliminated  lots  of 
optional  services  just  in  the  last 
year  or  so,  so  he's  had  direct 
experience  with  that.  But  he's  now 
the  president,  and  he's  got  the 
federal  budget  deficit  that  is 
driven  in  considerable  measure  by 
increasing  costs  of  health  care. 
Medicare  and  Medicaid.  So  his 
flexibility  to  be  helpful  to  states  in 
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a fiscal  sense  is  somewhat  limited. 
But  there  are  ways  in  which  he 
could  help  both  the  federal  budget 
and  state  Medicaid  by  giving  states 
a bit  more  flexibility  than  they  now 
have  in  determining  appropriate 
levels  of  service:  which  services 
are  covered  and  to  what  extent; 
what  reimbursement  systems  look 
like;  what  the  appropriate  criteria 
are  for  those  systems  and  what 
kiiads  of  things  are  necessary  to 
preserve  adequate  access  and 
quality  of  care.  For  many  of  those 
things,  we  are  under  pretty  strict 
prescriptive  rules  that  have  been 
imposed  by  the  federal  govern- 
ment, and  if  states  were  given  a bit 
more  flexibility,  I think  we  might 
be  able  to  deliver  care  in  more 
cost-effective  ways.  That  would 
save  states  like  Indiana  money, 
and  it  would  also  save  the  federal 
government  money  because  their 
55%  share  of  the  cost  would  be 
less. 

On  my  more  hopeful  days,  I 
think  that's  the  direction  the 
Clinton  administration  is  likely  to 
go.  On  my  more  pessimistic  days, 

I look  back  and  wonder  whether 
they're  going  to  be  continuing  to 
impose  extra  mandates  on  us  that 
increase  our  costs  or  even  shift 
costs  that  are  now  borne  by  the 
federal  government  onto  Medic- 
aid. Medicaid  has  picked  up  in  the 
last  few  years  a number  of  burdens 
that  in  my  view  should  properly 
be  with  the  Medicare  program. 
We're  paying,  for  example,  co- 
payments and  deductibles  and 
premiums  for  low-income  Medi- 
care recipients  out  of  the  Medicaid 
program.  In  my  view,  that  ought 
to  be  covered  by  the  federal 
Medicare  program.  But  that 
burden  has  been  dumped  on  the 


states. 

Indiana  medicine:  Do  you  have  any 
other  comments? 

Verdier:  No,  other  than  to  empha- 
size what  an  extraordinarily 
difficult  problem  we  have  because 
of  the  growth  in  the  Medicaid 
program  in  Indiana.  It's  been 
growing  at  a rate  of  20%  a year  for 
the  last  four  years,  and  our  rev- 
enues have  only  been  growing  3% 
or  4%  a year.  Those  trends  are 
projected  to  continue  into  the 
future,  and  there's  simply  no  way 
that  we  can  support  the  Medicaid 
program  at  the  level  that  it  is 
projected  to  reach  without  really 
wiping  out  everything  else  that 
we'd  like  to  do  in  the  remainder  of 
the  state  budget  or  having  very, 
very  major  tax  increases.  And  I 
simply  don't  think  there  is  public 
support  out  there  for  tax  increases 
of  that  magnitude. 

It's  a very,  very  serious 
problem,  and  it's  one  that  we  want 
to  able  to  work  with  all  the  health 
care  provider  community,  with  the 
legislature,  with  representatives  of 
Medicaid  recipients  and  other 
advocacy  groups  to  see  if  we  can 
work  our  way  toward  a solution. 
Because  it's  going  to  require  a fair 
amount  of  pretty  painful  decisions, 
and  we'd  like  to  have  everybody 
participate  in  that  as  much  as 
possible,  to  make  sure  we  do  it 
with  the  least  pain  and  disruption 
that  we  can  achieve,  understand- 
ing that  none  of  it  is  going  to  be 
easy.  □ 

This  interview  was  conducted  by 
Bob  Carlson,  a health  care  communi- 
cations consultant  it:  Indianapolis. 
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HIV  seroprevalence  in  the 
Bell  Flower  STD  Clinic 


Michael  E.  Minshall,  MPH 
Mary  Lou  Fleissner,  DrPH 
Indianapolis 

The  Indiana  State  Depart- 
ment of  Health  (ISDH),  in  coop- 
eration with  the  Centers  for  Dis- 
ease Control  (CDC),  conducted  a 
series  of  HIV  seroprevalence  stud- 
ies in  the  Bell  Flower  Sexually 
Transmitted  Disease  (STD)  Clinic 
in  Indianapolis  annually  from 
1990  through  1992. 

The  surveys  were  designed  to 
estimate  the  HIV  seroprevalence 
rate  in  people  who  use  the  Bell 
Flower  STD  Clinic  for  examina- 
tion and  treatment  of  STDs  such 
as  gonorrhea,  chlamydia  and 
syphilis.  People  who  used  the 
STD  clinic  solely  for  HIV  testing 
were  excluded,  minimizing  the 
chance  of  self-selection  bias 
among  survey  participants.  These 
surveys  were  part  of  the  CDC- 
sponsored  Family  of  HIV 
Seroprevalence  Surveys  per- 
formed across  the  United  States 


and  designed  to  estimate  the  HIV 
seroprevalence  rate  in  selected 
populations,  such  as  STD  clinic 
patients,  people  enrolled  in  sub- 
stance abuse  programs,  prisoners, 
tuberculosis  patients,  women's 
health  center  patients  and  adoles- 
cent health  clinic  patients. 

Methods 

The  survey  was  unlinked,  with  no 
patient's  name  included  with  the 
specimen.  The  survey  used  waste 
blood  left  over  from  the  RPR 
(Rapid  Plasma  Reagin)  syphilis 
screening  test  performed  on  each 
person  examined  for  STDs.  The 
RPR  was  performed  on  each  pa- 
tient, and  if  the  result  was  posi- 
tive, RPR  quantitation  and  FTA- 
Abs  confirmation  were  performed. 

After  those  tests,  the  patient's 
name  was  removed  from  the  left- 
over serum  specimen,  and  an 
anonymous  number,  which  corre- 
sponded with  the  number  on  the 
HIV  data  sheet,  was  assigned. 

The  HIV  data  sheet  requested 
information  on  the  month/year  of 


clinic  visit,  age  group,  race/ 
ethnicity,  gender,  risk  exposure, 
STD  diagnosis,  state/county/zip 
code  of  residence,  reason(s)  for 
visiting  the  clinic  and  referral 
source.  All  information  requested 
on  the  HIV  data  sheet  was  col- 
lected by  the  clinic  for  other  pur- 
poses. 

After  the  HIV  data  sheet  was 
completed  by  the  health  profes- 
sional examining  the  patient,  the 
unlinked  serum  specimen  and 
HIV  data  sheet  were  sent  to  the 
ISDH  laboratory  for  HIV  testing 
and  data  entry.  Informed  consent 
was  not  necessary  since  the  serum 
specimen  was  waste  blood,  the 
demographic  data  was  collected 
for  other  purposes  and  the  results 
were  double-blinded.  People 
using  the  STD  clinic  more  than 
once  during  the  survey  period 
and  patients  whose  sole  reason  for 
coming  to  the  STD  clinic  was  to 
be  HIV  tested  were  excluded. 

Each  of  the  three  annual  sur- 
veys collected  all  specimens,  male 
and  female,  until  a minimum  of 
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Table  1 

HIV  seropositivity  by  gender  and  survey  period 

Survey  Period 

12  3 


Men 

Women 

Men 

Women 

Men 

Women 

Number  tested 

900 

558 

914 

543 

951 

542 

Number  positive 

14 

0* 

17 

1* 

14 

4* 

Rate 

1.56% 

0 

1.86% 

.18% 

1.47% 

.74% 

* Chi-Square  Test  for  trend  in  HIV  seropositivity  among  women  = 4.91,  p = .027. 
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500  women  were  sampled  in  each 
of  the  three  survey  periods.  As  a 
result,  more  men  than  women 
were  sampled  in  each  survey  pe- 
riod. HIV  seropositivity  was  de- 
fined by  a repeatedly  reactive 
ELISA  test  (Abbott  Laboratories) 
and  a reactive  western  blot  confir- 
matory test  (Ortho-Cambridge 
Biotech).  Western  blot  reactivity 
was  determined  by  the  presence 
of  at  least  two  viral  protein  bands 
from  either  p24,  gp41  or  gpl20/ 
160.  Chi-square  tests  for  trend 
were  performed  on  Epilnfo  soft- 
ware.1 

Results 

Survey  period  1 began  March  1, 

1990,  ended  June  15,  1990,  re- 
quired 66  clinic  days  of  operation 
to  complete,  and  enrolled  1,458 
people.  Survey  period  2 began 
March  11,  1991,  ended  April  26, 

1991,  required  35  clinic  days  of 
operation  to  complete,  and  en- 
rolled 1,457  people.  Survey  pe- 
riod 3 began  March  9,  1992,  ended 
April  17,  1992,  required  30  clinic 
days  of  operation  to  complete, 
and  enrolled  1,493  people. 

The  HIV  seroprevalence  stud- 
ies at  the  Bell  Flower  STD  Clinic 
all  began  in  the  month  of  March, 
making  yearly  comparisons  of 
HIV  seroprevalence  more  valid. 

Study  population  demographics  - 
The  study  populations  for  each 
survey  period  were  similar  by 
gender  (Table  1),  race/ethnicity 
(Tables  2,  3 and  4)  and  age  group 
(Table  5).  Although  some  variabil- 
ity is  present  in  the  demographic 
distribution  of  gender,  age  group 
and  race/ethnicity  between  the 
study  populations  by  survey  pe- 
riod, tbe  differences  were  not 
statistically  significant  and  sug- 
gest that  the  overall  demographic 
distribution  of  Bell  Flower  STD 
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Table  2 

HIV  seropositivity  by  race/ethnicity  and  survey  period 


Survey  Period 

12  3 


White 

Number  tested 

523 

466 

597 

Number  positive 

10 

6 

7 

Rate 

1.91% 

1.29% 

1.17% 

African-American 

Number  tested 

921 

971 

885 

Number  positive 

4 

11 

11 

Rate 

.43% 

1.13% 

1.24% 

Hispanic /Other 

Number  tested 

14 

20 

11 

Number  positive 

0 

1 

0 

Rate 

0 

5%* 

0 

* This  percentage  is  based  on  a small  cell  number  and  should  be 
interpreted  with  caution. 
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Clinic  patients  is  similar  from  year 
to  year.  The  reported  risk  expo- 
sures for  men  and  women  were 
consistent  across  each  survey  pe- 
riod, further  supporting  the  hy- 
pothesis that  the  study  popula- 
tions were  similar  for  each  survey 
period. 

HIV  seroprevalence  rates  by 
demographic  and  risk  exposure  char- 
acteristics - The  crude  HIV 
seroprevalence  rate  (number  HIV 
positive  divided  by  the  number 
tested)  for  survey  period  1 was 
0.96%  (14/1,458),  1.24%  (18/1,457) 
for  survey  period  2 and  1.21% 
(18/1,493)  for  survey  period  3. 

The  crude  HIV  seroprevalence 
rate  did  not  significantly  increase 
or  decrease  between  the  three 
survey  periods.  HIV  seropositiv- 
ity rates,  by  gender,  are  summa- 


rized in  Table  1 for  the  three  sur- 
vey periods. 

HIV  seroprevalence  for  men 
did  not  significantly  increase  or 
decrease  between  the  three  survey 
periods;  however,  the  HIV 
seroprevalence  rate  among 
women  did  significantly  increase 
(X2  test  for  trend  = 4.91,  p = .027) 
between  the  three  survey  periods, 
from  0%  the  first  year,  to  0.18% 
the  second  year,  to  0.74%  the  third 
year.  HIV  seropositivity  by  race/ 
ethnicity  is  outlined  in  Table  2 for 
the  three  survey  periods. 

HIV  seropositivity  decreased 
for  whites  during  each  survey 
period  (1.91%  in  1990,  1.29%  in 
1991  and  1.17%  in  1992)  while 
HIV  seropositivity  among  Afri- 
can-Americans increased  during 
each  survey  period  (0.43%  in  1990, 
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1.13%  in  1991  and  1.24%  in  1992). 
However,  these  changes  in  HIV 
seropositivity  were  not  statisti- 
cally significant.  The  trend  be- 
comes more  evident  when  HIV 
seropositivity  was  evaluated  by 
race  and  gender  as  depicted  for 
men  in  Table  3 and  women  in 
Table  4. 

HIV  seropositivity  decreased 
for  white  men  during  the  three 
survey  periods  while  no  clear 
pattern  was  apparent  among  Afri- 
can-American men.  Neither 
group  showed  any  statistically 
significant  trend  in  HIV  sero- 
positivity. 

HIV  seropositivity  showed  a 
statistically  significant  increase 
among  African-American  women, 
from  0%  in  1990,  to  0.26%  in  1991, 
to  1.27%  in  1992.  Consequently, 
the  statistically  significant  increase 
in  HIV  seropositivity  identified 
for  women  in  Table  1 can  be  at- 
tributed to  the  increase  in  HIV 
seropositivity  among  African- 
American  women  during  the 
three  survey  periods,  since  no 
white  or  other  racial/ethnic 
women  tested  HIV  positive.  HIV 
seropositivity  by  age  group  is 
summarized  in  Table  5 for  three 
survey  periods. 

Participants  aged  35  to  39 
were  the  only  patients  to  show  an 
increased  rate  of  HIV  seropositiv- 
ity; however,  the  trend  was  not 
statistically  significant.  All  other 
age  groups  showed  no  statistically 
significant  increasing  or  decreas- 
ing trend  in  HIV  seropositivity. 

HIV  seropositivity  for  men  by 
risk  exposure  category  showed  no 
statistically  significant  increases  or 
decreases  by  survey  period,  with 
the  highest  rates  of  HIV  seropos- 
itivity found  in  men  who  report 
having  had  sex  with  other  men. 
The  HIV  seropositivity  rate 
among  men  who  reported  having 


Table  3 


HIV  seropositivity  for  men  by  race  and  survey  period 


1 

Survey  Period 
2 

3 

White 

Number  tested 

339 

312 

373 

Number  positive 

10 

6 

7 

Rate 

2.95% 

1.92% 

1.88% 

African-American 

Number  tested 

552 

588 

570 

Number  positive 

4 

10 

7 

Rate 

.72% 

1.70% 

1.23% 

Hispanic/Other 

Number  tested 

9 

14 

8 

Number  positive 

0 

1 

0 

Rate 

0 

7.14%* 

0 

* This  percentage  is  based  on  a small  cell  number  and  should  be 
interpreted  with  caution. 


Table  4 


HIV  seropositivity  for  women  by  race  and  survey  period 


Survey  Period 

1 2 3 


White 

Number  tested 

184 

154 

224 

Number  positive 

0 

0 

0 

Rate 

0 

0 

0 

African-American 

Number  tested 

369 

383 

315 

Number  positive 

0* 

1* 

4* 

Rate 

0 

.26% 

1.27% 

Hispanic/  Other 

Number  tested 

5 

6 

3 

Number  positive 

0 

0 

0 

Rate 

0 

0 

0 

* Chi-square  Test  for  trend  in  HIV  seropositivity  among  African- 
American  women  = 5.69,  p = .017. 
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Table  5 

HIV  seropositivity  by  age  group  and  survey  period 


Survey  period  1 * 

Survey  period  2 • 

Survey  period  3 

#Test 

#Positive 

Rate 

#Test 

#Positive 

Rate 

#Test 

#Positive 

Rate 

< 15 

8 

0 

0 

9 

0 

0 

8 

0 

0 

15-19 

302 

0 

0 

305 

1 

.33% 

290 

1 

.34% 

20-24 

482 

4 

.83% 

477 

4 

.84% 

479 

2 

.42% 

25-29 

286 

5 

1.75% 

296 

4 

1.35% 

292 

5 

1.71° 

30-34 

183 

3 

1.64% 

182 

3 

1.65% 

189 

2 

1.069 

35-39 

90 

1 

1.11% 

91 

3 

3.3% 

129 

6 

4.65° 

40-44 

56 

0 

0 

52 

2 

3.84% 

46 

1 

2.17° 

45+ 

46 

1 

2.47% 

43 

1 

2.33% 

60 

1 

1.67° 

* = Five  study  participants  from  survey  period  1 were  missing  age  group  information  and  were  excluded 

from  this  analysis. 

• = Two  study  participants  from  survey  period  2 were  missing  age  group  information  and  were  excluded 

from  this  analysis. 
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had  sex  with  other  men  was 
28.6%  (8/28)  for  survey  period  1, 
36.4%  (12/33)  for  survey  period  2 
and  27.6%  (8/29)  for  survey  pe- 
riod 3.  HIV  seropositivity  for 
heterosexual  men  was  less  than 
1%  for  each  survey  period. 

Women,  however,  showed  a 
statistically  significant  increase  in 
HIV  seropositivity  (X2  test  for 
trend  = 4.87,  p = .027)  among 
women  who  report  heterosexual 
contact  as  their  only  exposure  to 
HIV.  The  rate  went  from  0%  (0/ 
551)  for  survey  period  1,  to  0.18% 
(1/525)  for  survey  period  2,  to 
0.75%  (4/534)  for  survey  period  3. 
Therefore,  the  profile  of  a woman 
most  likely  to  be  HIV  positive  at 
the  Bell  Flower  STD  Clinic  would 


include  African-American  race 
and  heterosexual  contact  as  their 
risk  exposure.  The  characteristic 
most  likely  present  in  an  HIV 
positive  man  would  be  one  who 
engaged  in  male-to-male  sex,  re- 
gardless of  race/ethnicity. 

HIV  seroprevalence  by  residence 
zip  code  - Each  patient  enrolled  in 
the  HIV  seroprevalence  survey 
had  a zip  code  and  county  of  resi- 
dence entered  on  the  form.  Most 
study  participants  reported 
Marion  County  as  their  county  of 
residence.  Zip  codes  46205,  46218, 
46222  and  46226  all  showed  in- 
creased numbers  of  HIV  positive 
individuals,  by  survey  period,  for 
those  who  went  to  the  Bell  Flower 
STD  Clinic  for  an  STD  evaluation 


and  treatment.  Three  of  these 
four  zip  codes  (46205,  46218  and 
46226)  are  in  the  near  northeastern 
part  of  Indianapolis,  roughly  rep- 
resenting an  area  bordered  on  the 
west  by  Meridian  Street,  north  by 
52nd  street  and  the  Fall  Creek 
Parkway,  east  by  Post  Road  and 
south  by  22nd  Street.  The  remain- 
ing zip  code  (46222)  is  on  the  near 
west  side  and  is  bordered  on  the 
west  by  Georgetown  Road,  north 
by  38th  Street,  east  by  the  White 
River  and  south  by  West  Wash- 
ington Street. 

HIV  seroprevalence  surveys 
also  were  performed  in  STD  clin- 
ics located  in  Fort  Wayne  and 
Evansville  in  1991  and  1992.  The 
methods,  procedures  and  inclu- 
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sion/exclusion  criteria  were  iden- 
tical to  the  surveys  performed  in 
the  Bell  Flower  STD  Clinic,  mak- 
ing comparisons  possible.  Due  to 
lower  patient  volume  in  both 
Evansville  and  Fort  Wayne,  the 
sample  size  was  set  at  500  patients 
for  each  STD  clinic  and  survey 
period,  with  a minimum  of  100 
women  screened.  The  survey 
took  approximately  six  months  to 
complete  in  the  Evansville  STD 
Clinic  for  1991  and  1992,  while  the 
sample  size  was  attained  in  seven 
weeks  in  the  Fort  Wayne  STD 
Clinic  for  1991  and  1992.  The  HIV 
seroprevalence  rate  in  the  Evans- 
ville STD  Clinic  for  1991  was 
0.59%  (3/506)  and  0.39%  (2/516) 
for  1992.  The  HIV  seroprevalence 
rate  for  the  Fort  Wayne  STD 
Clinic  was  0.18%  (1/560)  in  1991 
and  0.39%  (2/514)  in  1992. 

Discussion 

Between  June  1988  and  December 
1989,  the  Centers  for  Disease  Con- 
trol sponsored  and  published  HIV 
seroprevalence  data  on  103  STD 
clinic  surveys  located  in  38  metro- 
politan areas  across  the  United 
States.  The  median  HIV 
seroprevalence  rate  was  2.2%, 
with  a range  of  0%  to  38. 5%. 2 Al- 
though the  HIV  seroprevalence 
rates  found  in  the  Bell  Flower, 

Fort  Wayne  and  Evansville  STD 
clinics,  for  any  of  the  survey  peri- 
ods, were  below  the  national  me- 
dian HIV  seroprevalence  rate,  the 
increased  percentage  of  HIV  posi- 
tive African-American  women 
found  in  the  Bell  Flower  study  is 
an  area  of  concern  for  HIV/ AIDS 
prevention  programs. 

HIV/ AIDS  surveillance  data 
showed  6%  of  Indiana  AIDS  cases, 
and  14%  of  reported  Indiana  HIV 
infections  were  among  women. 

As  the  HIV/ AIDS  epidemic  con- 
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tinues  to  shift  toward  women,  the 
potential  exists  for  increased  num- 
bers of  HIV-infected  children  and 
pediatric  AIDS  cases.  HIV/ AIDS 
surveillance  also  shows  that  Indi- 
ana minority  populations  are  dis- 
proportionately affected  by  the 
HIV/ AIDS  epidemic.  For  in- 
stance, African-Americans  com- 
prise 7.8%  of  Indiana's  popula- 
tion, while  constituting  18%  of 
Indiana  AIDS  cases  and  27%  of 


The  HIV 

seroprevalence  data 
from  the  Bell  Flower 
STD  Clinic  studies 
support  the  observed 
shift  in  HIV/ A IDS  cases 
toward  women  and 
minority  populations 
for  which  HIV/ A IDS 
prevention  programs 
must  be  designed  and 
implemented  in 
the  future. 


reported  Indiana  HIV-infected 
people.  The  HIV  seroprevalence 
data  from  the  Bell  Flower  STD 
Clinic  studies  support  the  ob- 
served shift  in  HIV/ AIDS  cases 
toward  women  and  minority 
populations  for  which  HIV/ AIDS 
prevention  programs  must  be 
designed  and  implemented  in  the 
future. 

Limitations 

The  population  surveyed  at  the 
Bell  Flower  STD  Clinic  does  not 


represent  the  general  population 
of  Marion  County.  For  instance, 
the  percentage  of  STD  clinic  pa- 
tients who  are  African-American 
(approximately  60%)  is  not 
equivalent  to  the  1990  census  per- 
centage of  African-Americans  in 
Marion  County  (21.2%).  Even 
with  the  over-sampling  of  Afri- 
can-Americans in  these  surveys, 
the  increased  percentage  of  HIV 
positive  women  is  significant  and 
merits  programmatic  planning 
and  changes. 

The  difference  in  the  number 
of  clinic  days  required  to  perform 
each  of  the  three  Bell  Flower  sur- 
veys (66,  35,  30)  is  a concern. 
During  survey  period  1,  perhaps 
all  eligible  patients  were  not  en- 
rolled or  the  census  of  patients 
greatly  increased  during  the  sec- 
ond and  third  survey  periods. 

The  HIV  seroprevalence  sur- 
veys performed  at  the  Bell  Flower, 
Evansville  and  Fort  Wayne  STD 
clinics  are  the  only  unbiased  esti- 
mates of  HIV  seropositivity  that 
exist  for  any  clinic-based  popula- 
tion segment  of  Indiana.  Future 
studies  will  add  to  the  database  of 
HIV  seropositivity  for  Indiana 
residents.  □ 

Both  authors  were  with  the  Indi- 
ana State  Department  of  Health, 
Epidemiology  Resource  Center,  at  the 
time  this  paper  zvas  written. 

Minshall  is  now  with  Eli  Lilly  and 
Co. 


Correspondence:  Michael  E. 
Minshall,  M.P.H.,  Eli  Lilly  and  Co., 
Lilly  Corporate  Center,  Drop  Code 
2128,  Indianapolis,  IN  46285. 
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Beall,  director  of  the  Indiana  STD 
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the  Fort  Wayne  and  Evansville  STD 
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State  program  tracks 
__ Schedule  II  drugs_ 


Michael  J.  Mirro,  M.D. 

Holly  A.  Winkeljohn 
Barth  Ragatz,  Ph.D. 

Fort  Wayne 

Editor's  note:  An  editorial  on 
the  Indiana  State  Medical  Association 
position  on  the  Indiana  Multiple 
Copy  Prescription  Program  appears 
on  page  126  of  this  issue.  Two  bills 
on  the  program  were  introduced  in 
the  Indiana  General  Assembly.  The 
1SMA  supports  Senate  Bill  504,  as 
introduced  by  Sen.  Pat  Miller,  R- 
ludianapolis,  which  calls  for  the  elec- 
tronic data  transfer  mentioned  in  this 
article.  The  1SMA  opposes  House 
Bill  1674,  as  introduced  by  Rep.  Vern 
Tincher,  D-Riley,  which  continues 
the  current  Multiple  Copy  Prescrip- 
tion Program. 

Drug  abuse  represents  one 
of  the  greatest  public  health  chal- 
lenges of  the  20th  century,  and  the 
non-medical  use  of  prescription 
drugs  is  a serious  component  of 
this  problem.  Surveys  of  drug 
treatment  facilities  have  found 
that  approximately  10%  of  pa- 
tients admitted  to  these  facilities 
were  taking  prescription  drugs 
that  were  diverted  from  their  in- 
tended use.1 4 Accordingly,  many 
states  have  enacted  legislation  to 
deal  with  the  diversion  of  pre- 
scription drugs  to  curb  abuse.4 

In  1989,  Indiana  enacted  legis- 
lation to  track  prescriptions  to 
prevent  diversion  of  controlled 
substances.  Every  practitioner 
who  writes  a prescription  for  a 
Schedule  II  pharmaceutical  is  re- 
quired to  use  a multiple  copy 
prescription  form  provided  by 
this  program.  Indiana  is  one  of  1 1 


states,  including  Illinois  and 
Michigan,  that  track  Schedule  II 
drugs.  Advanced  tracking  sys- 
tems using  electronic  data  transfer 
have  been  implemented  in  Okla- 
homa, Massachusetts  and  Hawaii.1 
These  more  sophisticated  elec- 
tronic systems  also  track  other 
drugs. 

The  purpose  of  prescription 
monitoring  programs  is  to  identify 
illegal  diversion  of  Schedule  II 
drugs  and  thereby  identify  "doc- 
tor shoppers."  This  program  also 
identifies  practitioners  involved 
with  personal  abuse  (impaired 
practitioners)  or  with  criminal 
diversion  of  controlled  sub- 
stances.11 

This  article  reviews  Indiana 
law,  including  its  strengths  and 
weaknesses.  An  overview  of  the 
program  and  a description  of  data 
obtained  from  the  Indiana  Health 
Professions  Bureau  for  1991  are 
presented. 

The  program 

Indiana  law  requires  every  person 
who  manufactures  or  distributes  a 
controlled  substance  within  the 
state  to  obtain  a registration  is- 
sued by  the  Indiana  State  Board  of 
Pharmacy.  In  addition,  federal 
law  requires  registration  with  the 
federal  Drug  Enforcement  Admin- 
istration (DEA).  A registration 
issued  to  a dispenser  expires 
whenever  the  license  of  the  practi- 
tioner expires. 

Controlled  substances  are 
classified  into  five  categories  ac- 
cording to  the  following  federal 
guidelines: 

1)  Schedule  I - Drugs  of  high 
potential  for  abuse  with  no  ac- 
cepted medical  use  for  treatment 


in  the  United  States.  These  drugs 
lack  accepted  safety  for  use  in 
treatment  under  medical  supervi- 
sion (e.g.,  heroin,  crack/cocaine 
and  hashish). 

2)  Schedule  II  - Drugs  with 
high  potential  for  abuse.  These 
compounds  currently  have  ac- 
cepted medical  use  in  treatment. 
However,  these  drugs  have  severe 
restrictions  in  use  and  abuse  may 
lead  to  psychological  and  physical 
dependence  (e.g.,  morphine, 
Demerol,  amphetamines  and  co- 
deine). 

3)  Schedule  III  - Drugs  with 
less  abuse  potential  than  Schedule 
II,  which  have  accepted  medical 
use  for  treatment  in  the  United 
States.  The  long-term  use  of  these 
drugs  may  lead  to  moderate 
physical  dependence  with  moder- 
ate to  high  psychological  depen- 
dence. Sedatives  and  hypnotics 
are  included  in  this  group  (e.g., 
pentobarbital,  secobarbital  and 
chlorhexadol). 

4)  Schedule  IV  - Drugs  with 
moderate  to  low  potential  for 
abuse.  These  drugs  have  current 
accepted  medical  use  in  the 
United  States,  and  the  long-term 
use  may  result  in  limited,  if  any, 
physical  dependence  with  moder- 
ate psychological  dependence 
(e.g.,  benzodiazepines). 

5)  Schedule  V - Drugs  with 
low  to  non-existent  potential  for 
abuse.  These  drugs  have  common 
accepted  use  in  the  United  States 
and  have  limited  to  non-existent 
physical  or  psychological  depen- 
dence relative  to  their  use  (e.g., 
over-the-counter  cough  syrups 
and  antidiarrheals). 

The  data  in  this  article  relate 
to  the  tracking  of  Schedule  11 
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drugs  that  were  obtained  from 
triplicate  prescriptions  submitted 
to  the  Health  Professions  Bureau 
by  pharmacies  (Tables  1,  2 ami  3). 
In  1991,  there  were  245,682  Sched- 
ule II  prescriptions  issued  by  eli- 
gible practitioners.  Pharmacies 
and  practitioners  who  dispense  or 
administer  in  their  office  are  re- 
quired to  send  their  copies  of 
triplicate  prescriptions  by  the  15th 
of  the  month  after  the  prescription 
was  issued.  The  prescription  cop- 
ies are  bundled  by  the  date  in 
which  they  were  received  at  the 
Health  Professions  Bureau.  Once 
every  two  weeks,  five  data  entry 
clerks  separate  the  copies  by  drug 
name  and  strength.  Each  drug 
and  strength  is  assigned  a prede- 
termined code.  Once  prescrip- 
tions are  coded,  the  data  entry 
clerks  enter  each  prescription  into 
a computer  system  for  data  analy- 
sis. Approximately  300  prescrip- 
tions are  entered  per  clerk  per  day 
during  data  tabulation.  Approxi- 
mately 28,000  prescriptions  per 
month  are  processed. 

The  cost  for  administering  this 
program  in  1991  was  $126,028, 
including  salaries  and  benefits  for 
employees.  The  operational  cost 
for  the  program  was  $23,500,  in- 
cluding postage  costs,  printing 
and  supplies. 

Table  1 lists  the  most  com- 
monly prescribed  Schedule  II 
drugs  in  Indiana  for  1991. 
Methylphenidate  (Ritalin)  is  the 
most  commonly  prescribed  drug, 
typically  prescribed  by  pediatri- 
cians for  children  with  attention 
deficit  disorder.  One  criticism  of 
the  current  program  is  that  this 
particular  compound  has  little 
potential  for  abuse  and  addiction, 
yet  it  is  monitored  closely.  Benzo- 
diazepines (Schedule  IV)  have 
high  psychological  and  moderate 


Table  1 


Most  commonly  prescribed  Schedule  II 
drugs  In  Indiana:  1991 


Schedule  II  drug  # Prescriptions/year 

1)  Methylphenidate  (Ritalin) 97,360 

2)  Oxycodone  (Percocet) 36,155 

3)  Oxycodone  (Tylox) 25,976 

4)  Oxycodone  (Percodan) 14,452 

5)  Meperidine  HCL  (Demerol  HCL  Tablets) 8,347 

6)  Morphine  Sulfate  (Contin  Tabs) 7,965 


physiological  dependence  yet  are 
unmonitored  by  the  triplicate 
prescription  program. 

The  top  medical  specialty 
prescribes  in  1991  included  fam- 
ily physicians,  pediatricians,  inter- 
nists, medical  oncologists,  psy- 
chiatrists and  general  surgeons. 
The  non-physician  prescribers  are 
dentists  and  oral  surgeons  who 
prescribe  analgesics  (Table  3). 
Identifying  practitioners  by  medi- 
cal specialty  dispels  concern  about 
practitioners  being  singled  out  for 
their  prescribing  habits.  For  ex- 
ample, an  oncologist,  who  will 
write  more  prescriptions  for 
Schedule  II  medications  than  a 
cardiologist,  will  not  have  inap- 
propriate action  taken  against  his 
license  for  legitimate  prescribing 
activity. 

Confidentiality  - practitioners 
and  patients 

The  confidentiality  of  the  triplicate 
prescription  program  is  protected 
by  Indiana  law.  If  the  Health 
Professions  Bureau  suspects  a 
practitioner  of  over-prescribing  a 
Schedule  II  drug,  information 


cannot  be  released  to  law  enforce- 
ment authorities  unless  it  is  re- 
viewed and  approved  for  release 
by  a member  of  the  Indiana  Con- 
trolled Substance  Advisory  Com- 
mittee. The  committee  member 
who  reviews  the  prescribing  ac- 
tivities must  be  a practitioner  who 
is  licensed  in  the  same  profession 
as  the  practitioner  who  is  scruti- 
nized. Law  enforcement  officers 
involved  with  drug  diversion 
investigations  by  the  Indiana  State 
Police  and  federal  DEA  may  ac- 
cess information  from  the  pro- 
gram, but  the  officers  first  must 
be  approved  by  the  Indiana  Con- 
trolled Substance  Advisory  Com- 
mittee and  demonstrate  that  the 
information  requested  is  related  to 
an  investigation  for  prosecution  of 
a controlled-substance  related 
crime.  Any  public  servant  who 
intentionally  releases  confidential 
information  related  to  this  pro- 
gram commits  a Class  A misde- 
meanor. 

Current  research  involving 
population-based  clinical  studies 
suggests  that  over-utilization  of 
Schedule  II  drugs  is  infrequent.1 3 
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Most  research  suggests  that  sig- 
nificant underutilization  of  drugs 
occurs.  This  concern  is  particu- 
larly significant  in  large  sub-popu- 
lations of  patients  with  severe 
pain  and  anxiety  disorders.  Prac- 
tice parameters  for  the  use  of 
drugs,  particularly  in  pain  control, 
are  in  the  process  of  being  devel- 
oped by  various  medical  organi- 
zations. 

Psychoactive  drugs  are  pre- 
scribed for  unapproved  indica- 
tions at  times  and  at  higher  doses 
depending  upon  the  clinical  cir- 
cumstance. Current  federal  health 
policy  officials  recognize  that  the 
use  of  approved  drugs  for 
unapproved  indications  at  times  is 
medically  desirable  and  should  be 
judged  appropriately  based  on 
local  medical  standards. 

Criminal  investigations 

The  multiple  copy  prescription 
program  is  primarily  designed  to 
track  illegal  diversion.  Since  the 
program  began,  there  have  been 
more  than  150  criminal  investiga- 
tions. “Doctor  shoppers"  are  the 
target  of  75%  of  these  investiga- 
tions, and  practitioners  were  in- 
vestigated in  the  remaining  25%. 
To  date,  21  people  have  been  ar- 
rested based  on  information  from 
this  program.  Two  of  those  ar- 
rested were  practitioners. 

Strengths  of  current  programs 

Establishing  the  Indiana  Multiple 
Copy  Prescription  Program  was  a 
positive  step  toward  controlling 
the  diversion  of  Schedule  II  phar- 
maceuticals. By  creating  a paper 
trail,  the  program  allows  law  en- 
forcement officers  to  identify  po- 
tential abusers  at  an  earlier  stage. 

Indiana  State  Police  narcotics 
investigators  have  reported  a dra- 
matic decrease  in  the  illegal  drug 
trade  since  the  implementation  of 


the  new  law.  According  to  the 
investigators,  the  street  value  of 
these  drugs  has  doubled  and  even 
tripled.  In  fact,  the  street  price  of 
a single  4 mg  Dilaudid  tablet  is  as 
high  as  $70. 

The  program  has  a deterring 
and  limiting  effect  on  those  in- 
volved with  Schedule  II  diversion, 
requiring  physicians  to  write  a 
prescription  for  a Schedule  II  drug 
on  a serialized  prescription  form 
provided  by  the  state.  Because  a 
pharmacy  cannot  fill  a prescrip- 
tion not  written  on  one  of  these 
forms,  it  reduces  the  possibility 
that  the  prescription  is  from  a 
stolen  pad  written  by  someone 
besides  the  doctor.  The  program 
also  may  be  a deterrent  because 
those  involved  with  the  illegal 
diversion  of  Schedule  II  drugs 
know  they  can  be  identified. 

Unwary  physicians  are  pro- 
tected from  patients  who  take 
advantage  of  their  prescribing 
privileges.  Furthermore,  the  pro- 
gram reiterates  to  physicians  the 
responsibility  they  have  as  pre- 
scribers  and  reminds  them  of  the 
care  they  should  take  when  pre- 
scribing highly  addictive  drugs. 


Criticisms  of  the  program 

One  criticism  of  the  program  is 
that  it  has  had  a "chilling  effect" 
on  how  physicians  treat  patients. 
Critics  assert  that  doctors  fear 
being  investigated  by  those  in- 
volved with  drug  enforcement. 

The  theory  is  that  if  doctors  fear 
investigation,  they  will  hesitate  to 
prescribe  a Schedule  II  drug  to  a 
patient  who  needs  it.  However, 
there  is  no  proof  that  the  program 
has  this  effect. 

A survey  conducted  in  Michi- 
gan reported  that  80%  of  the  phy- 
sicians surveyed  indicated  that  the 
program  does  not  prevent  them 
from  prescribing  Schedule  II  sub- 
stances to  patients  who  need  it. 
The  results  in  Indiana  probably 
would  be  similar  if  an  analogous 
survey  were  conducted.  Until 
opponents  of  the  multiple  copy 
prescription  program  present  con- 
crete data  that  it  has  negative 
effects,  this  criticism  is  weak. 

Some  critics  say  the  program 
violates  the  privacy  rights  of  pa- 
tients. They  argue  that  the  physi- 
cian/patient confidential  relation- 
ship is  compromised  because  a 
patient's  prescription  record  is 


Table  2 


Top  medical  specialty  prescribers  of 
Schedule  II  drugs  in  Indiana:  1991 


Specialty 

1)  Family  practice  .... 

2)  Pediatrics 

3)  Internal  medicine 

4)  Medical  oncology 

5)  Psychiatry 

6)  General  surgery ... 


# Prescriptions/year 


65,889 

48,451 

24,289 

20,382 

16,492 

..5,874 
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disclosed  to  people  who  handle 
records  and,  possibly,  to  investi- 
gators. However,  the  confidenti- 
ality of  prescription  information  is 
protected  by  law.  If  the  Health 
Professions  Bureau  suspects  a 
practitioner  is  over-prescribing  or 
is  involved  in  drug  diversions, 
information  cannot  be  released  to 
law  enforcement  officials  or  the 
Indiana  attorney  general  unless  it 
is  first  reviewed  and  approved  for 
release  by  a member  of  the  Indi- 
ana Controlled  Substance  Advi- 
sory Committee  who  is  licensed  in 
the  same  profession  as  the  practi- 
tioner in  question.  By  requiring 
approval,  the  program  protects 
the  confidentiality  of  patients  as 
much  as  possible. 

Limitations 

Implementing  a program  de- 
signed to  assist  drug  enforcement 
investigators  with  identifying 
drug  diversion  is  important. 
However,  some  forms  of  tracking 
are  more  efficient  than  others. 

The  multiple  copy  prescription 
program  in  Indiana  is  limited 
because  it  relies  on  a hand-writ- 
ten,  mailed  form  for  tracking. 

After  the  Health  Professions  Bu- 
reau receives  prescription  infor- 
mation, the  information  is  entered 
into  a computer  for  more  efficient 
tracking.  The  time  lapse  between 
when  the  prescription  is  dis- 
pensed and  when  the  information 
is  available  on-line  is  a limiting 
factor  for  Indiana's  current  pro- 
gram. The  fact  that  officials  are 
unable  to  quickly  identify  poten- 
tial doctor  shoppers  or  physicians 
involved  with  diversion  makes 
the  enforcement  procedure  less 
effective.  There  is  also  the  risk 
that  prescriptions  will  not  be  en- 
tered if  there  is  a clerical  backlog. 

The  lapse  in  time  between 


Table  3 

Top  non-physician  medical  specialty  prescribers  of 
Schedule  II  drugs  In  Indiana:  1991 

Specialty  #Prescriptions/year 

1 ) Dentistry 16,388 

2)  Oral  surgery 4,051 

3)  Podiatry 2,497 

4)  Veterinary  medicine 1,207 


dispensing  and  entering  into  the 
computer  could  possibly  be  elimi- 
nated if  the  information  were 
entered  immediately  by  the  phar- 
macists. Such  a system,  called  the 
Electronic  Data  Transfer,  is  now  in 
place  in  Oklahoma  and  Massachu- 
setts. The  system  requires  the 
pharmacist  to  enter  patient  infor- 
mation, the  date,  the  quantity  of 
drug  dispensed  and  information 
about  the  prescribing  physician. 

Proponents  of  this  system 
stress  the  confidentiality  it  offers, 
since  the  physician  and  patient 
are  not  included  in  the  process. 
Patient  confidentiality  is  not  com- 
promised because  the  only  people 
who  see  the  information  are  in- 
vestigators. Most  important,  how- 
ever, is  the  fact  that  the  informa- 
tion is  immediately  available  for 
investigative  purposes. 

Summary 

By  implementing  the  multiple 
copy  prescription  program,  Indi- 
ana demonstrates  its  concern  with 
the  problems  of  doctor  shoppers 
and  physicians  involved  with 
abuse.  By  trying  to  track  illegal 
diversion  of  Schedule  II  drugs, 
states  that  have  implemented 
tracking  programs  are  trying  to 
rid  the  streets  of  illicit  drug  use. 


When  it  is  time  to  renew  the 
law,  the  state  should  consider 
using  modern  computer  technol- 
ogy. Indiana's  program  could  be 
even  more  effective  if  it  incorpo- 
rated electronic  data  transfer.  □ 
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Physicians  visit  Statehouse 
during  Medicine  Day 


George  Rawls,  M.D.,  right,  an  Indianapolis  surgeon, 
and  his  wife  Lula  discuss  their  views  on  health  care 
legislation  with  Rep.  Bill  Crawford,  D-Indianapolis, 
during  Medicine  Day.  About  75  physicians  and 
their  spouses  attended  the  event,  which  included 
breakfast,  a visit  to  the  statehouse  to  meet  with  leg- 
islators and  lunch  with  legislators. 


Sen.  Rose  Ann  Antich,  D- 
Merrillville,  second  from  right,  and 
Sen.  Lonnie  Randolph,  D-East 
Chicago,  right,  meet  constituents  in 
a Statehouse  hallway.  Pictured 
from  left  are  Lee  H.  Trachtenberg, 
M.D.,  a Munster  ophthalmologist; 
Don  Henry,  M.D.,  a Munster 
obstetrician/gynecologist;  and  C. 
Dyke  Egnatz,  M.D.,  a Schererville 
family  physician,  and  back  to 
camera,  Promila  Paul,  M.D.,  a 
Munster  ophthalmologist. 


John  D.  MacDougall,  M.D.,  left,  an  Indianapolis 
surgeon,  talks  with  Michael  O.  Mellinger,  M.D.,  a 
LaGrange  family  physician,  during  the  breakfast  at 
the  Hyatt  Regency  Hotel. 
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Save  on  Group  Health  Insurance 

with  our  new  Professional  Courtesy  plan. 


Exclusive  from  Gregory  & Appel  Insurance. 

Professional  Courtesy?  is  a new  group  health  plan 
with  20%  to  50%  savings  for  physicians... 
additional  9%  to  15%  less  with  PPO  discounts. 

Can  reduce  a physician’s  taxes.  Dual  deductible  option: 
one  for  staff  and  a higher  deductible  for  physicians. 

Professional  Courtesy  is  serviced  by  expert, 
salaried  (not  commissioned)  employees  of 
Gregory  & Appel  Insurance  who  provide 
a complete  range  of  risk  management  products. 

Phone  Jan  Macy  or  Greg  Wright,  CFP 
(317)  634-7491  or  1-800-968-7491 


Greeory 

G?Appel 

Insurance 

A Tradition  of  Quality  - Since  1884 
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Physicians,  legislators  enjoy 
'islands'  reception 


John  M.  Records,  M.D.,  right,  a Franklin  family 
physician,  and  his  wife,  Pamela,  talk  with  Indiana 
Lt.  Gov.  Frank  O'Bannon  during  the  Jan.  27  ISMA 
Legislative  Reception.  Straw  hats,  sunglasses,  rna- 
racas  and  a steel  drum  band  helped  set  the  mood 
for  the  "Escape  to  the  Islands"  theme. 


Clarence  Clarkson,  M.D.,  left,  and  James  Daggy, 
M.D.,  center,  both  Richmond  family  physicians,  are 
pictured  with  Rep.  Dick  Bodiker,  D-Richmond. 


Arden  Pletzer,  M.D.,  center,  Anderson,  a specialist 
in  physical  medicine  and  rehabilitation,  and  her 
husband,  David  Pletzer,  M.D.,  a Fishers  family 
physician,  join  Rep.  Kathy  Richardson,  R- 
Noblesville,  to  discuss  health  care  legislation. 


Roy  Kingma,  M.D.,  right,  a Demotte  family  physi- 
cian, and  his  wife,  Sonya,  talk  with  Rep.  Walter 
Roorda,  R-Demotte.  More  than  300  people,  includ- 
ing state  legislators  and  ISMA  members,  attended 
the  event  at  the  Westin  Hotel. 
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♦ 

$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS  \ 


If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties, 
you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army 
Reserve. 


♦ 

♦ 

♦ ♦♦ 


Anesthesiology 
General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon-Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  which  offers  a bonus 
to  eligible  physicians  who  reside  in  certain  geographic 
areas  (Pennsylvania,  West  Virginia,  Ohio,  Michigan, 


Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You 
would  receive  a $10,000  bonus  for  each  year  you  serve 
as  an  Army  Reserve  physician — for  a maximum  of  three 
years. 

You  may  serve  near  your  home,  at  times  convenient  for 
you,  or  at  Army  medical  facilities  in  the  United  States 
and  abroad.  There  are  also  opportunities  to  attend  con- 
ferences and  participate  in  special  training  programs, 
such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical 
Personnel  Counselors: 

CALL  COLLECT  317-542-3758 


ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 


♦ 

♦ 

♦ ♦♦ 


GIVI  YOURSELF  THE  RED  CARPET  TREATMENT 


Treat  yourself  to  a limited  edition 
IU  mg  that  will  show  your  true 
colors  in  true  Big  Red  style.  This 
handsome  3'x  5'  carpet  of  wool 
and  nylon  is  neither  stamped  nor 
printed,  but  woven  m England  for 
highest  quality. 

In  the  den!  In  the  hall!  Underfoot! 
On  the  wall!  Cheer  up  your  home 
with  a spirited  collector's  item 
that  you  won't  find  m any  store. 
Your  satisfaction  is  guaranteed. 

Use  the  coupon  to  order.  Or 
call  toll-free  1-800-395-9574  any- 
time. VISA®  and  MasteiCardR1 
charges  are  welcome. 
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Doctor  keeps  trains 
_ running  in  Aurora. 


Tina  Sims 
Managing  Editor 

Cjordon  Fessler,  M.D.,  has 
been  working  on  the  railroad  for 
40  years,  but  every  day  is  still  a 
new  adventure  for  the  Aurora, 
Ind.,  family  physician. 

Dr.  Fessler  is  a model  train 
hobbyist  who  created  literally 
from  scratch  a railroad  display  in 
his  hilltop  home  that  draws  visi- 
tors from  all  over  the  world.  "I've 
been  a do-it-yourselfer  for  a great 
number  of  years,"  says  Dr. 

Fessler,  who  will  tackle  almost 
any  project,  big  or  small.  To  ac- 
commodate his  train  layout,  he 
added  a 35  x 50-foot  room  to  his 
house  14  years  ago  and  invented 
and  built  a device  that  raised  the 
12-foot,  125-pound  lengths  of 
plasterboard  used  in  the  construc- 
tion to  an  upright  position.  The 
contractor  on  the  project  told  Dr. 
Fessler  that  his  invention  was  so 
efficient  that  it  put  three  men  out 
of  work  for  a week. 

Although  he  started  out  ini- 
tially to  collect  Lionel  trains  for 
his  son,  who  was  then  about  7,  he 
eventually  discovered  O scale 
trains  in  the  1950s  and  has  "been 
working  at  it  ever  since."  He 
estimates  his  collection  now  in- 
cludes about  400  freight  cars  and 
300  passenger  cars. 

Those  cars  run  on  a pike  - as 
the  train  layout  is  called  - that  Dr. 
Fessler  began  11  years  ago  to  re- 
place his  first  pike,  which  he 
knew  could  be  improved.  "I 
learned  all  the  mistakes  I ever 
made  in  the  first  pike,"  he  said. 

He  is  not  daunted  by  the  amount 
of  planning  or  labor  involved  in 
such  an  undertaking.  "If  the  idea 


strikes,  I do  it,"  he  says. 

One  such  idea  was  the  carpet- 
ing of  his  train  room  - after  the 
pike  was  completed.  He  decided 
to  carpet  his  room  after  visiting  a 
model  train  layout  in  a carpeted 
room  in  Nashville,  Tenn.  The  fact 
that  his  pike  was  already  set  up 
did  not  deter  him;  it  was  "just 
another  challenge,"  he  says.  After 
buying  the  carpet  from  a Cincin- 
nati hotel  that  was  undergoing 
remodeling,  three  men  spent  three 
days  installing  the  carpet  while  he 
operated  the  jacks  to  lift  the 
tables. 

He  spent  about  six  months 
planning  the  layout  of  his  second 
pike.  Utah  copper  mines,  the 
Rocky  Mountains,  forests  of  the 
Northwest,  West  Virginia  coal 
mines  and  the  Indiana  country- 
side form  scenic  backdrops  for  the 
trains.  There  are  also  Old  West 
towns,  grain  elevators,  lumber- 
yards, an  oil  refinery,  an  amuse- 
ment park  and  modem  cities. 

"I  see  where  I can  make  im- 
provements, but  overall  I like  the 
plan,"  Dr.  Fessler  says  of  his  sec- 
ond pike. 

Photomurals  on  two  adjacent 
walls  give  the  layout  an  added 
dimension  and  offer  visitors  a 
view  of  the  horizon.  The  murals, 
like  almost  everything  else  in  his 
"little  world,"  reflect  Dr.  Fessler's 
creativity.  He  took  the  photo- 
graphs in  black  and  white,  had 
them  enlarged,  hung  them  and 
painted  them  in  the  colors  of  sum- 
mer in  Indiana.  The  rural  scene 
depicts  Indiana  262  from  Rising 
Sun  to  Dillsboro,  and  although  the 
city  scenes  were  taken  in  both 
Memphis  and  Cincinnati,  Dr. 
Fessler  prefers  to  think  of  the  city 
in  his  layout  as  Cincinnati. 


Dr.  Fessler's  attention  to  detail 
is  in  evidence  everywhere.  Owls 
hide  in  trees,  lamps  decorate  the 
miniature  tables  inside  passenger 
cars  and  climbers  with  appropri- 
ate gear  scale  the  slopes  of  moun- 
tains. A man  peers  through  bin- 
oculars to  get  a better  view  of 
girls  sunbathing  atop  a hotel.  Be- 
cause all  hotels  of  the  Wild  West 
era  reportedly  had  "red  light" 
services,  he  couldn't  resist  posi- 
tioning a nude  woman  in  one 
window  of  the  hotel.  The  only 
trouble.  Dr.  Fessler  says,  was  find- 
ing such  a miniature.  When  he 
couldn't  find  one,  he  made  it  him- 
self. 


Similarly,  when  he  couldn't 
find  a figurine  who  could  pose  as 
a cook  calling  cowboys  to  dinner, 
he  painted  a white  apron  on  a 
male  figurine  and  fashioned  a 
miniature  cast  iron  skillet,  made 
from  brass  and  painted  black,  for 
the  figurine  to  hold. 

Dr.  Fessler  is  completing  work 
on  a steamboat,  complete  with 
lights  and  moving  paddlewheel. 
But  the  boat  needs  a calliope,  he 
says,  so  he's  building  one  of  wood 
and  brass.  Calliope  music  is  al- 
ready in  place  . 

Calliope  music  isn't  the  only 
sound  you'll  hear  in  Dr.  Fessler's 
train  room.  He  has  installed  an 
audio  system  that  also  features 
train  whistles,  steam  engines  and 
rain  and  thunder.  Other  special 
effects  include  lightning  accompa- 
nying the  thunderstorm,  a rain- 
bow coloring  the  horizon  after  the 
storm  and  smoke  spewing  from 
the  trash  burner  at  the  lumber 


yard. 

Dr.  Fessler  has  tried  to  give 
the  Miami  Road,  as  he  calls  his 
rail  line,  as  much  realism  as  pos- 
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Gordon  Fessler,  M.D.,  arranges  some  of  the  equipment  in  his  large  O 
scale  train  display.  In  addition  to  trains,  his  room  includes  a collection 
of  train  lanterns  and  a gate  sign  from  Track  8 at  Union  Station  in  Cin- 
cinnati. 


sible.  During  his  travels  around 
the  country,  he  takes  photos  of 
sights  he  would  like  to  include  in 
his  train  layout  so  that  his  scaled- 
down  replica  will  look  as  accurate 
as  possible.  "I  don't  build  any- 
thing without  pictures,"  he  says. 
"Otherwise  your  imagination  de- 
stroys your  authenticity." 

Although  photographs  help 
achieve  this  authenticity,  so  does 
a close-up  visit  to  the  site.  He 
built  his  cement  silo  after  visiting 
the  Riverside  silo  near  Cincinnati 
and  receiving  permission  to  ride 
the  elevator  for  a look  at  the  top 
of  the  structure.  When  he  showed 
his  finished  replica  to  officials  of 
the  Riverside  silo,  they  were  so 
impressed  they  wanted  to  buy  it, 
but  Dr.  Fessler  politely  told  them 
it  wasn't  for  sale.  "I  never  consid- 
ered myself  a commercial 
builder,"  he  says. 

Besides,  he  was  ready  to 
move  on  to  another  project.  "I 


work  on  what  appeals  to  me  at 
the  time,"  Dr.  Fessler  says.  'That 
way  it  won't  get  monotonous." 

In  addition  to  using  photo- 
graphs to  achieve  a realistic  effect, 
he  may  also  bring  back  touches  of 
nature  from  vacations  to  match  as 
closely  as  possible  the  color  of  the 
landscape.  He  returned  from  a 
trip  to  Utah  with  a soil  sample  so 
that  he  could  duplicate  the  rust 
tones  in  his  copper  mine  display. 

Animation  adds  to  the  real- 
ism. Tiny  ice  skaters  gliding 
across  a pond,  steam  shovels 
hauling  dirt,  and  oil  wells  boring 
through  the  earth  are  among  the 
moving  parts  dotting  the  land- 
scape. 

National  attention  and  many 
friendships  have  resulted  from  Dr. 
Fessler's  hobby.  He  was  the  sub- 
ject of  an  article  in  the  December 
1990  issue  of  Model  Railroader, 
which  has  a circulation  of  more 
than  200,000,  and  is  scheduled  to 


be  featured  in  an  upcoming  issue 
of  another  model  railroad  maga- 
zine, O Scale  News.  American 
Medical  News  and  The  Cincinnati 
Enquirer  also  have  published  sto- 
ries about  him. 

Through  attendance  at  model 
railroad  conventions.  Dr.  Fessler 
and  his  wife,  Ruth  Ann,  have 
made  many  friends.  The  Fesslers 
say  they  know  railroad  buffs 
throughout  the  country  and  don't 
hesitate  to  call  them  if  they're  in 
the  area.  Likewise,  the  Fesslers 
have  escorted  many  visitors 
through  their  train  display,  in- 
cluding a few  people  from  Europe 
who  wanted  a tour  after  reading 
about  Dr.  Fessler  in  Model  Rail- 
roader. 

Dr.  Fessler  says  model  rail- 
roading appeals  to  so  many 
people  because  "they  want  to 
duplicate  the  things  they  grew  up 
with."  He  remembers  his  fascina- 
tion with  a steam  locomotive 
"huffing  and  puffing"  at  the  train 
station  he  walked  past  on  his  way 
home  from  high  school.  "It  al- 
most seemed  alive,"  he  says. 

Future  projects  include  build- 
ing a landing  for  the  riverboat 
and  simulating  a forest  fire.  And 
if  he  should  ever  win  the  lottery, 
he  says,  enlarging  the  train  room 
would  be  just  the  ticket.  □ 


Trams  pass  through  many  set- 
tings, such  as  this  town  in  the 
Wild  West. 
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scientific  contribution 


Brain  biopsy  in 
Indiana  AIDS  patients 


is 


Abstract 


The  neuropathologic  findings  of  brain  biopsies  in  a series  of  Indi- 
ana AIDS  patients  were  reviewed.  All  subjects  displayed  focal  le- 
sions on  radiographic  studies.  The  three  most  common  diagnoses 
were  toxoplasmosis,  progressive  multifocal  leukoencephalopathy 
and  primary  central  nervous  symptoms  (CNS)  lymphoma.  These 
findings  were  consistent  with  previous  studies  elsewhere.  Biopsy  ap- 
pears to  affect  the  course  of  treatment  only  if  CNS  lymphoma  is 
discovered.  Because  the  value  of  currently  available  therapy  for  this 
disease  in  AIDS  patients  is  controversial,  there  is  no  clear  consensus 
regarding  the  indications  for  biopsy  in  this  population. 


Fred  Michael,  M.D. 

Scott  Shapiro,  M.D. 
julius  Goodman,  M.D. 

David  Hall,  M.D. 

Indianapolis 

F orty  percent  of  patients 
with  acquired  immunodeficiency 
syndrome  (AIDS)  will  develop 
some  form  of  central  nervous 
system  (CNS)  symptoms.1  Fifty- 
seven  percent  of  all  AIDS  patients 
in  an  Indiana  University  study 
had  abnormal  findings  on 
neuroimaging  studies.2  To  study 
the  role  of  brain  biopsy  in  AIDS, 
the  pathological  findings  were 
reviewed  in  a series  of  neurologi- 
cally  symptomatic  patients  who 
came  to  biopsy. 

Previous  studies  have  shown 
the  three  most  common  causes  of 
focal  cranial  mass  lesions  in  AIDS 
patients  to  be  toxoplasmosis,  pri- 
mary CNS  lymphoma  and  pro- 
gressive multifocal  leukoenceph- 
alopathy.3 Rare  cases  of  discrete 
mycotic  or  mycobacterial  cerebral 
abscesses  have  been  reported, 
mainly  in  populations  of  intrave- 
nous drug  abusers.4 

Although  there  are  "classic" 
radiologic  presentations  for  each 
of  the  three  major  causes  of  focal 
brain  lesions  found  in  AIDS  pa- 
tients, there  are  no  truly 
pathognomonic  presentations. 
Instead,  the  three  are  frequently 
indistinguishable  by  computed 
tomography  (CT)  or  magnetic 
resonance  imaging  (MRI)  in  this 
population.  It  is  because  of  this 


lack  of  diagnostic  certainty  that 
biopsy  usually  is  performed.  A 
review  of  radiologic  features  of 
brain  lesions  in  AIDS  patients 
may  be  found  in  the  July  1991 
issue  of  INDIANA  MEDICINE.3 

Of  the  three  common  mass 
lesion  etiologies,  toxoplasmosis  is 
the  most  responsive  to  treatment. 
Symptomatic  and  radiographic 
improvement  often  is  seen  within 
weeks  of  antibiotic  treatment  on- 
set.3 The  common  practice  of 
many  clinicians  is  to  treat  empiri- 
cally for  toxoplasmosis  in  this 
situation  and  watch  for  improve- 
ment. When  therapy  is  successful, 
maintenance  therapy  must  be 
continued  for  life. 

Progressive  multifocal 
leukoencephalopathy  (PML)  is  a 
demyelinating  disease  caused  by 
the  papovavirus  JC.  There  is  no 
treatment  for  PML,  and  survival  is 
seldom  more  than  weeks  to 
months  after  the  diagnosis  is 
made. 

Primary  CNS  lymphoma  was 


an  extremely  rare  entity  before  the 
advent  of  AIDS.6  In  a 1990  San 
Francisco  study,  30%  of  all 
biopsied  brain  lesions  in  AIDS 
patients  were  shown  to  be  CNS 
lymphoma.3 

Radiation  therapy  is  known  to 
prolong  survival  time  significantly 
in  non-AIDS  related  primary  CNS 
lymphoma.  The  benefit  of  radia- 
tion in  AIDS  patients,  however,  is 
less  clear  and  will  be  addressed  in 
this  article. 

Methods 

A retrospective  study  of 
neuropathological  findings  in  28 
AIDS  patients  was  performed.  All 
were  neurologically  symptomatic 
and  displayed  focal  neuroradi- 
ologic findings.  Each  of  the  28 
underwent  stereotactic  brain  bi- 
opsy, guided  either  by  CT  or  MRI. 
The  biopsies  were  performed  be- 
tween 1987  and  1991  at  Methodist 
Hospital  of  Indiana  and  Indiana 
University  Hospital  in  Indianapo- 
lis. All  known  biopsied  patients 
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were  included  in  the  study. 

Results 

Four  (14%)  of  the  patients  were 
first  diagnosed  with  AIDS  upon 
presenting  with  neurologic  symp- 
toms; the  rest  were  previously 
known  to  be  HIV  positive. 
Twenty-seven  of  the  28  (96%) 
were  men,  with  age  ranges  from 
22  to  44  years  (mean  34.3  years). 
Table  1 lists  presenting  neurologic 
signs  by  the  number  of  patients 
with  each  finding. 

Ten  patients  (36%)  were  diag- 
nosed with  PML.  Two  died  at 
one  month,  and  one  died  at  two 
months  after  biopsy.  Because  no 
surgical  or  medical  interventions 
are  available  for  PML,  the  remain- 
ing patients  were  lost  to  follow-up 
at  home  or  in  a nursing  facility. 

Eight  patients  (29%)  had  find- 
ings consistent  with  toxoplasmo- 
sis. 

One  patient  was  diagnosed 
with  an  embolic  infarction.  An- 
other was  given  no  diagnosis,  as 
only  a nonspecific  necrotizing 
process  was  observed  on  patho- 
logical examination.  One  brain 
mass  was  found  to  be  a 
pneumocystis  abscess;  cultures 
grew  the  pneumocystis  and  also 
propionibacterium  acnes.  One 
biopsy  was  read  as  normal. 

Six  patients  (21%)  were  found 
to  have  primary  CNS  lymphoma. 
Of  these,  three  began  a course  of 
radiation  therapy:  One  completed 
the  course  but  died  38  days  after 
biopsy;  one  died  four  days  after 
biopsy  without  completing 
therapy;  and  a third  chose  to  un- 
dergo therapy  at  an  outside  hospi- 
tal and  was  lost  to  follow-up.  The 
remaining  three  patients  received 
no  radiation  therapy:  One  died 
nine  days  after  biopsy,  and  the 
other  two  were  lost  to  follow-up. 

Radiographically,  most  (21  of 


28)  of  the  brain  lesions  were 
supratentorial.  By  diagnosis,  four 
of  six  primary  CNS  lymphomas 
showed  lesions  only  above  the 
tentorium,  while  seven  of  10  PML 
cases,  seven  of  eight  toxoplas- 
mosis cases  and  three  of  four 
other  diagnoses  were  located 
supratentorially. 

Nineteen  of  28  patients  had 
multiple  brain  lesions.  Four  of  six 
CNS  lymphomas,  eight  of  10  PML 
cases,  five  of  eight  toxoplasmosis 
cases  and  two  of  four  other  diag- 
noses displayed  more  than  one 
lesion  on  MRI  or  CT.  Table  2 
shows  the  breakdown  by  lesion 
diagnosis,  location  and  number. 

Two  patients  had  complica- 
tions after  their  stereotactic  biop- 
sies, one  being  a nonfatal  hemor- 
rhage at  the  biopsy  site  and  the 
other  a postoperative  seizure.  No 
deaths  were  related  to  the  proce- 
dure itself. 


Discussion 

The  types  of  neurologic  patholo- 
gies seen  in  this  series  of  AIDS 
patients  in  Indiana  do  not  differ 
from  those  seen  in  previous  stud- 
ies elsewhere.  Toxoplasmosis, 
PML  and  primary  CNS 
lymphoma  were  all  demonstrated. 
Histoplasmosis,  known  to  be  com- 
mon in  Indiana,  was  not  seen  in 
CNS  lesions. 

Although  toxoplasmosis  was 
found  in  50%  of  all  biopsied  le- 
sions in  one  study,3  such  cases 
probably  were  underrepresented 
in  this  series  because  of  the  prac- 
tice of  initiating  empiric  therapy 
at  the  time  cranial  lesions  consis- 
tent with  toxoplasmosis  are  dis- 
covered on  brain  scan.  Many 
such  cases  presumably  would 
have  shown  lesion  regression  with 
the  therapy,  thus  obviating  the 
need  for  biopsy. 

A diagnosis  of  PML,  seen  in 


Table  1 

Neurologic  presentation  of  AIDS  patients  with  CNS  lesions 

Sign/symptom  Number  of  patients  * 

Mental  status  changes 8 

Hemiparesis/weakness 8 

Seizures 7 

Headache 6 

Cerebellar  signs 3 

Fever 2 

Numbness/ tingling 2 

Normal  exam 1 

Not  specified 3 

* n = 28.  Ten  patients  demonstrated  multiple  neurologic  signs/ 
symptoms  at  presentation. 
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more  than  one-third  of  the  pa- 
tients studied,  offers  little  hope  at 
present.  Treatment  is  directed  at 
providing  patient  comfort. 

The  small  number  of  primary 
CNS  lymphoma  patients  in  this 
series  precludes  a statistically 
significant  analysis  of  survival 
time.  It  is  clear,  however,  that  the 
prognosis  is  grim.  Because  the 
efficacy  of  therapy  for  CNS 
lymphoma  is  central  to  the  issue 
of  brain  biopsy  in  these  patients,  a 
discussion  of  outcome  studies  for 
radiation  therapy  is  warranted. 

Primary  CNS  lymphoma  therapy 
and  biopsy  indications 

Biopsy  is  useful  for  differentiating 
between  the  often  similar-appear- 
ing lesions  of  toxoplasmosis,  pri- 
mary CNS  lymphoma  and  PML. 
Demonstrating  toxoplasmosis  will 
have  little  effect  on  the  course  of 
therapy  if  empiric  treatment  al- 
ready has  begun.  A finding  of 
PML  is  of  diagnostic  value  only, 


as  there  is  no  treatment.  Biopsy 
can  then  be  indicated  only  if  an 
effective  treatment  is  available  for 
CNS  lymphoma. 

Proponents  of  aggressive  bi- 
opsy and  irradiation  argue  that 
timely  diagnosis  and  radiation 
therapy  result  in  extended  sur- 
vival time.  The  early  proponents 
based  their  recommendations 
upon  old  studies  in  non-AIDS 
patients.7  Several  findings  since 
the  advent  of  AIDS  make  such 
studies  appear  less  applicable  to 
AIDS-related  lymphomas.  The 
histologic  grades  of  intracranial 
lymphomas  in  AIDS  patients  tend 
to  be  high-grade  in  virtually  all 
cases.8  Survival  and  radiographic 
response  to  radiation  are  signifi- 
cantly greater  in  non-AIDS  related 
primary  CNS  lymphoma.9 

The  most  positive  review,  in 
which  the  authors  endorse  early 
biopsy  and  irradiation,  demon- 
strated tumor  regression  radio- 
graphically in  most  patients.  The 


mean  survival  time  in  this  study 
was  4.5  months,8  compared  to  2.2 
months  in  another  recent  study.9 
However,  the  former  represents 
survival  time  from  the  onset  of 
symptoms  consistent  with  the 
lesion,  while  the  latter  is  calcu- 
lated from  time  of  onset  of 
therapy.  Another  confounding 
variable  is  the  administration  of 
corticosteroids  to  all  patients  in 
the  group  with  longer  survival; 
the  positive  role  of  steroids  in 
survival  was  not  addressed. 

In  those  cases  where  brain 
masses  have  responded  positively 
to  radiation  therapy,  all  patients 
have  died  of  opportunistic  sys- 
temic infections  within  a matter  of 
weeks  to  months.  Because  of  this 
inevitable  demise,  the  prognosis 
for  these  patients  remains  dismal. 

Because  of  the  potential  for 
some  degree  of  tumor  regression, 
it  seems  reasonable  to  offer  biopsy 
to  any  patient  in  whom  the  diag- 
nosis is  strongly  suspected.  The 


Table  2 

Lesion  number  and  location  by  diagnosis 


Diagnosis 

Primary  CNS  lymphoma 

PML 

Toxoplasmosis 

Other 


Number  of  solitary  lesions 

2 

2 

3 

2 


Number  of  multiple  lesions 

4 

8 

5 

2 


Diagnosis 

Primary  CNS  lymphoma 

PML 

Toxoplasmosis 

Other 


Number  of  supratentorial 

4 

7 

7 

3 


Number  of  infratentorial 

0 

1 

1 


.0. 


Number  of  both 

2 

2 

0 

1 


160 


INDIANA  MEDICINE/March/ April  1993 


physician  should  provide  a full 
disclosure  of  the  expected  out- 
come to  the  patient.  Such  patient 
involvement  is  obviously  impos- 
sible in  the  case  of  a comatose  or 
demented  patient.  The  value  of 
biopsy  in  these  patients  may  be 
questionable  because  recovery 
from  coma  or  dementia  after  irra- 
diation has  not  been  documented. 

Conclusions 

Brain  biopsy  findings  in  this  series 
of  Indiana  AIDS  patients  were 
consistent  with  previous  studies. 
Biopsy  is  useful  to  differentiate 
between  the  lesions  of  toxoplas- 
mosis, progressive  multifocal 
leukoencephalopathy  and  primary 
CNS  lymphoma  but  will  signifi- 
cantly affect  the  course  of  treat- 
ment only  if  lymphoma  is  discov- 
ered. 

Radiation  therapy  does  offer  a 
modest  increase  in  survival  time 
for  AIDS  patients  with  primary 
CNS  lymphoma.  Those  who  ad- 
vocate aggressive  biopsy  and 
therapy  believe  that  future  ad- 
vances in  the  management  of  op- 
portunistic infections  will  result  in 


more  substantial  survival  gains, 
perhaps  even  cure.  Lacking  such 
advances  at  present,  prospective 
studies  that  clearly  demonstrate 
an  improvement  in  length  and 
quality  of  survival  will  probably 
be  necessary  for  wide  acceptance 
of  routine  biopsy  in  these  unfortu- 
nate patients.  O 
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ing, Room  323,  2001  W.  10th  St., 
Indianapolis,  IN  46202. 
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Trudy  Urgena 

ISMA  Auxiliary  President 

The  medical  profession  faces 
many  critical  challenges  this  year, 
and  how  these  challenges  are  met 
will  determine  the  profession's 
status  at  the  dawning  of  the  21st 
century. 

In  partnership  with  the  auxil- 
iary, physicians  can  double  their 
resources  to  address  the  critical 
issues  challenging  the  profession. 
Twice  the  talent,  time  and  energy 
are  available  to  advance  the  goals 
of  medicine  when  physicians  and 
the  auxiliary  work  together  ad- 
dressing their  shared  concerns. 

Recognizing  its  capability  to 
effectively  assist  the  medical  pro- 
fession, the  auxiliary  identified  six 
goals  during  its  strategic  planning 
to  facilitate  this  assistance: 

1)  Create  a working  partner- 
ship with  the  ISMA. 

• Change  the  organization 
year  to  match  that  of  the  ISMA 
and  hold  an  annual  meeting  in 
conjunction  with  the  ISMA  annual 
meeting.  This  will  encourage 
increased  attendance  at  both 
meetings  and  help  strengthen  the 
partnership. 

• Use  the  partnership  to  en- 
courage increased  membership  in 
both  organizations.  As  spouses 
become  involved  in  each  organi- 
zation, the  organization  can  en- 
courage them  to  urge  their  spouse 
to  join  the  partner  organization. 

• Develop  a program  to  in- 
crease image  with  the  county 
medical  societies  and  provide 
support  through  increased  pro- 
grams with  them. 

• Use  the  partnership  to  pro- 
mote physicians  and  their  needs. 

• Through  the  partnership, 
continuously  monitor  health  care 
issues  and  develop  a program  to 


inform  both  memberships  of  these 
issues  and  their  impact  on  health 
care. 

• Create  a coalition  with 
other  health  organizations  to 
strengthen  the  position  of  health 
care  in  Indiana. 

2)  Provide  support  mecha- 
nisms for  physicians  and  their 
families  in  all  areas  of  their  pro- 
fessional and  personal  lives. 

• Develop  support  programs 
for  the  physician,  spouse  and 
children  to  educate  and  provide 
emotional  assistance  to  all  mem- 
bers of  the  medical  family. 

• Through  the  partnership 
with  the  ISMA,  increase  support 
for  the  ISMA  Commission  on 
Physician  Assistance  Program  and 
promote  spouse  understanding, 
support  and  participation. 

• Develop  programs  to  pro- 
vide avenues  for  physician 
spouses  to  share  problems,  de- 
velop trust  and  improve  personal 
self-image. 

• Conduct  family  retreats  for 
physicians  and  their  families. 

3)  Develop  ongoing  programs 
relating  to  common  interests  of 
physician  spouses  provided  in 
convenient  and  useful  formats. 
Programs  will  focus  on  health- 
related  issues. 

• Develop  programs  to  edu- 
cate the  public  about  healthy 
lifestyles  and  preventive  health 
care. 

• Continue  and  expand  the 
legislative  advocacy  program. 

• Continue,  strengthen  and 
expand  leadership  training  pro- 
grams to  all  members. 

4)  Maintain  and  expand  mem- 
bership. Develop  both  quantity 
and  quality  membership  through 
programs  to  increase  effective 
membership. 


• Encourage  openness  to  all 
potential  members.  Special  sensi- 
tivity should  be  addressed  con- 
cerning international  spouses, 
male  spouses,  employed  spouses, 
student  and  resident  spouses,  and 
other  potential  members. 

• Identify  and  communicate 
valued  reasons  for  holding  mem- 
bership to  current  and  potential 
members. 

• Develop  a recognition  of 
reward  for  membership  through 
programs  and  organization  image. 

5)  Develop  and  maintain  a 
positive  image  through  a concen- 
trated image  program. 

• Educate  members  about  the 
impact  of  image  and  its  many 
publics  and  the  relationship  of 
perception  versus  reality. 

• Be  a professional  organiza- 
tion conducting  efficient,  educated 
business  through  volunteer  mem- 
bership. 

• Develop  and  institute  a 
plan  for  professional,  frequent 
positive  press  at  all  levels  of  state 
and  county  activities. 

• Promote  recognition  that 
the  organization  and  physicians 
are  members  of  the  Indiana  com- 
munity and  they  make  a differ- 
ence in  the  community. 

• Consider  the  use  of  profes- 
sional public  relations/marketing 
assistance.  Research  potential 
sources  among  the  membership. 

6)  Align  organizational  struc- 
ture to  facilitate  achievement  of 
strategic  planning  goals  and  adapt 
the  organization  to  the  needs  of 
the  21st  century. 

• Realign  the  executive  com- 
mittee to  include  an  ISMA  repre- 
sentative in  recognition  of  the 
partnership. 

• Align  membership  of  state 
board  of  directors  with  the  goals 
and  action  plans  of  the  strategic 
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plan. 

• Review  the  bylaws  and 
rewrite  them  as  necessary  to  com- 
ply and  facilitate  the  goals  and 
action  plans  of  the  strategic  plan. 

• Improve  communication 
throughout  the  organization. 

• Conduct  seminars  and 
workshops  in  locations  through- 
out the  state  on  a rotational  basis 
to  facilitate  membership  and 
county  participation. 


In  addition  to  these  six  goals 
of  the  strategic  plan,  the  ISM  A 
Auxiliary  Board  of  Directors  rec- 
ommends changing  the  name  to 
the  ISMA  Alliance.  This  recom- 
mendation will  be  voted  on  at  the 
annual  convention  during  the 
House  of  Delegates  in  April. 

The  new  mission  statement 
reads:  "The  mission  of  the  Indi- 


ana State  Medical  Association 
Alliance  is  to  serve  the  needs  of 
medical  families;  to  serve  the 
membership  through  a strong 
federation;  to  work  in  partnership 
with  the  medical  profession  and 
other  organizations;  and  to  sup- 
port and  promote  quality  health 
care  for  the  citizens  of  Indiana." 

J.  Thomas  Morrical  of  Crowe 
Chizek  Health  Group  assisted 
with  the  strategic  planning  pro- 
cess. 

Annual  convention 

The  annual  convention  will  be 
April  21  through  23  at  the  Days 
Inn  Recreational  Atrium  in 
Marion.  Special  guests  will  in- 
clude James  Todd,  M.D.,  AMA 
executive  vice  president,  and 
Esther  Jansing,  AMA  Auxiliary 
health  promotion  chairman. 


s 

Look-alike  and  sound-alike 

drug  names 

ETRETINATE 

ETIDRONATE 

Category: 

Antipsoriatic 

Paget's  disease 

Brand  name: 

Tegison,  Roche 

Didronel,  Norwich  Eaton 

Generic  name: 

Etretinate 

Etidronate  disodium 

Dosage  forms: 

Capsules 

Tablets 

LODINE 

CODEINE 

Category: 

Nonsteroidal  anti- 

Analgesic 

inflammatory  drug 

Brand  name: 

Lodine,  Wyeth-Ayerst 

Codeine  (various) 

Generic  name: 

Etodolac 

Codeine 

Dosage  forms: 

Capsules 

Tablets,  injection. 

oral  solution  , 

J 
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In  celebration  of  the  cultural 
diversity  of  physicians  and  their 
spouses,  "World  Tour"  will  be  the 
convention  theme.  Different 
countries  and  cultures  will  be 
highlighted  through  ethnic  foods, 
music,  dress  and  customs. 

Seminars  slated  during  the 
convention  include  "Strategic 
Planning  for  the  Medical  Family," 
"Managing  Conflict:  How  to 
Turn  it  into  Opportunity,"  "Medi- 
cal Family  Financial  Planning 
Strategies"  and  "Family  Violence 
Prevention."  Current  county 
presidents  and  former  state  presi- 
dents will  be  honored. 

All  physicians  and  their 
spouses  are  invited  to  participate 
in  the  "World  Tour"  during  the 
Auxiliary  Annual  Convention.  □ 


■ drug  names 


Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

I_jook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scriber.  Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 
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Adams 

Bartholomew/Brown 
Benton  

Active  Resident 

12 0 

92 1 

i n 

Dues  Exempt  Total 

2 14 

18 Ill 

1 7 

Boone 

17 

1 

10 

28 

Carroll  

10 

0 

1 

11 

Cass 

35 

0 

11  

46 

Clark 

84 

0 

12 

96 

Clay 

8 

0 

4 

12 

Clinton 

14 

0 

4 

18 

Daviess/ Martin 

12 

0 

10 

22 

Dearborn /Ohio 

30 

1 

3 

34 

Decatur 

9 

0 

4 

13 

Dekalb 

15 

0 

3 

18 

Delaware /Blackford  . 

152 

? 

32 

186 

Dubois 

38 

1 

4 

43 

Elkhart 

133 

0 

36 

169 

Fayette/Franklin 

21 

0 

4 

25 

Floyd 

73 

1 

15 

89 

Fort  Wayne/ Allen 

443  

37 

97 

577 

Fountain/ Warren 

7 

0 

3 

10 

Fulton  

6 

1 

0 

7 

Gibson  

10 

0 

4 

14 

Grant 

65 

1 

24 

90 

Greene 

12 

0 

5 

17 

Hamilton 

55 

1 

6 

62 

Hancock  

30 

1 

5 

36 

Harrison /Crawford  .. 

14 

0 

1 

15 

Hendricks 

45 

1 

7 

53 

Henry 

23 

0 

10 

33 

Howard 

101 

0 

24 

125 

Huntington 

14 

0 

7 

21 

lndpls. /Marion 

....  1,566  

57 

....295 

1,918 

Jackson  

?? 

0 

6 

28 

Jennings 

3 

0 

i 

4 

Jasper/Newton 

12 

0 

4 

16 

Jay  

10 

0 

6 

16 

Jefferson/Switzerland 

29 

0 

9 

38 

Johnson 

48 

0 

8 

56 

Knox 

55 

0 

11  

66 

Kosciusko 

27 

1 

4 

32 

LaGrange 

11  

1 

3 

15 

as  of  Dec. 

31, 

1992 

Active 

Resident 

Dues  Exempt 

Tota 

Lake 

...603  .. 

2 

114 

719 

LaPorte 

...105  .. 

0 

25 

130  1 

Lawrence 

41  .. 

0 

7 

48  1 

Madison  

...126  ... 

2 

33 

161  1] 

Marshall 

17... 

0 

6 

23 

Miami 

14  ... 

0 

3 

17 

Montgomery 

30.. 

2 

8 

40 

Morgan 

28  .. 

0 

5 

33 

Noble 

15  .. 

0 

2 

17 

Orange 

4 ... 

0 

2 

6 

Owen/Monroe 

...163  .. 

0 

20 

183  i 

Perry  

5 .. 

0 

1 

6 

Pike 

1 .. 

0 

0 

1 1 

Porter 

...119  .. 

0 

17 

136 

Posey 

2 

0 

1 

3 

Pulaski 

6 ... 

0 

1 

7 |: 

Putnam 

13  ... 

1 

4 

18 

Randolph  

5 .. 

0 

4 

9 

Ripley  

11  .. 

1 

0 

12 

St.  Joseph 

...287  .. 

4 

86 

377 

Scott  

8 .. 

0 

1 ... 

..9 

Shelby /Rush 

26  .. 

0 

6 

32 

Spencer 

0 .. 

0 

0 

0 

Starke 

7.. 

0 

3 

10 

Steuben 

10  ... 

0 

6 

16 

Sullivan 

5 .. 

0 

4 

9 

Tippecanoe 

...177... 

1 

41  

219 

Tipton 

5 .. 

0 

A 

9 

Vanderburgh 

...367... 

2 

81 

450  1 

Vigo/Parke/ Vermillion 

..141  .. 

1 

34 

176 

Wabash 

22 

0 

7 

29 

Warrick 

16  ... 

0 

0 

16 

Washington  

8 ... 

0 

1 

9 

Wayne/Union 

88  ... 

0 

25 

113 

Weils 

43  ... 

0 

15 

58 

White 

4 ... 

0 

5 

9 

Whitley 

5 ... 

0 

5 

10 

RMS 

0 ... 

103  

0 

103 

1992  totals 

5,891  ... 

227 

1,291 

..7,409 

1991  totals 

5,640  ... 

242  

1,223  

..7,238 

r 


Membership  information 


Active 

members 

Chg  from  prior  yr. 
active  members: 

Chg  from  prior  yr. 
dues  exempt  mbrs: 

Total: 

1992... 

6,1 18 

+ 103  

1,291  (+68) 

..7,409 

1991  ... 

6,015 

- 72 

...1,223  (+106) 

..7,238 

1990... 

6,087  

+ 68  

1,117  (+29) 

..7,204 

1989... 

6,019 

- 75 

1,088  (+76) 

..7,107 

1988... 

6,094  

+ 125  

1,01 2 (-2) 

..7,106 

/ 
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SAFE 

EFFECTIVE 
CONVENIENT 
ECONOMICAL 

^Tablets  £ 

(750mg  Salsalate) 

A well  tolerated 
Salicylate  Therapy 


^CENTRAL  CENTRAL  PHARMACEUTICALS,  INC. 

SEYMOUR,  INDIANA  47274  USA 

Quality  Pharmaceuticals  Since  1904 


WE’RE  THE  SPECIALIST  IN  THIS  OPERATING  ROOM 


JB  Innovation’s  staff  specializes  in 
successful  meetings,  seminars  and 
conventions,  as  you  may  have 
already  experienced  at  the  1992 
ISMA  convention. 

A well  planned  and  executed 
meeting  can  be  a tool  to  educate 
and  inspire  colleagues,  patients  and 
staff.  Whatever  your  objective,  our 
staff  can  be  the  catalyst  you  need  to 
project  an  image,  organize  your 
plan  and  save  you  money. 


J 


B 


ll 

INNOVATIONS 

INCORPORATED 

sj 

CONVENTION,  MEETING  & 
DESTINATION  MANAGEMENT 

Phone  (317)  237-0091 

156  E Market  Street,  Suite  701  • Indianapolis,  IN  46204 


Specializing  in: 

Seminars  Symposiums 

Training  Meetings  Sales  Meetings 

Medical  Conventions  Hotel  Negotiations 

Site  Selections  Audio/Visual  Needs 

Name  Badges  Invitations  and  Responses 

Program  Marketing  and  Advertising 
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CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 
Lawrence  E.  Gering,  M.D. 
Edward  T.A.  Fry,  M.D. 
James  B.  Hermiller,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Stress  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
A-V-Node  Ablation 
Signal  Averaged  Electrocardiography 
Nutrition  Services 
Cardiac  Rehabilitation 
Tilt  Table  Testing 
Permanent  Pacemaker  Implantation 


Office:  317-871-6666 
1-800-732-1482 
1 -800-CHD-PTCA 
1-800-CAD-PTCA 
FAX:  317-871-6019 


With  additional  offices 
located  in: 
Anderson  .Brazil 
Carmel  • Kokomo 
Marion  • Terre  Haute 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 


THE  HEART  CENTER  OF  INDIANA 
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CARDIOLOGY 


A new  era  in  heart  care  has  begun... 

Now  open 

The 


of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  W.  Jefferson  Blvd. 
Fort  Wayne.  IN  46804 
(219)  432-2297 

800  Broadway.  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


1-800-777-2297 
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Indiana 

Heart 

Physicians, 

Inc. 


Physicians 

HO  Hickman,  Jr , M D , FACC 
Thomas  M Mueller,  M.D.,  FACC 
J,  Douglas  Graham  III,  M D , FACC 
Kathleen  H Flohr,  M D , Ph  D,,  FACC 
Jeffrey  L,  Christie,  M.D.,  FACC 
Stephen  H.  Kliman,  M D,,  FACC 
Thomas  C Passo,  M D , FACC 
Emily  A,  Diltz,  MD  , FACC 
John  E.  Batchelder,  M D,,  FACC 
Mark  D Cohen,  M D.,  FACC 
William  J,  Berg,  M D.,  FACC 
Thomas  D Hughes,  D O , FACC 
George  E Revtyak,  M D , FACC 
Jeffrey  R.  Mossier,  M.D 
Irwin  Labm,  M.D,,  FACC 

at  Columbus 

David  J Hamilton,  M D , FACC 
Kevin  C,  Preuss,  M D , FACC 

providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 


Indianapolis/Beech  Grove  Medical  Center 
1 12  North  17th  Avenue,  Suite  300 

Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center  317-781-3636 

Toll  Free  (Nationwide) 800-992-2081 

Consulting  Offices  at: 

Greenwood  • Shelbyville  • Martinsville 

Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Columbus 

Office 812-379-2020 

Toll  Free  (Indiana) 800-331-4765 


Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephomc  Pacemaker  Analysis 

Nonmvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 


168 


INDIANA  MEDICINE/March/April  1993 


■ physicians'  directory 


CARDIOLOGY 


Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 
Don  B.  Ziperman,  M.D.,  F.A.C.C. 
Bradley  A.  Weinberg,  M.D. 


are  pleased  to  announce  the  association  of 

Richard  A.  Hahn,  M.D. 

for  the  practice  of  cardiology. 


• Cardiology  & Cardiac  Catheterization 

• Coronary  Angioplasty 

• Laser  Angioplasty 

• Coronary  Atherectomy 

• Echocardiography 

• Transesophageal  Echocardiography 

• Color  Flow  Imaging 


• Nuclear  Cardiology 

• Stress  Testing 

• Holter  Monitoring 

• Pacemaker  Surveillance 

• Permanent  Pacemaker  Implantation 

• Evaluation  of  Cardiac  Risk  Factors 

• Cardiac  Rehabilitation  Program 


East  Location 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office- (31 7)  355-1500 
Referring  Physician  Line~(317)  355-1100 


North  Location 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office~(317)  841-5385 
Referring  Physician  Line- (31 7)  841-5386 
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CARDIOLOGY 


DERMATOPATHOLOGY 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Diseases 


Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Diseases  and  Advanced  Achievement 
in  Internal  Medicine 


providing 
Cardiology 
Electrocardiogram 
Exercise  Stress  Testing 
Doppler  & 

Echocardiography 

Stress 

Echocard  iography 
Holter  Monitoring 


703  Chapel  Pike 
Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 


Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


urn 


DERMATOPATHOLOGY  LABORATORY,  INC. 

Larry  J.  Buckel,  M.D.  Howard  R.  Cray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 


Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 


DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


DOCTORS  - This  space  is  available. 


For  rates,  write  or  call  Indiana  medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1 -800-257-ISM A. 


DOCTORS  - This  space  is  available. 


For  rates,  write  or  call  Indiana  medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1 -800-257-ISM  A. 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients  in 
Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

BEECH  GROVE 

CRAWFORDSVILLE 

DANVILLE 

GREENCASTLE 

GREENSBURG 

KOKOMO 

LEBANON 

SURGERY  CENTER 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

7439  Woodland  Drive,  Indianapolis,  IN  46278 


o. 


Member,  American  Society 
of  Plastic  and  Reconstructive  Surgeons 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


317-328-1100 
1-800-332-3943 
FAX:  317-328-6948 


Wally  Zollman  M.D.,  F.A.C.S.,  Twatchai  Yamcharern  M.D.,  F.A.C.S.,  Richard  S.  Troiano  M.D.,  F.A.C.S.,  H.  Marshall  Trusier,  M.D.,  F.A.C.S. 


PLASTIC  SURGERY 

PLASTIC  SURGERY 

MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Stephen  W.  Perkins,  md.fa.cs 

• William  R.  Nunery,  m.d.fac.s 

• Ronald  T.  Martin,  mo 

• A.  Michael  Sadove,  md  fa.cs 


Facial,  Ophthalmic  & General 
Plastic  Surgery  • Anesthesiology 
Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


OF  AMERICAN  SOCIETY  OF 

| PLASTIC  & RECONSTRUCTIVE 
SURGEONS,  INC. 

® 

John  G.  Pantzer  Jr.,  M.D.,  F.A.C.S. 

Diplomate,  American  Board 
of  Plastic  Surgery 

1801  North  Senate  Blvd.,  Suite  735 
Indianapolis,  Indiana  46202 
317-929-5500 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

“Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP 
CHRIS  C.  NAUM,  M.D. 


MICHAEL  R.  NIEMEIER,  M.D.,  FCCP 
THOMAS  Y.  SULLIVAN,  M.D. 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours /day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


ROBERT  W.  WELLER,  M.D.,  FCCP 
PATRICK  E.  WRIGHT,  M.D.,  FCCP 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 


Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John's 

2210  Jackson  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 


BREAST  DISEASES 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Risk  assessment  Indianapolis,  IN  46260 

Surgical  Oncology 

of  the  breast  Appointment  by  referral 


INDIANA  MEDICINE/March/April  1993 


173 


■ physicians'  directory 


INTERNAL  MEDICINE 


HEMODIALYSIS 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm.  Alley.  M.D.,  FACP 
George  W.  Applegate,  M.D 
Richard  Bloch,  M.D 
Charles  B,  Carter,  M.D 
William  H Dick,  M D , FACP 
Theodore  F.  Hegeman,  M.D. 


Douglas  F.  Johnstone,  M.D 
Wendy  L.  Kindig,  M D 
LeRoy  H King,  Jr.,  M D FACP 
Barry  F.  Krieble,  M.D 
Mary  A Margolis,  M.D 
Tim  E.  Taber,  M.D. 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  46202 
Tel:  317-924-8425 


By  Physician  Referral 


Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 


DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 


For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


HAND  SURGERY 

HAND  SURGERY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  ot  added  qualifications  in  surgery  of  the  hand. 

SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof  Bldg 

3417  S.  Sherman  Dr..  Suite  F 1550  E County  Line  Rd  , Suite  315 

Beech  Grove,  IN  46107  Indianapolis.  IN  46227 

(317]  783-1319  (317)888-0004 
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PSYCHIATRY 


You  Don 't  Have  to  Be  Sick  to  Get  Better 

O 

The  Davis  Psychiatric  Clinic,  Inc. 

Child,  Adolescent,  Adult,  Geriatric,  Marital,  Sexual,  Forensic,  Substance  Abuse,  Consultant  Sendee  and 

Psychological  Testing  and  Evaluation 

Larry  Davis,  M.D. 

Judith  Campbell  M.D. 

R.  Peter  Mohlman,  M.D. 

William  E.  Murray,  M.D. 


1431  N.  Delaware  263-3200 
Child  and  Adolescent  263-3204 


North  Side  Office 

11073  N.  Pennsylvania  371-6011 

24  Hour  Emergency  63 1 -3466 


PSYCHIATRY 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive /Medical  Director 

Anderson  Center 


<8> 


of  Saint  John's 

2210  Jackson  Street 
Anderson.  Indiana  46016 


1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Ami  lab  le 

North:  St.  Vincent’s  Professional  Bldg.,  Suite  126,  Indianapolis 
Tuesday,  Thursday  & Friday  • 317-871-6000 
South:  Community  South  Professional  Bldg.,  Suite  M,  Indianapolis 
Monday  & Wednesday  • 317-887-7790 
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PERIPHERAL  VASCULAR  SURGERY 


NT 

VASCULAR  SURGERY,  RC. 

St.  Vincent  Professional  Building 

Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  336-6413 

\kscular  ~ 

Sajjad  M.  Hussain,  M.D. 

Diagnostics 

Mobile 

Mon-iniwsive 

— Testing 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  581-6020 

^ The  Vascular  lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 

ORTHOPAEDIC  SURGERY 

FRANK  WU,  M.D. 

DIPLOMATS 
AMERICAN  BOARD 
m OF  ALLERGY  & 

% IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317) 872-4213 


Professional 
Orthopaedics,  Inc. 

JAMES  L.  KAISER,  M.D 


1 400  North  Ritter  #320  . 

82nd  & Shadeland 

If  No  Answer  Call  


• ORTHOPAEDIC  SURGERY 

• JOINT  REPLACEMENT 

• BACK  SURGERY 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

1400  North  Ritter  #320 
Indianapolis,  IN  46219 

(317)  355-1  BOO 

OFFICE  ANSWERS  DAY  & NIGHT 


.355-1600 

.355-1600 

.631-3466 


We’re  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 


Our  60-bed  hospital  features  sophisticated 
high-tech  equipment,  a total  barrier  free 
environment  and  highly  trained  therapists. 

Give  us  a try.  Your  patients  and  you  wi 
pleased  with  the  results. 

- William  J.  Lester,  MD. 
Rehabilitation  Medical  Director 


be 


Kokomo 


Hospital 


A Continental  Medical  Systems  Facility 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injury  • Spinal  Cord  Injury  • Amputation  • Orthopedic  Disorders 
Neurological  Disorders  • Ventilator  Weaning  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


Joint  Commission 

on  Acaeditahon  ol  Heatnxare  Otpwialions 


For  Referral  or  Admission 
Information 
1 -800-886-LIFE 
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ONCOLOGY  — HEMATOLOGY 


INDIANA 


1 -800-ONC-HEME 
1 -800-662-4363 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany  - Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Centra/  Office  Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 


ONCOLOGY  HEMATOLOGY 
CONSULTANTS 


Central:  317-927-5770 
St. Francis:  317-783-8509 
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RADIATION  ONCOLOGY 


Physicians: 

ROGER  ROBISON 
TAE  CHUNG 
ED  DVORAK 


Radiation  Oncology  Services  for  Southwest  Indiana 


VINCENNES 
Good  Samaritan  Hospital 

(812)  885-3939 


BRAZIL 

Clay  County  Hospital 

(812)  448-2675 


ROGER  ROBISON,  M.D.,  F.A.C.P.  TAE  CHUNG,  M.D.  ED  DVORAK,  M.D. 

M.D.  Anderson,  Chicago  Hines,  V.A.,  U.T.M.B.  Galveston, 

1980  1976  1974 


24-Hour  Consultation  - 812-331-8018 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

DEVDAS  SHETH,  M.D. 


Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 
24-hour  answering  service  (812)  476-1367 


KDi 
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TRANSPLANTATION 


Heart  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D, 

Transplantation  offers  patients 

Program  Cardiologist:  Douglas  Pitts,  M.D. 

with  end-stage  organ  disease  their  only 

Kidney  Transplantation 
Pancreas  Transplantation 

Surgical  Director:  Brian  Haag,  M.D. 

opportunity  for  true  rehabilitation... 

Surgeons:  Larry  Stevens,  M.D., 

Dale  A.  Rouch,  M.D. 

Program  Nephrologist:  Charles  Carter,  M.D. 

Lung  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 
Program  Pulmonologist: 

Michael  Niemeier,  M.D. 

Methodist  Transplant  Center 

24-hour  referral:  800  772-7788 

Liver  Transplantation 

Surgical  Director:  Dale  A.  Rouch,  M.D. 
Surgeons:  Larry  Stevens,  M.D., 

Brian  Haag,  M.D. 

Program  Pediatric  Gastroenterologist: 

Susan  Maisel,  M.D. 

Program  Hepatologist:  Stephen  C.  Pappas,  M.D. 

Bone  Marrow  Transplantation 

Co-Director:  Luke  Akard,  M.D. 
Co-Director:  Jan  Jansen,  M.D.,  Ph.D. 

M Methodist 
H Hospital,  i,™. 

Corneal  Transplantation 

Surgical  Director:  Stephen  Johnson,  M.D. 

Tissue/Bone  Bank 

Surgical  Director:  David  A.  Fisher,  M.D. 

The  Difference  is  Experience 

P.O.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 
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ORTHOPAEDIC  SURGERY 

I __ ___ _ 


A H O O S I E R 
TRADITION 
SINCE  1962 


ORTHOPAEDICS  INDIANAPOLIS 

“Celebrating  Three  Decades 
of  Orthopaedic  Excellence’’ 


Donald  S.  Blackwell,  M.D. 

F.R  Brueckmann,  M D.,  F A C S. 
Anthony  R Lasich,  M D 
William  O Irvine,  M D 
Joseph  C.  Randolph,  M.D 
Donald  E Russell,  M D 
Mark  R Stevens,  M D. 

Terry  R Trammell,  M.D 
Andrew  J Vicar,  M D 
Vincent  L Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Baele,  M.D 
Sanford  S.  Kunkel,  M.D 
David  A Fisher,  M D 
D.  Kevin  Scheid,  M D 
Michael  F.  Coscia,  M.D 
Dean  C Maar,  M D 
DavidS.  Brokaw,  M D 
Henry  G Stein,  M D , F A C S. 
Orthopaedic  Surgeons 

Robert  C Gregori,  M D 
Physical  Medicine  & Rehabilitation 

Joint  Reconstruction 
Trauma 

Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
& Deformity  Correction 

Orthopaedics  Indianapolis 
1801  N.  Senate,  Suite  200 
Indianapolis,  IN  46202 

317-923-5352 
1-800-223-3381 
FAX:  317-924-0115 
Indianapolis* 

Zionsville*  Danville 
Speedway -Greencastle 
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isma  leadership 


OFFICERS 

President  - William  H.  Beeson, 
Indianapolis 

Pres. -elect  - William  C.  Van  Ness  II, 
Summitville 

Immediate  Past  Pres  - C.  Dyke  Egnatz, 
Schererville 

Executive  Director  - Richard  R.  King, 
Indianapolis 

Treasurer  - John  A.  Bizal,  Evansville 
Asst.  Treasurer  - Timothy  Brown, 
Crawfordsville 

Speaker  - William  E.  Cooper,  Columbus 
Vice  Speaker  - Peter  Winters,  Indianapolis 

EXECUTIVE  COMMITTEE 

"William  H.  Beeson,  Indianapolis 
William  C.  Van  Ness  II,  Summitville 
C.  Dyke  Egnatz,  Schererville 
Jerome  Melchior,  Vincennes 
John  A.  Bizal,  Evansville 
Timothy  Brown,  Crawfordsville 
Alfred  Cox,  South  Bend 
John  Thomas,  Fort  Wayne 
William  E.  Cooper,  Columbus 
Peter  Winters,  Indianapolis 

TRUSTEES  (Terms  end  in  October) 
District 

I - Bruce  Romick,  Evansville  (1995) 

*2  - Jerome  E.  Melchior,  Vincennes  (1993) 

3 - Gordon  L.  Gutmann,  Jeffersonville 

(1994) 

4 - Arthur  C.  Jay,  Lawrenceburg  (1995) 

5 - Fred  E.  Haggerty,  Greencastle  (1993) 

6 - Ray  Haas,  Greenfield  (1994) 

7 - Ronald  Blankenbaker,  Indianapolis 

(1995) 

7 - John  M.  Records,  Franklin  (1993) 

7 - Bernard  Emkes,  Indianapolis  (1994) 

8 - John  V.  Osborne,  Muncie  (1993) 

9 - Stephen  Tharp,  Frankfort  (1994) 

10  - Frank  Sturdevant,  Valparaiso  (1995) 

II  - Jack  W.  Higgins,  Kokomo  (1993) 

12  - John  R.  Thomas,  Fort  Wayne  (1994) 

13  - Alfred  C.  Cox,  South  Bend  (1995) 
RMS  - Clint  E.  Myers,  Indianapolis  (1993) 
MSS  - Paul  Forman,  Indianapolis  (1993) 
"Chairman 

ALTERNATE  TRUSTEES 
(Terms  end  in  October) 

District 

1 - Barney  R.  Maynard,  Evansville  (1994) 

2 - James  P.  Beck,  Washington  (1995) 

3 - John  H.  Seward,  Bedford  (1995) 

4 - Lawrence  R.  Bailey  Jr.,  Aurora  (1994) 

5 - Roland  M.  Kohr,  Terre  Haute  (1994) 


6 - Howard  C.  Deitsch,  Richmond  (1995) 

7 - Frank  Johnson,  Indianapolis  (1994) 

7 - Paula  Hall,  Mooresville  (1995) 

7 - Ronald  Stegemoller,  Danville  (1993) 

8 - Susan  K.  Pyle,  Union  City  (1994) 

9 - Daniel  Berner,  Lafayette  (1995) 

10  - Tom  Brubaker,  Munster  (1994) 

11  - Laurence  K.  Musselman,  Marion 

(1995) 

12  - Joseph  Mantheiy,  Bluffton  (1995) 

13  - Richard  J.  Houck,  Michigan  City 

(1994) 

RMS  - Carla  Brumbaugh,  Indianapolis 
(1993) 

MSS  - Scott  Hollingsworth,  Indianapolis 
(1993) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1993) 

John  D.  MacDougall,  Beech  Grove  (1993) 
Edward  Langston,  Indianapolis  (1993) 
John  A.  Knote,  Lafayette  (1994) 

Shirley  Khalouf,  Marion  (1994) 

George  T.  Lukemeyer,  Indianapolis  (1994) 

AMA  ALTERNATE  DELEGATES 
(Terms  end  Dec.  31) 

John  Thomas,  Fort  Wayne  (1993) 

Michael  O.  Mellinger,  LaGrange  (1993) 
George  Rawls,  Indianapolis  (1993) 

Max  N.  Hoffman,  Covington  (1994) 

C.  Dyke  Egnatz,  Schererville  (1994) 

Alfred  Cox,  South  Bend  (1994) 

DISTRICT  OFFICERS  & MEETINGS 

1 - Pres:  Gregory  Hindahl,  Jasper 

Secy:  Mariellen  Dentino,  Evansille 
Annual  Meeting:  May  20,  1993 

2 - Pres:  Bill  Vaughn,  Vincennes 

Secy:  Mike  Kelly,  Vincennes 
Annual  Meeting:  May  13,  1993 

3 - Pres:  John  Norton,  Corydon 

Secy:  Rashidul  Islam,  New  Salisbury 
Annual  Meeting:  May  19,  1993 

4 - Pres:  Manuel  Garcia,  Batesville 

Secy:  David  Welsh,  Batesville 
Annual  Meeting:  May  5,  1993 

5 - Pres:  Paul  Houston,  Brazil 

Secy:  Rahim  Farid,  Brazil 
Annual  Meeting:  May  27,  1993 

6 - Pres:  William  Toedebusch,  Richmond 

Secy:  Helen  Steussy,  New  Castle 
Annual  Meeting:  May  12,  1993 

7 - Pres:  Ronald  Stegemoller,  Danville 

Secy:  Craig  Moorman,  Franklin 
Annual  Meeting:  to  be  announced 

8 - Pres:  Gordon  M.  Hughes,  Muncie 

Secy:  Gerard  T.  Costello,  Muncie 


Annual  Meeting:  June  2,  1993 
9 - Pres:  Thomas  A.  Mabel,  Noblesville 
Secy:  Stephen  D.  Tharp,  Frankfort 
Annual  Meeting:  June  9,  1993 

10  - Pres:  Filemon  P.  Lopez,  Dyer 

Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  June  16,  1993 

11  - Pres:  Brian  Doggett,  Delphi 

Secy:  Jack  Higgins,  Kokomo 
Annual  Meeting:  Sept.  15,  1993 

12  - Pres:  William  Aeschliman,  Fort 

Wayne 

Secy:  Joseph  Mantheiy,  Bluffton 
Annual  Meeting:  Sept.  16,  1993 

13  - Pres:  Michael  Deery,  Culver 

Secy:  John  W.  Schurz,  South  Bend 
Annual  Meeting:  Sept.  8,  1993 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Eugene  G.  Roach,  Anderson 
Physician  Assistance 

Robert  Nelson,  South  Bend 
Medical  Services 

Dallas  E.  Coate,  Lebanon 
Medical  Education 

James  E.  Carter,  Indianapolis 
Sports  Medicine 

Ronald  G.  Blankenbaker,  Indianapolis 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

Richard  B.  Schnute,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B.  Ramsey,  Indianapolis 

ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 
Adele  Lash,  Director  of  Operations/ 
Communications 

Mike  Abrams,  Director  of  Marketing/ 
Legislation 

John  Wilson,  Director  of  Administration 
Ronald  Dyer,  General  Counsel 
Susan  Grant,  Executive  Assistant 
Richard  Ryan,  Field  Services  (Northern) 

Bob  Sullivan,  Field  Sendees  (Central) 

Janna  Kosinski,  Field  Services  (Southern) 
Barbara  Walker,  Practice  Management 
Consultant 

Jan  Hubbard,  Practice  Management 
Consultant 

Tom  Martens,  Members  Health  Insurance 
Tina  Sims,  Indiana  medicine 
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RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  will  subsidize  training  in  cer- 
tain specialties  totaling  over  $25,000  a year. 
Here’s  how  it  breaks  down  - an  annual 


grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  education,  work  at  state-of- 
the-art  facilities,  and  receive  outstanding 
benefits. 

So,  if  you  are  a resident  who  could  use 
over  $25,000  a year,  contact  an  Army  Medical 
Counselor  immediately. 


CALL  COLLECT 


708-541-3360 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE. 


We’ve  been  defending  doctors 
since  these  were  the 
state  of  the  art. 

These  instruments  were  the  best  available  at  the  turn  of  the  century.  So  was  our 
professional  liability  coverage  for  doctors.  In  fact,  we  pioneered  the  concept 
of  professional  protection  in  1899  and  have  been  providing  this  important 
service  exclusively  to  doctors  ever  since. 

You  can  be  sure  we’ll  always  offer  the  most  complete  professional 
liability  coverage  you  can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical  Protective  coverage, 
contact  your  Medical  Protective  Company  general 
agent.  He’s  here  to  serve  you. 


surgery  and  tonsillotome 
for  removing  tonsils. 


Indianapolis  Fort  Wayne 

Vernon  E.  Hoover  Robert  B.  Newell 

H.  Jere  Frey,  Michael  W,  Kinzer  j.  Barton  Lyon 

(317)255-6525  (219)422-4783 
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■from  the  museum 


Ldentists  in  America  contrib- 
uted  to  the  discovery  of  anesthe- 
sia during  the  early  1800s.  De- 
spite the  unresolved  dispute  that 
exists  about  its  origins,  this  dis- 
covery greatly  impacted  the  prac- 
tice of  dentistry  and  medicine. 

As  early  as  1831,  people  knew 
about  the  existence  of  nitrous 
oxide  gas,  ether  and  chloroform. 
Yet,  medical  applications  of  the 
pain-relieving  properties  of  these 
anesthetic  agents  did  not  occur 
until  the  1840s. 

The  dentist  Horace  Wells 
(1815-1848)  first  observed  the 
pain-relieving  properties  of  ni- 
trous oxide  gas  in  1844,  when  he 
attended  a public  demonstration 
showing  the  pleasant  effects  of 
inhaling  nitrous  oxide  gas.  Under- 
standing the  implications  of  these 
properties,  Wells  conducted  fur- 
ther tests  with  himself  and  his 
dental  patients. 

In  January  1845,  Wells  sched- 
uled a demonstration  of  his  dis- 
covery at  Massachusetts  General 
Hospital  in  Boston.  However,  the 
demonstration  did  not  succeed 
because  Wells  stopped  adminis- 
tering the  gas  too  soon,  and  the 
patient  cried  out  in  pain. 

Although  medical  practitio- 
ners did  not  accept  the  discovery. 
Wells  continued  to  use  nitrous 
oxide  gas  during  extractions.  He 
also  discussed  his  results  with 
other  dentists,  including  William 
T.G.  Morton  (1819-1868). 

At  the  suggestion  of  the 
chemist  Charles  T.  Jackson  (1805- 
1880),  Morton  began  to  explore 
the  ability  of  ether  to  cause  un- 
consciousness. On  Oct.  16,  1846, 
Morton  successfully  demonstrated 
the  pain-relieving  properties  of 
ether  at  Massachusetts  General 
Hospital. 

The  discovery  of  anesthesia 
greatly  affected  the  practice  of 


dentistry  and  medicine.  Both 
dentists  and  physicians  began 
searching  for  more  effective  sub- 
stances to  relieve  pain,  and  physi- 
cians began  to  expand  the  types  of 
surgical  procedures  that  this  new 
discovery  made  possible. 

Like  dentists,  physicians  also 
devised  many  innovations  to  im- 
prove inhalers  and  other  devices 
to  administer  anesthesia.  Yet, 
throughout  the  middle  1800s, 
physicians  preferred  to  use  de- 
vices that  allowed  patients  to  de- 
termine the  amounts  of  anesthesia 
they  received. 

In  one  method  commonly 
used  to  administer  anesthesia,  a 
patient  held  an  ether  drop  bottle 
in  one  hand  and  an  ether-soaked 
sponge  or  handkerchief  in  the 
other  hand.  By  reapplying  ether 
to  the  handkerchief,  the  patient 
could  maintain  some  control  over 
the  level  of  unconsciousness. 

By  the  late  1800s,  however, 


physicians  began  to  use  inhalers 
that  allowed  physicians  to  deter- 
mine the  amounts  of  anesthesia. 

In  1874,  the  physician  Oscar  H. 
Allis  (1833  to  1921)  had  intro- 
duced an  open  inhaler  that  re- 
duced the  carbon-monoxide  con- 
tamination that  often  occurred 
with  the  earlier  inhalers  that  pos- 
sessed closed  designs. 

The  Indiana  Medical  History 
Museum  in  Indianapolis  currently 
explores  the  discovery  of  anesthe- 
sia and  other  contributions  Ameri- 
cans made  to  dentistry  in  an  ex- 
hibit titled  “Americans  in  a New 
Age  of  Dentistry."  For  informa- 
tion, call  (317)  635-7329.  O 

Sources:  1)  Elisabeth  Bennion:  Antique 
Dental  Instruments,  (1986);  2)  Malvin 
E.  Ring,  D.D.S.:  Dentistry:  An  Illus- 
trated History,  (1985);  and  3)  Charles 
Truax:  The  Mechanics  of  Surgery, 

(1899). 


This  daguerreotype  depicts  the  second  demonstration  of  ether, 
conducted  by  dentist  William  T.  G.  Morton.  Morton,  dressed  in  a 
checkered  waistcoat,  stands  at  the  head  of  the  operating  table. 
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A Thriving  Practice  Without 
The  Headaches.  No  Kidding. 

The  Vein  Center  offers  .1  lucrative  and  rewarding  career  with  excellent 
working  conditions,  no  insurance  hassles  and  a 9-S  weekday  schedule  We 
are  one  of  the  only  centers  in  America  operated  and  staffed  b\  Hoard 
certified  Vascular  Surgeons  and  Physicians  treating  spider  and  varicose 


Medical  Director 


We  are  opening  a medical  facility  in  the  Indianapolis  area  and  we  art- 
seeking  enterprising  physicians  with  both  business  acumen  and  excellent 
patient  communication  skills 

for  consideration,  please  fax  your  inquiries  to:  THE  VEIN  CENTER  at 
(314)  966-8148  or  call  Mr.  Leonard  Pomerantz  toll  free  at  1 -800-467- 
6166. 

Equal  Opportunity  Employer 

•k  ★ ji- 

* * 


The  Vein  Center 


The  Principal  Edge  ® 
good  for  you  ...  good  for  your  business! 


We  can  offer  you  and  your  business  complete,  individualized  service 
in  business  and  personal  needs  analysis,  employee  benefits,  retire- 
ment analysis,  life,  disability  income  and  much,  much  more. 

Get  financial  products  that  give  you  an  edge  ...  The  Principal  Edge. 
Call  today  for  more  information. 

Anthony  F.  Khal,  CFP 

Agency  Manager 
11555  N.  Meridian  St.  #300 
Carmel,  IN  46032 
(317)573-6556 

Principal  Mutual 
Life  Insurance  Company 
(The  Principal  ) 

Des  Moines,  Iowa  50392-0001 


Financial  products  that  give  you  an  edge™ 
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■cme  calendar 


St.  Vincent  Hospital 

St.  Vincent  Hospital  of  Indianapo- 
lis will  sponsor  "Hernia  '93:  Ad- 
vances or  Controversies,  An  Inter- 
national Perspective"  May  24 
through  27  at  the  Radisson  Hotel 
in  Indianapolis. 

For  more  information,  call 
(317)  841-7171. 


Methodist  Hospital 

Methodist  Hospital  of  Indiana  in 

Indianapolis  will  sponsor  these 

CME  courses: 

Mar.  26-27-  ATLS,  Methodist 

Hospital,  Indianapo- 
lis. 

Apr.  30  - Cognitive  Therapy 

for  Anxiety  Disor- 
ders, Omni  North, 
Indianapolis. 

May  12  - Toxicology,  Adam's 

Mark  Hotel,  India- 
napolis, in  conjunc- 
tion with  the  Indiana 
Chapter  American 
College  of  Emer- 
gency Physicians. 

May  14  - Gordon  W.  & Mae 

Batman  Lecture  Se- 
ries, Petticrew  Audi- 
torium, Methodist 
Hospital,  Indianapo- 
lis. 

May  14-16-  Total  Quality  Man- 
agement in  Primary 
Care,  Hyatt  Regency, 
Indianapolis. 

May  14-15-  Medicine  & Political 
Controversies  in 
Vascular  Disease, 
Radisson  Hotel,  In- 
dianapolis. 

May  28  - 19th  Annual 

Wishard  Lecture, 
Methodist  Hospital, 
Indianapolis. 

June  11-13-  American  Lertility 
Society,  Methodist 
Hospital,  Hyatt  Re- 
gency, Indianapolis. 


July  25-31  - Diabetes  Mini  Lel- 
lowship,  Happy 
Hollow  Camp  for 
Children,  Nashville, 
Ind. 

For  details,  call  (317)  929-3733 
or  1-800-847-3370. 


Indpls.  Regional  Heart  Center 

The  Indianapolis  Regional  Heart 
Center  at  St.  Francis  in  Beech 
Grove  will  sponsor  these  CME 
courses: 

Apr.  8 - Cardiac  Refresher 

Course:  Non- 
invasive  Cardiology. 
Apr.  22  - Cardiac  Refresher 

Course:  Non- 
invasive  Cardiology. 
Apr.  28-29-  Cardiac  Refresher 
Course:  Cardiac 
Care. 

Lor  more  information,  call 
Brandon  Roger  (317)  783-2776. 


Indiana  University 

The  Indiana  University  School  of 

Medicine  will  sponsor  these 

courses: 

Apr.  4-6  - 1993  Symposium  on 

Breast  Imaging,  Uni- 
versity Place  Confer- 
ence Center,  India- 
napolis. 

Apr.  23  - 16th  Annual  Arthur 

B.  Richter  Confer- 
ence in  Child  Psy- 
chiatry, University 
Place  Conference 
Center,  Indianapolis. 

Apr.  30  - Advances  in 

Urological  Oncology, 
Myers  Auditorium, 
IUPUI  campus,  In- 
dianapolis. 

May  14  - New  Horizons  in  the 

Practice  of  Medicine, 
University  Place 
Conference  Center, 
Indianapolis. 

May  19-20-  28th  Annual  Indiana 


Multidisciplinary 
Child  Care  Confer- 
ence, Omni  North 
Hotel,  Indianapolis. 
May  20-22-  1993  Contemporary 
Issues  in  Total  Hip  & 
Knee  Replacement, 
University  Place 
Conference  Center, 
Indianapolis. 

July  8-17  - 78th  Annual 
Anatomy  and 
Histopathology  of 
the  Head  and  Neck 
and  Temporal  Bone, 
IUPUI  campus. 

For  more  information,  call 
(317)  274-8353. 

I.U.  Alumni  Day 

The  Indiana  University  School  of 
Medicine  will  offer  a daylong 
CME  course,  "New  Horizons  in 
the  Practice  of  Medicine,"  in  con- 
junction with  Alumni  Day  May 
14.  The  program  will  be  at  the 
University  Place  Conference  Cen- 
ter in  Indianapolis. 

Course  titles  include  Newer 
Endoscopic  Pancreatobiliary 
Therapies,  Role  of  Cardiac  Trans- 
plantation in  Management  of  Pa- 
tients with  Cardiomyopathy:  Re- 
sults of  Cardiac  Transplantation, 
Active  or  Passive  Euthanasia:  Is 
There  a Difference?,  New  Con- 
cepts in  Neurological  Surgery, 
Medical  Health  Care  Reform  in 
Indiana,  The  Limb  Preservation 
Institute  and  Osteosarcoma, 
Alzheimer's  Disease,  Occupational 
Lung  Disease  in  Indiana,  Ethical 
Issues  in  Growth  Hormone  Treat- 
ment of  Normal  Children  with 
Short  Stature,  and  Munchausen 
Syndrome  by  Proxy:  Bizarre 
Form  of  Child  Abuse. 

For  more  information  on 
Alumni  Day,  call  (317)  274-8828. 
For  information  on  the  CME  pro- 
gram, call  (317)  274-8353.  □ 
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Ha v e you 

been  thinking 

ISMA|RA 

about  moving 

your  investments ? 

Are  you  waiting 

Wiiy  not 

to  see  what 

park  your 

happens 

funds  in  an 

to  the  interest  rate 

ISMA 

IRA?* 

marketplace ? 

*No  fees  to  pay  to  move  in,  no  fees  to  pay 
to  move  out.  And  its  6%  interest  rate  is 

guaranteed  for  calendar  year  1993. 

What  have  you 
got  to  lose? 

The  ISMA  IRA  is  available  only 
through  the  ISMA  Insurance  Agency. 

Indiana 
State  %% 
Medical  ^ 
Association 

Call  your  ISMA  Benefit  Representative 

1 -800-442-lSMA 

m 


■obituaries 


Anthony  S.  Blazys,  M.D. 

Dr.  Blazys,  33,  a South  Bend  anes- 
thesiologist, died  Jan.  23,  1993. 

He  was  a 1986  graduate  of  the 
American  University  of  the  Carib- 
bean. 

Dr.  Blazys  was  affiliated  with 
St.  Joseph's  Medical  Center. 

Harry  Brandman,  M.D. 

Dr.  Brandman,  88,  Galesburg,  111., 
died  Nov.  18,  1992. 

He  was  a 1930  graduate  of 
Rush  Medical  College. 

Dr.  Brandman,  a psychiatrist, 
was  a member  of  the  Lake  County 
Medical  Society. 

James  R.  Brown,  M.D. 

Dr.  Brown,  56,  a Valparaiso  urolo- 
gist, died  Dec.  14,  1992,  at  Porter 
Memorial  Hospital. 

He  was  a 1961  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a member  of  the 
U.S.  Air  Force  Reserve. 

Dr.  Brown,  a former  president 
of  the  Porter  County  Medical  Soci- 
ety, opened  his  practice  in 
Valparaiso  in  1967.  He  was  a 
member  of  the  A.B.U.  Arabian 
Horse  Club  and  was  involved  in 
many  animal  protection  programs. 

James  L.  Fuelling,  M.D. 

Dr.  Fuelling,  79,  a retired  Marion 
ophthalmologist,  died  Nov.  29, 
1992.  He  was  a resident  of  Speed- 
way at  the  time  of  his  death. 

He  was  a 1937  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a Navy  veteran  of 
World  War  II.  He  served  in  the 
Navy  20  years,  retiring  in  1960 
with  the  rank  of  captain.  He  was 
awarded  the  Navy  Cross  for  his 
role  in  the  rescue  of  hundreds  of 
men  trapped  below  the  deck  of 
the  aircraft  carrier  USS  Franklin. 
He  also  received  the  Purple  Heart. 
Dr.  Fuelling  practiced  oph- 
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thalmology  in  Marion  for  15 
years,  retiring  in  1977.  He  was  a 
diplomate  of  the  American  Board 
of  Ophthalmology  and  a fellow  of 
the  American  Academy  of  Oph- 
thalmology and  Otolaryngology. 
He  wrote  the  chapter  on  ophthal- 
mology for  the  Aero-Space  Medicine 
textbook. 

Benjamin  F.  Grant,  M.D. 

Dr.  Grant,  85,  a retired  Gary  fam- 
ily physician,  died  Dec.  20,  1992, 
at  St.  Mary's  Medical  Center. 

He  was  a 1942  graduate  of  the 
Howard  University  College  of 
Medicine  and  served  as  a com- 
mander with  the  U.S.  Navy  in 
Camp  Pendleton,  Calif.,  from  1954 
to  1956. 

Dr.  Grant  served  as  president 
of  the  Muncie  chapter  of  the  Na- 
tional Association  for  the  Ad- 
vancement of  Colored  People  and 
chairman  of  the  life  membership 
committee  of  the  NAACP.  He 
received  the  NAACP  Ovington 
Award  and  the  Dr.  Dudley  Turner 
Achievement  Award  from  the 
National  Medical  Association  and 
was  inducted  into  the  Gary  Civil 
Rights  Hall  of  Fame.  He  was  also 
active  in  his  church.  Dr.  Grant 
retired  in  1988. 

Joseph  L.  Haymond,  M.D. 

Dr.  Haymond,  80,  a retired  India- 
napolis pathologist  and  medical 
laboratory  director,  died  Nov.  28, 
1992. 

He  was  a 1936  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Haymond  had  been  a 
pathologist  and  director  of 
Thornton-Haymond-Costin  Medi- 
cal Laboratory  for  many  years  and 
was  medical  director  for  the 
Muncie  Plasma  Center  for  three 
years.  He  was  a past  president 
and  secretary  of  the  Indiana  Asso- 


ciation of  Pathologists  and  was 
certified  in  pathological  anatomy 
and  clinical  pathology  by  the 
American  Board  of  Pathology.  He 
was  a member  of  the  American 
Society  of  Clinical  Pathologists, 
the  International  Academy  of  Pa- 
thology and  the  American  Asso- 
ciation of  Blood  Banks. 

William  M.  Holland,  M.D. 

Dr.  Holland,  57,  an  Indianapolis 
internist,  died  Jan.  2,  1993. 

He  was  a 1961  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Holland  was  with  Merid- 
ian Medical  Group  for  25  years 
and  also  was  medical  director  for 
Indianapolis  Life  Insurance  Co. 
for  25  years.  He  had  served  as 
chairman  of  the  annual  Diabetes 
Detection  Drive  sponsored  by  the 
Indianapolis  Diabetes  Association. 
He  was  an  ISMA  alternate  del- 
egate. 

David  E.  Jones,  M.D. 

Dr.  Jones,  84,  a retired  Indianapo- 
lis otolaryngologist,  died  Dec.  18, 
1992,  at  Summer  Trace  Retirement 
Community  in  Carmel. 

He  was  a 1933  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Jones  was  an  otolaryn- 
gologist in  downtown  Indianapo- 
lis for  50  years,  retiring  in  1984. 

He  was  a member  of  the  Ameri- 
can Academy  of  Plastic  Surgery 
and  Reconstructive  Surgery. 

Frederick  C.  Poehler,  M.D. 

Dr.  Poehler,  61,  former  Wabash 
County  health  officer,  died  Nov. 
23,  1992,  at  Lutheran  Hospital  in 
Fort  Wayne. 

He  was  a 1959  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a U.S.  Army  vet- 
eran of  the  Korean  War.  He 
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graduated  from  the  University  of 
Notre  Dame,  where  he  played 
football  under  Coach  E.  Frank 
Leahy. 

Before  moving  to  Foi*  Wayne 
3 1/2  years  ago,  he  lived  in 
LaFontaine  for  25  years.  He  was 
Wabash  County  health  officer 
from  1964  to  1990.  He  also  was 
an  emergency  physician  at  Marion 
General  Hospital,  plant  physician 
at  CPC  in  Marion  and  medical 
director  at  Shangri-La  Health  Care 
Center  in  LaFontaine  and  Vernon 
Manor  Children's  Home.  He  had 
served  as  chief  of  staff  at  Marion 
General  Hospital  and  secretary  of 
the  11th  District  Medical  Society. 
Dr.  Poehler  received  the  Indiana 
Jefferson  Award  for  Distinguished 
Public  Service. 

Guy  E.  Ross,  M.D. 

Dr.  Ross,  86,  a retired  Anderson 
pediatrician,  died  Jan.  21,  1993. 

He  was  a 1933  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Ross  organized  the  Ander- 
son Public  School  Health  System 
and  headed  it  more  than  40  years. 
He  introduced  the  first  antibiotic 
drug  ever  used  in  Anderson  and 
helped  pioneer  polio  vaccinations 
in  Madison  County.  At  various 
times  he  was  chairman  of  the 
pediatrics  departments  at  Com- 
munity and  St.  John's  hospitals  in 
Anderson.  He  retired  in  1979. 

William  D.  Snively  Jr,,  M.D. 

Dr.  Snively,  81,  a retired  vice 
president  of  Bristol-Myers,  died 
Dec.  7,  1992,  at  Holiday  Health 
Center  in  Evansville. 

He  was  a 1938  graduate  of  the 


r ^ 

Herbert  C.  Khalouf,  M.D. 

Dr.  Khalouf,  63,  a Marion  surgeon 
and  board  chairman  of  the  Physicians 
Insurance  Co.  of  Indiana,  died  Jan.  27, 

1993,  at  Marion  General  Hospital. 

He  was  a 1957  graduate  of  the  Uni- 
versity of  Pittsburgh  School  of  Medicine. 

Dr.  Khalouf  served  the  ISMA  as  an 
AMA  delegate,  a trustee  and  chairman  of 
the  executive  committee.  He  was  PICI 
board  chairman  from  May  1991  until  the 
time  of  his  death.  He  recently  retired 
from  the  board  of  directors  at  Marion 
General  Hospital,  where  he  served  as  vice  president  of  the  board. 

He  had  been  president  of  the  medical  staff  and  member  or  chairman 
of  various  hospital  committees. 

He  was  a fellow  of  the  American  College  of  Surgeons  and  was 
certified  by  the  American  Board  of  General  Surgery.  He  retired  in 
1990  as  a general  surgeon  with  Marion  Surgeons  Inc. 

Dr.  Khalouf  was  a member  of  Rotary  International  and  a Paul 
Harris  Fellow  of  Rotary  International.  □ 

V ______ J 


In  memoriam: 


Northwestern  University  School 
of  Medicine  and  was  a flight  sur- 
geon with  the  Marines  during 
World  War  II. 

Dr.  Snively  worked  for  Mead 
Johnson  & Co.,  advancing  to  the 
position  of  executive  vice  presi- 
dent. He  served  on  the 
company's  board  until  the  com- 
pany was  taken  over  by  Bristol- 
Myers.  In  1969  he  retired  as  vice 
president,  medical  information. 

He  held  academic  appointments 
at  the  University  of  Evansville,  the 
University  of  Kentucky  Commu- 
nity College  in  Henderson,  the 
University  of  Alabama  in  Bir- 
mingham and  the  Indiana  Univer- 
sity School  of  Medicine.  He  was  a 


member  of  the  Governor's  Com- 
mission on  Medical  Education  in 
Indiana.  Dr.  Snively  received  the 
American  Medical  Association 
Billing's  Gold  Medal  for  Scientific 
Exhibit,  the  Distinguished  Service 
Award  of  the  American  Medical 
Writers  Association  and  the  Ross 
Award  for  the  American  Acad- 
emy of  General  Practice  for  the 
most  significant  scientific  article 
published  in  General  Practice  in 
1962.  He  served  as  a consulting 
editor  for  Indiana  medicine  for 
many  years  and  was  a fellow  of 
the  American  Medical  Writers 
Association.  □ 
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Committee  seeks  Beering 
Award  nominations 

The  selection  committee  for  the 
Steven  C.  Beering  Award  for  the 
Advancement  of  Biomedical  Sci- 
ence is  seeking  nominations  for 
the  1994  award.  The  award  is 
presented  annually  by  the  Indiana 
University  School  of  Medicine  as 
a tribute  to  the  former  dean. 

The  award  honors  a person 
for  internationally  recognized 
contributions  to  the  advancement 
of  biomedical  or  clinical  science. 
The  recipient  prepares  and  deliv- 
ers one  major  lecture,  which  is 
open  to  the  medical  community. 
The  award  winner  will  receive  a 
medal  and  $10,000. 

Nominations  should  be  ac- 
companied by  a summary  state- 
ment emphasizing  the  most  im- 
portant academic  accomplish- 
ments of  the  nominee  and  impor- 
tance to  biomedical  or  clinical 
science  and  listing  reasons  the 
person  deserves  the  honor.  A 
curriculum  vitae  and  a list  of  key 
publications  should  be  included. 

Information  should  be  sent  to 
Linda  B.  Griffin,  Office  of  the 
Dean,  Indiana  University  School 
of  Medicine,  Fesler  Hall  302,  1 120 
South  Drive,  Indianapolis,  IN 
46202-5114.  Nominations  should 
be  received  by  April  16. 

Campaign  encourages 
screening  mammograms 

The  Indiana  State  Department  of 
Health,  the  Indiana  Division  of 
the  American  Cancer  Society  and 
local  hospitals  will  conduct  the 
"Mammograms  for  Mother's  Day" 
campaign  again  this  year.  The 
campaign  encourages  women  age 
40  and  older  to  have  a screening 
mammogram. 

All  mammography  facilities  in 
Indiana  are  being  urged  to  offer 
mammograms  during  May  for 


$55.  A limited  number  of  free 
mammograms  will  be  available  at 
selected  sites. 

The  American  Cancer  Society 
hotline,  1-800-ACS-2345,  will  pro- 
vide a list  of  participating  facili- 
ties. People  can  also  call  the  num- 
ber to  receive  a packet  of  materi- 
als, including  a special  Mother's 
Day  card  and  an  ACS  brochure  on 
breast  health.  The  materials  urge 
women  to  coordinate  with  their 
family  physician  in  making  ap- 
pointments for  the  screening. 

This  year  the  campaign  will 
feature  a special  emphasis  on 
minorities.  A National  Cancer 
Institute  Survey  reports  that  black 
women  older  than  40  are  less 
likely  to  have  ever  had  a 
mammogram  than  white  women. 

Physicians  interested  in  pro- 
moting this  program  can  get  in- 
formation packets  to  distribute  to 
their  patients  by  calling  Jennifer 
Ashworth  at  the  health  depart- 
ment, (317)  633-0109. 

Orthopaedics  Indianapolis 
opens  new  medical  clinic 

Orthopaedics  Indianapolis  has 
opened  its  new  21,500-square-foot 
medical  facility  at  the  Methodist 
Hospital  Professional  Building, 
1801  N.  Senate  Blvd.  The  clinic 
increases  the  number  of  examina- 
tion rooms,  doubles  the  x-ray  and 
casting  capabilities  and  includes  a 
physical  therapy  unit. 

The  practice  employs  more 
than  100  medical  and  health  care 
specialists,  including  18  physi- 
cians. 

Computerized  orders  reduce 
patients'  hospital  bills 

Patients'  hospital  bills  were  re- 
duced when  physicians  used  a 
new  computerized  order-writing 
system,  according  to  a study  by 
Indiana  University  School  of 


Medicine  researchers  at  the 
Regenstrief  Institute  for  Health 
Care.  The  results  of  the  study, 
which  involved  more  than  5,000 
patients  and  150  doctors  at 
Wishard  Memorial  Hospital  in 
Indianapolis,  were  released  in  the 
Jan.  20  issue  of  the  Journal  of  the 
American  Medical  Association. 

The  patients  whose  doctors 
used  the  new  system  were  dis- 
charged almost  a full  day  sooner, 
with  medical  bills  nearly  $900 
lower  than  patients  whose  doctors 
used  the  paper  hospital  chart. 

The  new  system  also  improves  the 
quality  of  care  by  warning  doctors 
of  potential  drug  interactions, 
patient  allergies  and  expensive 
treatments. 

Physicians  using  the  system 
during  the  study  had  generally 
favorable  opinions  of  the  network 
of  microcomputer  workstations, 
located  throughout  Wishard  Hos- 
pital. They  could  write  orders  for 
any  patient  without  having  to  go 
to  the  ward  to  use  a chart.  The 
system  prints  orders  and  test  req- 
uisition forms  on  the  patient's 
ward  and  sends  drug  orders  to 
the  pharmacy. 

Physician  use  of  the  system 
lowered  Wishard  patients'  bills  by 
more  than  $3  million  in  one  year. 
William  M.  Tierney,  M.D.,  I.U. 
professor  of  medicine  and  pri- 
mary author  of  the  JAMA  report, 
attributes  the  savings  to  a reduc- 
tion iri  time-consuming  errors  and 
physician  awareness  of  the  cost  of 
patient  tests  and  treatments.  The 
system  also  discourages  the  use  of 
expensive  technology,  suggesting 
less  expensive  substitutes  when 
there  are  safe  alternatives. 

Doctors  using  the  system  took 
five  extra  minutes  a day  per  pa- 
tient to  write  orders  but  gained 
some  of  that  time  back  in  more 
efficient  handling  of  information. 
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William  H.  Beeson,  M.D.,  ISMA  president,  left,  accepts  a check  for  the 
ISMA  Physician  Assistance  Program  from  Jack  Basler,  chairman  of  the 
board  of  the  Indiana  Hospital  Association.  The  IHA  presented  a $50,000 
grant  to  the  program  to  help  educate  hospital  administrators,  attorneys, 
personnel  and  physicians  about  impairing  conditions  affecting  physi- 
cian. The  money,  allocated  over  a two-year  period,  will  be  used  to  in- 
struct how  to  recognize,  intervene  and  monitor  an  impaired  physician. 


More  than  60%  of  all  doctors  us- 
ing the  system  believed  it  resulted 
in  more  accurate  orders  and  felt 
that  using  the  system  made  their 
work  more  interesting. 

Library  services  offered  to 
visually,  physically 
handicapped 

A free  library  service  providing 
books  and  periodicals  on  discs 
and  cassettes,  large-print  books 
and  braille  materials  for  visually 
impaired  and  physically  handi- 
capped people  is  available  from 
the  Special  Services  Division  of 
the  Indiana  State  Library  in  India- 
napolis. 

Anyone  who  is  unable  to  read 
or  handle  standard  printed  mate- 
rials as  a result  of  temporary  or 
permanent  visual  or  physical  limi- 
tations can  receive  the  service. 
Qualifying  people  include  those 
having  visual  handicaps  such  as 
cataracts,  glaucoma  or  macular 
degeneration  and  those  with 
physical  handicaps  such  as  pa- 
ralysis, lack  of  muscle  coordina- 
tion or  prolonged  weakness. 

For  more  information  about 
the  service,  call  the  state  library, 
(317)  232-3684  or  1-800-622-4970. 

First  PET  scanner  in  Indiana 
in  operation 

The  Indiana  University  Medical 
Center  and  Richard  Roudebush 
VA  Medical  Center  have  an- 
nounced the  operation  of  the  first 
positron  emission  tomography 
(PET)  scanner  in  Indiana.  The 
IU/VA  scanner  project  already 
has  one  partner,  Community  Hos- 
pitals Indianapolis,  which  joined 
the  project  at  the  time  of  purchase 
in  January  1991. 

The  PET  scanner  is  housed  at 
the  University  Hospital  and  Out- 
patient Center  at  the  medical  cen- 
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"Through  cooperative  ar- 
rangements, we  intend  to  make 
PET  available  to  any  physicians 
whose  patients  can  benefit  from 
this  unique  diagnostic  tool,"  said 
Walter  J.  Daly,  M.D.,  dean  of  the 
I.U.  School  of  Medicine. 

Booklet  offers  guidelines  on 
surviving  cancer 

Physicians  may  want  to  tell  their 
patients  who  are  diagnosed  with 
cancer  of  the  availability  of  a 
booklet  providing  guidelines  on 
how  to  improve  the  chances  of 
surviving  cancer. 

The  booklet,  the  Cancer  Re- 
search Institute  HelpBook,  tells  can- 
cer patients  how  to  proceed  in 


obtaining  the  best  possible  care. 

It  also  discusses  how  to  tap  into 
various  support  services  and  how 
to  approach  financial  consider- 
ations. 

The  HelpBook  is  available  from 
the  Cancer  Research  Institute,  133 
E.  58th  St.,  New  York,  NY  10022, 
1-800-99CANCER.  □ 

Psychiatric  center  opens 

The  Indiana  Psychiatric  Consor- 
tium has  announced  the  opening 
of  its  Tipton  Counseling  & Psychi- 
atric Center,  located  on  Route  4 in 
Doctor's  Park.  The  center  is  the 
fifth  office  to  be  operated  by  the 
consortium.  □ 
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Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


Dr.  Maurice  E.  Arregui  of  India- 
napolis was  a speaker  at  the  Sec- 
ond International  Multispecialty 
Congress  on  Endosurgery  in 
Maui,  Hawaii;  his  topic  was  the 
role  of  ERCP  in  the  era  of 
laparoscopic  cholecystectomy, 
laparoscopic  transcystic  common 
duct  exploration,  laparoscopic 
ultrasound  and  laparoscopic  in- 
guinal herniorrhaphy.  Dr. 

Arregui,  director  of  fellowship  in 
laparoscopy,  endoscopy  and  ultra- 
sound at  St.  Vincent  Hospital,  also 
gave  presentations  at  the  Mid- 
Pacific  Symposium  on 
Laparoscopic  and  Endoscopic 
Surgery,  held  in  Maui,  Hawaii. 

Dr.  Gonzalo  T.  Chua,  director 
of  the  radiology  residency  pro- 
gram at  Methodist  Hospital  in 
Indianapolis,  coordinated  the 
preparation  and  presentation  of 
the  "Case  of  the  Day"  exhibit  at 
the  annual  Radiological  Society  of 
North  America  meeting  in  Chi- 
cago. In  addition  to  Dr.  Chua, 
other  hospital  staff  and  residents 
involved  in  the  projects  and  ex- 
hibit titles  were:  Dr.  Laura 
Dugan  and  Dr.  Susan  ].  Meyer, 
"Skeletal  Manifestations  of  Acute 
Lymphoblastic  Leukemia";  Dr. 
jack  M.  Drew  and  Dr.  John  A. 
Scott,  "Moyamoya  Syndrome  in  a 
Child  with  Sickle  Cell  Anemia"; 
Dr.  Julia  Hornback-Widman, 
"Angiosarcoma  of  the  Breast";  Dr. 
Dean  Maglinte,  "Enterolith  in  a 
Blind  Pouch";  and  Dr.  Stephen  J. 
Jay,  "Pulmonary  Complications  of 
Metastatic  Angiosarcoma." 

Dr.  John  D.  Pulcini  of  Evans- 
ville Plastic  Surgical  Associates 
was  the  main  speaker  at  a seminar 
on  "The  Maturing  Female"  at  St. 
Mary's  Medical  Center  in  Evans- 
ville. 

Dr.  Frederick  Bigler  of 

Elkhart  was  elected  president  of 
the  Indiana  Association  of  Public 
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November  1992 

Bradley,  Mark  W.,  Columbus 
Burrell,  Michael  J.,  Muncie 
Cahn,  Peter  H.,  Indianapolis 
Carney,  Peter  M.,  Elkhart 
Crebo,  Alan  R.,  Kokomo 
Drake,  James  R.,  Anderson 
Ellis,  Robert  F.,  Merrillville 
Felker,  Dean  R.,  Greenfield 
Gentile,  Jonathan  P.,  Fort  Wayne 
Goodell,  Charles  L.,  Muncie 
Kaye,  Robert  C.,  Rensselaer 
Kelly,  George  G.,  Munster 
Lucena,  Bernardo  S.,  Crown  Point 
Maxam,  Beverly  T.,  Indianapolis 
McClary,  Charles  W.,  Bloomingon 
Miller,  James  R.,  Merrillville 
Oni,  Richard  O.,  Gary 
Servies,  Herschell,  Lebanon 
Shelton,  N.  Philip,  Vincennes 
Stolz,  Thomas  J.,  Otterbein 
Towannasut,  Verapon,  Merrillville 

December  1992 

Ahler,  Kenneth  J.,  Rensselaer 


Health  Physicians,  and  Dr.  Craig 
Moorman  of  Franklin  was  elected 
secretary-treasurer.  Directors  are 

Dr.  Eugene  Gillum,  Portland;  Dr. 
John  Hinton,  College  Corner, 
Ohio;  and  Dr.  Frederick  Ridge, 
Linton. 

Dr.  J.  Douglas  Graham  of 

Indiana  Heart  Physicians  at  St. 
Francis  Hospital  in  Beech  Grove 
discussed  cardiac  risk  factors  at 
the  Older  Americans  Conference 
sponsored  by  the  Indiana  Affiliate 
of  the  American  Heart  Associa- 
tion. 


Alig,  Vincent  B.,  Indianapolis 
Asuncion,  Leyte  B.,  Tennyson 
Barrett,  Warrick  L.,  Indianapolis 
Bockelman,  Henry  W.,  Evansville 
Brantly,  James  M.,  Indianapolis 
Brown,  Michael  R.,  Terre  Haute 
Byrne,  Frank  D.,  Fort  Wayne 
Clarkson,  Clarence  G.,  Richmond 
Duncan,  David  M.,  Fortville 
Ehsan,  Mohsen,  New  Albany 
Emkes,  Bernard  J.,  Indianapolis 
Griggs,  Elmo  A.,  Martinsville 
Haddad,  Rolando  I.,  Jeffersonville 
Houck,  Verlin  T.,  Nappanee 
Jeha,  Mikhail  F.,  Valparaiso 
Long,  Lloyd  O.,  Chandler 
Marnocha,  Kenneth  E.,  Indianapolis 
Me  Aleavey,  Patrick  J.,  Indianapolis 
Pairitz,  Frank  D.,  South  Bend 
Shuman,  Robert  M.,  Granger 
Spence,  William  C.,  Bloomington 
Stegemoller,  Ronald  K.,  Danville 
Subhasiriwatana,  M.,  Crown  Point 
Whiteman,  Thomas  S.,  Muncie 

J 


Dr.  Thomas  J.  Lord,  an  India- 
napolis cardiologist,  has  been 
named  medical  director  of  the  new 
medical  specialty  unit  at  Inte- 
grated Health  Services  at  Cam- 
bridge, a skilled  nursing  and  reha- 
bilitation center  in  Indianapolis. 

Dr.  C.  Conrad  Johnston  Jr., 
professor  of  medicine  at  the  Indi- 
ana University  School  of  Medicine, 
was  appointed  to  the  National 
Advisory  Council  on  Aging;  the 
council  reviews  applications  from 
scientists  seeking  support  from  the 
National  Institute  on  Aging  for 
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research  and  training  programs. 

Activities  and  accomplish- 
ments of  physicians  at  Northside 
Cardiology  in  Indianapolis  in- 
clude the  following:  Dr.  Thomas 
Linnemeier  gave  a poster  presen- 
tation on  "Rail-Type  Systems  Re- 
duce Radiation  Exposure  and 
Procedure  Time  Compared  to 
Over-the-Wire  Coronary 
Angioplasty  Systems"  at  the 
American  Heart  Association's  65th 
Scientific  Session.  Dr.  Linnemeier 
and  Dr.  Donald  Rothbaum  wrote 
an  article  on  "Intravascular  Ultra- 
sound Imaging  Combined  with 
Coronary  Angioplasty"  for  Lancet. 
Dr.  Eric  Prystowsky  was  a mod- 
erator for  a symposium  during 
the  Unusual  Arrhythmia  Confer- 
ence at  European  Hospital  in 
Rome,  Italy.  Dr.  Morton  Tavel 
wrote  an  article  on  "Specificity  of 
Electrocardiographic  Stress  Test  in 
Women  Versus  Men"  for  The 
American  journal  of  Cardiology.  Dr. 
Joe  Noble  is  the  co-chairman  of 
the  1994  American  College  of 
Cardiology  sessions  and  is  serving 
on  the  American  College  of  Cardi- 
ology Extended  Learning  Board/ 
Committee. 

Dr.  Stephen  W.  Perkins,  an 

Indianapolis  facial  plastic  and 
reconstructive  surgeon,  moderated 
a panel  discussion  at  the  winter 
meeting  of  the  American  Acad- 
emy of  Facial  Plastic  and  Recon- 
structive Surgery  in  Boca  Raton, 
Fla.  He  also  was  a guest  speaker 
at  a meeting  of  the  Georgia  Soci- 
ety of  Otolaryngology  in  Atlanta. 

Dr.  Thomas  W.  Marshall,  a 
Columbus  orthopaedic  surgeon, 
was  selected  president  of  the 
American  Fracture  Association. 

Dr.  Lester  A.  Hart,  a family 
physician,  is  the  1993  vice  chief  of 
staff  at  Tipton  County  Memorial 
Hospital. 

Dr.  Henry  R.  Shallenberger 


has  retired  as  a family  physician 
in  Modoc,  where  he  has  practiced 
since  1938. 

Dr.  Robert  L.  Mather,  a 

Lafayette  ophthalmologist,  retired 
Jan.  1,  after  practicing  in  the 
Lafayette  area  since  1948. 

Dr.  David  J.  Welsh, 

Batesville;  Dr.  Edward  P. 
Daetwyler,  Evansville;  Dr.  Tho- 
mas W.  Dumas  and  Dr.  Gregory 
S.  Schmitt,  Fort  Wayne;  Dr. 

David  E.  Wilson  and  Dr.  Samuel 
A.  Harmon,  Noblesville;  and  Dr. 
Thomas  J.  O'Connor,  Lafayette, 
were  named  fellows  of  the 
American  College  of  Surgeons. 

Dr.  Neil  R.  Harris  of  Elkhart 
and  Dr.  George  M.  Underwood 
of  Lafayette  have  become  certified 
medical  review  officers  by  the 
American  Association  of  Medical 
Review  Officers. 

Dr.  Grace  L.  Walker,  a Terre 
Haute  family  physician,  was  hon- 
ored as  a distinguished  alumna  of 
Vincennes  University. 

Dr.  Stanton  E.  Cope  has  re- 
tired after  43  years  as  a Hunting- 
ton  family  physician. 

Dr.  Herbert  E.  Ware  of 
Muncie  was  named  a fellow  of  the 
American  Academy  of  Family 
Physicians. 

Dr.  Jose  C.  Torres,  a 
Jeffersonville  surgeon,  was  a guest 
speaker  at  the  International  Sym- 
posium on  Obesity  Surgery  in 
Genoa,  Italy;  he  spoke  on  gastric 
bypass  distal  roux-en-Y  with  vari- 
able limb  lengths  and  common 
channel. 

Dr.  James  A.  Hall  of 

Logansport  discussed  the  manage- 
ment of  abnormal  mammography 
at  the  annual  meeting  of  the  Cen- 
tral Association  of  Obstetricians 
and  Gynecologists  in  Chicago. 

Dr.  Andrew  E.  Moore,  an 
Indianapolis  urological  surgeon, 
was  elected  to  the  Wishard  Me- 


morial Foundation  board  of  direc- 
tors. 

Dr.  Harley  H.  Frey  Jr.  of 

Lafayette  received  the  1992  Distin- 
guished Service  Award  from  the 
Indiana  Society  of  Anesthesiolo- 
gists. 

Dr.  Daniel  Rains,  New 

Castle  family  physician,  was 
named  president  of  the  Henry 
County  Memorial  Hospital  medi- 
cal staff.  Other  officers  are  Dr. 
Nancy  Griffith,  a New  Castle 
family  physician,  vice  president, 
and  Dr.  Mark  Davisson,  a New 
Castle  internist,  secretary. 

Dr.  Randall  L.  Stevens,  assis- 
tant director  of  the  family  practice 
clinic  at  Union  Hospital  in  Terre 
Haute  and  medical  director  at 
Hamilton  Center,  received  a 
Friends  Award  from  the  Wabash 
Valley  Alcohol  and  Drug  Associ- 
ates. The  award  honors  people 
for  their  "sincerity  and  caring  in 
helping  people  with  addictions." 

Dr.  Deborah  I.  Allen,  head  of 
the  department  of  family  medi- 
cine at  the  Indiana  University 
School  of  Medicine,  received  the 
Thomas  W.  Johnson  Award  of  the 
American  Academy  of  Family 
Physicians.  The  award  recognizes 
contributions  to  family  practice 
education. 

Dr.  Kenneth  E.  Bobb  of 

Seymour  was  recognized  for  35 
years  of  continued  membership  in 
the  American  Academy  of  Family 
Physicians. 

Dr.  Jerome  H.  Wait  retired 
after  37  years  as  a Columbia  City 
family  physician;  he  will  continue 
to  work  as  an  anesthesiologist  at 
Whitley  County  Memorial  Hospi- 
tal. 

Dr.  Philip  Ball,  a Muncie 
internist,  received  the  Indiana 
Laureate  Award  from  the  Ameri- 
can College  of  Physicians  (ACP). 
The  award  honors  fellows  of  the 
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ACP  who  have  demonstrated  an 
abiding  commitment  to  excellence 
in  medical  care,  education  or  re- 
search and  in  service  to  their  com- 
munity and  the  ACP. 

Dr.  Shivaji  A.  Gunale,  an 
Indianapolis  oncologist,  and  Dr. 
David  A.  Josephson,  an  India- 
napolis neurologist,  were  inducted 
into  the  Fellowship  of  Distin- 
guished Physicians  at  Community 
Hospitals  Indianapolis.  □ 

New  ISMA  members 
Jonathan  H.  Bevers,  M.D.,  Colum- 
bus, psychiatry. 

Wiiliam  Boeckmann,  M.D., 
Decatur,  anesthesiology. 

Garland  E.  Byron,  M.D., 
Lafayette,  internal  medicine. 

Paul  P.  Chu,  M.D.,  Muncie, 
anesthesiology. 

Daniel  M.  Cooke,  M.D., 
Granger,  anesthesiology. 

Daniel  J.  Daunhauer,  M.D., 
Muncie,  radiology. 

Martha  J.  Dwenger,  M.D., 
Columbus,  diagnostic  radiology. 

Jose-Mari  L.  Elacion,  M.D., 
Fort  Wayne,  family  practice. 

Daniel  P.  Elskens,  M.D., 
Lafayette,  neurological  surgery. 

Gary  P.  Erdy,  M.D., 
Newburgh,  family  practice. 

Douglas  P.  Ericson,  M.D., 
Muncie,  diagnostic  radiology. 

Gary  M.  Gaddis,  M.D., 
Muncie,  emergency  medicine. 

Inigo  A.  Garcia-Zozaya,  M.D., 
Fort  Wayne,  family  practice. 


Robert  J.  Goulet,  M.D.,  India- 
napolis, general  surgery. 

Heather  B.  Gutwein,  M.D., 
Sheridan,  family  practice. 

Ashraf  H.  Hanna,  M.D.,  Fort 
Wayne,  family  practice. 

James  A.  Hayes,  M.D.,  Rich- 
mond, internal  medicine. 

Anthony  C.  Henry,  D.O., 
Columbia  City,  family  practice. 

Andreana  L.  Hodgini,  M.D., 
Fort  Wayne,  family  practice. 

Robert  F.  Jackson,  D O., 
Marion,  orthopaedic  surgery. 

William  T.  Jones,  M.D.,  India- 
napolis, urological  surgery. 

Ferydoon  Khoshnejad,  M.D., 
Union  City,  obstetrics  and  gyne- 
cology. 

C.  Kurtis  Kim,  M.D.,  South 
Bend,  anatomic/clinical  pathol- 
ogy- 

Stephen  H.  Kimura,  M.D., 
Elkhart,  allergy  and  immunology. 

Habib  J.  Komari,  M.D.,  India- 
napolis, internal  medicine. 

Keith  E.  Kucera,  D.O., 

Marion,  gastroenterology. 

Bruce  D.  Love,  M.D.,  India- 
napolis, anesthesiology. 

Kevin  J.  Luksus,  M.D., 
Anderson,  family  practice. 

Matthew  J.  Mick,  M.D.,  India- 
napolis, cardiovascular  diseases. 

Michael  J.  Miller,  M.D., 
Lafayette,  radiation  oncology. 

M.A.  Karim  Moshref,  M.D., 
Fort  Wayne,  family  practice. 

Lee  A.  Muskovitz,  M.D., 
Valparaiso,  neonatal-perinatal 


medicine. 

Ruth  C.  Osborne,  M.D., 
Sheridan,  family  practice. 

Kiranchandra  M.  Patel,  M.D., 
Fort  Wayne,  family  practice. 

Pravinbhaiz  Patel,  M.D.,  Fort 
Wayne,  family  practice. 

Nandan  K.  Puvvada,  M.D., 
Bedford,  general  surgery. 

Krishna  M.  Ragothaman, 
M.D.,  Fort  Wayne,  family  practice. 

John  C.  Ramsey,  M.D.,  India- 
napolis, urological  surgery. 

G.V.  Subba  Rao,  M.D., 
Huntingburg,  orthopaedic  sur- 
gery. 

Joseph  Rosenblum,  D.O., 
LaPorte,  cardiovascular  diseases. 

Paul  Schoon,  M.D.,  India- 
napolis, obstetrics  and  gynecol- 
ogy- 

Phillip  C.  Scott,  D O.,  Rich- 
mond, family  practice. 

Scott  M.  Sharp,  M.D.,  India- 
napolis, cardiovascular  diseases. 

Harry  D.  Silsby,  M.D., 
Lafayette,  psychiatry. 

Keith  A.  Singer,  M.D.,  India- 
napolis, general  practice. 

Indra  Sriram,  M.D.,  Fort 
Wayne,  internal  medicine. 

Peter  M.  Voss,  M.D.,  Muncie, 
obstetrics  and  gynecology. 

Carol  L.  Weesner,  M.D.,  In- 
dianapolis, emergency  medicine. 

Residents 

Vance  M.  Abshire,  M.D.,  India- 
napolis, internal  medicine.  □ 
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INDIANA  UNIVERSITY  School  of 
Medicine,  Evansville  Center,  one  of 
eight  regional  campuses  of  the 
Indiana  University  Statewide  Medi- 
cal Education  System,  seeks  candi- 
dates for  clinical  program  coordi- 
nator. A 0.5  FTE  academic  ap- 
pointment, responsible  to  the  cen- 
ter director  for  management  of 
the  required  Introduction  to  Medi- 
cine course  and  works  with  other 
center  faculty  to  emphasize  rel- 
evant clinical  correlations  in  the 
two-year  basic  science  curriculum. 
Will  work  with  local  hospitals,  re- 
cruit volunteer  faculty  from  prac- 
ticing area  clinicians  and  assist 
them  with  educational  ap- 
proaches and  the  scope  of  mate- 
rial to  be  covered,  which  will  em- 
phasize primary  care  skills,  e.g., 
physical  diagnosis  and  interviewing 
techniques.  M.D.,  board  certifica- 
tion in  a primary  care  discipline 
and  significant  practice  experi- 
ence required.  May  elect  to  con- 
duct a part-time  private  practice. 
Send  C.V.  and  three  references  to 
Rex  D.  Stith,  Ph.D.,  Director,  Evans- 
ville Center  for  Medical  Educafion, 
P.O.  Box  3287,  Evansville,  IN  47732. 
AA/EOE,  M/F. 

PEDIATRICIANS  - Two  busy  pediatri- 
cians seeking  BE/BC  pediatricians 
to  join  their  group  to  meet  the 
growing  needs  of  the  community. 
Currently  seeing  more  than  300 
patients  per  week  and  turning 
away  an  additional  20  patients 
weekly.  Will  offer  guaranteed  first- 
year  salary,  paid  malpractice, 
disability  and  medical  insurance 
and  more.  Opportunity  for  part- 
nership after  one  year.  Practice  is 
located  in  new  office  building  only 
( seven  minutes  between  two  200+ 
bed  hospitals.  Community  is  grow- 
ing, safe  and  friendly.  County 
population  is  83,000  with  a service 
I area  of  196,000.  The  county  has 
i one  of  the  highest  effective  buying 
income  levels  in  the  Midwest.  For 
more  information,  contact  John 
Radjeski,  Kokomo  Pediatrics,  2341 
W.  Lincoln  Blvd.,  Kokomo,  IN  46902, 
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(317)  455-4080. 

SIOUX  CITY,  IOWA  - An  excellent 
position  is  available  for  a BC/BE 
family  practice  physician  in  a new 
community  health  center.  A full 
range  of  family  practice  medicine 
is  needed  in  a community  that  is 
very  supportive  of  the  center. 

Sioux  City  is  a great  place  to  raise 
a family  and  has  excellent  public 
and  parochial  school  systems,  a 
community  college,  two  liberal  arts 
colleges,  a graduate  center,  two 
excellent  medical  centers,  a resi- 
dency training  program  (family 
practice),  etc.  The  center  offers  a 
competitive  compensation  and 
benefit  package,  paid  malprac- 
tice, etc.  For  more  information, 
write  Jeff  Fiackett,  Executive  Direc- 
tor, Siouxland  Community  Health 
Center,  1 709  Pierce  St.,  Sioux  City, 
IA  51 105,  or  call  (712)  252-2477. 

REFURBISHED  MEDICAL  EQUIPMENT 

- Omega  automatic  blood  pres- 
sure unit,  new.  Ritter  Procto  table. 
Portable  x-ray.  Shampaine  ob-gyn 
table.  Autoclaves.  Infant  and 
adult  scales,  color-coded,  excel- 
lent condition.  Lab  centrifuges. 
Mixed  bag  of  surgical  drapes, 
towels,  instrument  wraps  in  50  lb. 
boxes,  $100.  Microscopes, 

Olympus  sigmoidoscope.  Contact 
Bernard  Medical  Resources,  1555 
Dixie  Highway,  Covington,  KY 
41011,  1-800-892-3716,  fax:  (606) 
581-5205. 

SUBURBAN  COLUMBUS,  OHIO  - 

Another  internist  needed  to  join 
four  others  in  a college  town. 
Population  80,000  and  expanding. 
Subspecialty  and  surgical  back-up 
at  modern  hospital.  Columbus 
and  major  university  medical 
school  40  minutes  away.  Guaran- 
tee + office.  Walter  F.  Smith,  1- 
800-221-4762. 

EMERGENCY  MEDICINE  - GENERAL 
PRACTICE:  Expanding  emergency 
medicine-general  practice  con- 
tract group  needs  physician  for 


central  Indiana  facility.  Guaran- 
teed salary  and  vacation.  Con- 
tact John  L.  Earnest,  Preferred 
Medical  Management,  P.O.  Box 
1897,  Marion,  IN  46952,  (317)  668- 
1500. 

FAMILY  PRACTICE  - A group  of  four 
physicians  seeks  two  additional 
family  practice  physicians  to  join 
long-established  group  practice. 
Located  in  picturesque 
Middlebury,  Ind.,  the  group  serves 
a large  Amish  population,  with 
obstetrics  being  an  important  part 
of  fhe  practice.  Middlebury  is  a 
progressive  community  near  the 
University  of  Notre  Dame  in  north 
central  Indiana.  A family  commu- 
nity with  excellent  schools,  unique 
shopping  and  great  dining.  Mod- 
ern, well-equipped  hospital  facili- 
ties and  quality  support  staff.  Con- 
tact Rick  Addis,  Goshen  General 
Hospital,  200  High  Park  Drive, 
Goshen.  IN.  1-800-258-4321. 

FAMILY  PRACTICE  - Two  board- 
certified  family  practice  physicians 
seek  third  family  practice  physician 
to  replace  retired  physician.  Long- 
established  practice  on  Lake 
Wawasee,  the  largest  natural  lake 
in  Indiana.  Diverse  practice  in- 
cludes adult  and  pediatric  medi- 
cine, great  payor  mix  and  excel- 
lent income  potential.  Lake  com- 
munity offers  skiing,  sailing,  fine 
dining,  summer  stock  theatre  and 
name  entertainment.  Excellent 
schools,  safe,  friendly  small  fown 
community.  Contact  Rick  Addis, 
Goshen  General  Hospital,  200  High 
Park  Drive,  Goshen,  IN,  1 -800-258- 
4321. 

EMERGENCY  MEDICINE  - South- 
eastern Indiana/Greater  Cincin- 
nati. Full-time  emergency  medi- 
cine position  available  July  1993. 
Rural  setting.  30-minute  commute 
from  Cincinnati.  Be  a part  of  a 
four-member  team  at  a modern 
E.D.  facility  with  17,000  annual 
visits.  Compensation  130K  plus 
bonus  and  full  benefits.  Desire  BC/ 
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BP  in  IM,  EM,  FP.  ACLS/ATLS  re- 
quired. For  more  information,  con- 
tact Jeff  Kennedy  or  Steve 
Gunderson,  M.D.,  at  1-800-676- 
5572. 

WISCONSIN -MICHIGAN  - What  are 
your  prerequisites  for  a practice? 
Strelcheck  & Associates,  an  exten- 
sion of  our  clients'  recruiting  de- 
partments, has  several  opportuni- 
ties which  might  be  of  interest  to 
you.  We  currently  represent  our 
clients  in  the  areas  of  dermatol- 
ogy, emergency  medicine, 
neurosurgery,  occupational  medi- 
cine, oncology,  orthopedics,  ortho- 
pedics-hand, otolaryngology,  psy- 
chiatry and  urology.  Locations  in 
metropolitan  areas,  mid-size  cities, 
on  lakes,  streams  or  near  forests  - 
you  choose.  To  discuss  your  prac- 
tice preferences  and  these  oppor- 
tunities, please  call  our  toll-free 
number,  1-800-243-4353,  or  send 
your  CV  to  STRELCHECK  & ASSOCI- 
ATES, INC.,  10624  N.  Port  Washing- 
ton Road,  Me  *;uon,  Wl  53092. 

INTERNAL  MEDICINE,  FAMILY  PRAC- 
TICE, URGENT  CARE,  OB/GYN  AND 
ACADEMICS:  Locations  from  the 
lakes,  rivers  and  forests  of  the 
Great  Lakes  area  to  the  rolling 
plains  of  the  Heartland  to  the  Lone 
Star  State.  Whether  you  prefer  a 
cosmopolitan  lifestyle,  a city  sur- 
rounded by  nature  and  the 
beauty  of  the  four  seasons,  the 
peaceful  rolling  farm  country  or 
perhaps  life  in  historic  villages  - 
there  is  something  for  everyone. 
Positions  with  single  and  multi- 
specialty clinics  or  solo  with  call 
coverage  are  available.  Please 
call  our  toll-free  number,  1-800-243- 
4353,  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

FAMILY  PRACTITIONERS/INTERNISTS- 
BC/BE  - Saint  John's  Health  Care 
Corporation,  a member  of  the 
Holy  Cross  Health  System,  is  a 37 1 - 
bed  facility  in  central  Indiana. 


Saint  John's  was  recognized  by 
the  JCAHO  as  a top  10%  quality 
organization  in  the  nation.  Very 
competitive  compensation  and 
incentives  are  available  to  quali- 
fied physicians  locating  in  the  Saint 
John's  service  area.  Anderson, 

Ind.,  is  a pleasant  60,000-resident 
community  close  to  Indianapolis 
with  the  advantages  of  a major 
metropolitan  area.  Send  CV  or 
contact  Steven  Pavik,  Director, 
Medical  Staff  Affairs,  Saint  John's 
Health  Care  Corp.,  2015  Jackson 
St.,  Anderson,  IN  46016,  (317)  646- 
8303. 

$180K  GUARANTEED:  FPs/GPs  earn 
great  personal  income  and  enjoy 
excellent  call  coverage.  Benefit 
from  major  university  within  20  min- 
utes, two  metro  areas  within  1 1 / 2 
hours.  Package  includes  attrac- 
tive bonus,  paid  overheads  and 
interview  expenses.  For  more  infor- 
mation, send  your  CV  to  Bill  Cox  of 
Harris  Kovacs  Alderman,  5420 
Southern  Ave.  West,  Suite  407, 
Indianapolis,  IN  46241  or  call  1-800- 
776-7901,  ext.  2-024.  You  may  also 
fax  your  CV  to  (317)  247-8533. 

$130K  GUARANTEED:  All  family 
practices  in  town  are  full  and 
payer  mix  includes  75%  insurance. 
Share  1 :5  call  in  solo  setting,  asso- 
ciate with  quality  existing  practice 
or  work  in  satellite  clinic.  Beautiful 
lake  nearby,  three  metro  areas 
within  one  hour.  Package  includes 
paid  overhead,  bonuses  and  tem- 
porary housing.  For  more  informa- 
tion, send  your  CV  to  Bill  Cox  of 
Harris  Kovacs  Alderman,  5420 
Southern  Ave.  West,  Suite  407, 
Indianapolis,  IN  46241,  or  call  1- 
800-776-7901.  ext.  0-0016.  You 
may  also  fax  your  CV  to  (317)  247- 
8533. 

FAMILY  PHYSICIAN  WANTED  to  join 
a two-physician  group  in  west 
central  Indiana.  Salary  negotiable. 
Call  or  write  to  Frank  Swain,  M.D., 
Parke  Clinic,  P.O.  Box  185, 

Rockville,  IN  47872,  (317)  569-3182. 


EMERGENCY  CARE  PHYSICIANS  - 

Expanding  emergency  medicine 
group  seeking  career-minded  phy- 
sicians for  multiple  Indiana  loca- 
tions. Twenty-year  history  without 
a lost  contract.  Hourly  compensa- 
tion based  on  training,  experience 
and  qualifications.  Excellent  ben- 
efits include  401  (k)  pension  plan; 
malpractice,  health,  life  and  dis- 
ability insurance;  CME  allowance; 
and  ACEP,  ISMA  and  hospital 
dues.  Will  consider  all  physicians 
with  emergency  medicine  experi- 
ence and  interest.  Contact  Jim 
Gardner,  M.D.,  Director,  Corporate 
Development,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Suite 
A,  Bloomington,  IN  47403,  (812) 
333-2731. 

IMMEDIATE  CARE  PHYSICIANS  - 

Expanding  immediate  care  group 
seeks  career-minded  primary  physi- 
cians for  multiple  Indianapolis  loca- 
tions. Corporation  is  physician- 
owned  and  operated  with  1 1 
years  of  experience  in  Indianapolis 
metropolitan  area.  Compensation 
based  on  training,  experience  and 
qualifications.  Excellent  benefits 
include  401  (k)  pension  plan;  mal- 
practice, health,  life  and  disability 
insurance;  CME  allowance;  and 
ACEP,  ISMA  and  county  dues.  Will 
consider  all  primary  medical  disci- 
plines with  interest  in  outpatient 
medicine.  Full-time  opportunities 
only.  Contact  Jim  Gardner,  M.D., 
Director,  Corporate  Development, 
Emergency  Care  Physicians,  640  S. 
Walker  St.,  Suite  A,  Bloomington,  IN 
47403,  (812)  333-2731. 

PHYSICIAN  PRACTICE  OPPORTUNI- 
TIES - Statewide/nationwide/world- 
wide. All  specialties,  group/solo, 
varied  income  arrangements. 
Contact  Larson  & Trent  Associates, 
Box  1,  Sumner,  IL  62466-0001 . Tele- 
phone: (618)  936-2662,  936-2970  or 
(800)  352-6226. 

FAMILY  PRACTICE  opportunities 
available  in  Fort  Wayne,  Ind.  Prac- 
tice setting  extremely  flexible.  Solo 
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or  group.  Salary  guarantee,  relo- 
cation and  other  expenses  paid. 
An  opportunity  to  practice  medi- 
cine and  leave  administrative  and 
billing  headaches  to  someone 
else.  For  complete  details,  con- 
tact our  physician  recruiting  officer 
at  (219)  489-2772,  ext.  415. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 


GENERAL  INTERNIST  - BC/BE.  To 
join  a busy  five-man  practice  with 
special  interest  in  hospital  intensive 
care,  plus  consultative  and  primary 
care  practice  in  the  Indianapolis 
area.  Will  offer  partnership.  Reply 
to  Box  19616,  Indianapolis,  IN 
46219. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 


ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244,  (513) 
231-0922. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  3645  S.  East  St.,  Indianapolis, 

IN  46227-1240,  (317)  783-7474.  □ 


THINKING  OF  RETIRING?  RELOCATING?  1 
Let  us  help  you  fmd  a successor  for  your  practice 

Medical  Practice  V aluation  & Intermediary  Services 


• On  Site  Analysis  & Expert  Valuation  of  Practice 

• Exclusive,  Targeted  Data-base 

• Search,  Screening  & Presentation  of 
Qualified  Candidates 

• Assistance  with  Negotiations  Through  Closing 

• Confidential  - Dignified  Approach 

• Cost  Effective,  Proven  Performance 

CONTACT: 

BEN  HATTEN  or  BOB  CIMASI 

Physician  International 
1516  S.  Brentwood  Blvd.  Suite  # 10 1 
St.  Louis,  MO  63144 
(800)  846-0220 
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You’ll  love  working  with  our 
locum  tenens  physicians  and 
allied  health  care  professionals. 

WE  GUARANTEE  IT. 

Comp  Health  has  thoroughly  credentialed 
physicians  and  allied  health  care 
providers  from  more  than  40  fields  of 
specialization  available  to  provide  locum 
tenens,  or  temporary,  staffing  assistance 
when  and  where  you  need  it. 

Plus,  we  have  the  standards  and 
experience  to  guarantee  your  satisfaction 
each  time  we  place  a member  of  our 
medical  staff  in  your  practice  or  facility. 

It  s the  closest  thing  you  11  find  to  a risk- 
free way  to  cover  for  absent  staff 
members,  "try  out  a potential  new 
recruit,  or  take  care  of  your  patients  while 
you  search  for  a new  full-time  associate. 

Call  us  today  to  arrange  for  quality  locum 
tenens  coverage,  or  to  discuss  your 
permanent  recruiting  needs. 

CompHeallh 

Comprehensive  Health  Care  Staffing 

1-800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


PA  TIKNTS: 

/ How  To  Get  Them 
/ How  To  Keep  Them 

• A One-day  Marketing  Seminar 
• Coming  to  your  area 

presented  by 

Mid  Atlantic  Consulting  Services 
P.O.  Box  7026 
Lancaster,  PA  1 7603-7026 

For  further  information, 
call  toll  free  1-800-247-4686 
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In  accepting  advertising  for  publication,  Indiana  medicine 
has  exercised  reasonable  precaution  to  ensure  that  only 
reputable,  factual  advertisements  are  included.  However, 
we  do  not  have  facilities  to  make  comprehensive  or  com- 
plete investigation,  and  the  claims  made  by  advertisers  in 
behalf  of  goods,  services,  medicinal  preparations,  apparatus 
or  physical  appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement  of  such 
is  warranted,  stated  or  implied  by  the  association. 


Are  you  moving? 

If  so.  please  send  change  of  address  to  the  Indiana  State 
Medical  Association,  Membership  Department,  322  Canal 
Walk.  Indianapolis,  IN  46202-3252.  at  least  six  weeks 
before  you  move. 

Name:  _ 

Address: 

City: 

State: Zip: County: 

Office  phone: Home  phone:  _ 

IMPORTANT  - Attach  mailing  label  from  your  last  copy  of 

Indiana  medicine  here: 
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PRAVACHOL " (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication 

Active  liver  disease  or  unexplained,  persistent  elections  in  liver  function  tests  (see  WARNINGS) 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lowenng  drugs 
during  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia 
Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development 
(including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol 
synthesis  and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may 
cause  fetal  harm  when  admmstered  to  pregnant  women  Therefore.  HMG-CoA  reductase  inhibitors  are  contrain- 
dicated dunng  pregnancy  and  in  nursing  mothers.  Pravastatin  should  be  administered  to  women  of  child- 
bearing age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the 
potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discon- 
tinued and  the  patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowenng  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been 
reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S  over  an  average  period  of  18  months  These 
abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In 
those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued 
from  therapy,  the  transaminase  levels  usually  fell  slowly  to  pretreatment  levels.  These  biochemical  findings  are 
usually  asymptomatic  although  worldwide  experience  ndicates  that  anorexia,  weakness,  and/or  abdominal  pain 
may  also  be  present  n rare  patients. 

As  with  other  lipid-lowenng  agents,  liver  function  tests  should  be  performed  dunng  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  dunng  the  remainder  of  the  first  year,  and  periodically  thereafter  (e  g., 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Uver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  ntervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  following  discon- 
tinuation of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transamriase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS)  Cauton  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history 
of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism) 
Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and 
titrated  to  the  desired  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin -treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  ri  creatine  phosphoknase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  tnaJs  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness. particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edfy  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing 
to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major 
surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatin  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently  There  is  no  experience  with  the  use  of  pravastatn 
together  with  cyclosporine  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin  One  tnal  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy  Myopathy  was  not  reported  in  this  tnal  (see  PRECAUTIONS 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined 
use  of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphoknase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  n a patient  on  therapy  with  pravastatin 

Homozygous  Familial  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patents  with  rare  homo- 
zygous familial  hypercholesterolemia  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
nhibitors  are  less  effective  because  the  patents  lack  functional  LDL  receptors 

Renal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patents  with  varyng 
degrees  of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacoki- 
netics of  pravastatin  or  its  3a -hydroxy  isomenc  metabolite  (SQ  31 ,906)  A small  increase  was  seen  in  mean  AUC 
values  and  half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxyiation  metabolite  (SQ  31 .945).  Given  this  small 
sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who 
are  receiving  pravastatin  should  be  closely  monitored 

Information  for  Patients:  Patents  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immuiosuppressive  Drugs,  Gemfibrozil,  Niacn  (Nicotnic  Acid),  Erythromyan  See  WARN- 
INGS Skeletal  Muscle 

Antipyme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatn  does  not  appear  to  induce  hepatic  drug- metabolizing  enzymes,  it  is  not  expected  that 
any  significant  nteraction  of  pravastatin  with  other  drugs  (e.g  . phenytoin.  quinidine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur 

Choles  tyramne/ Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatn.  However,  when  pravastatn  was  admmstered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  n 
bioavailability  or  therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy.) 

V/arfam  In  a study  nvolvng  10  healthy  male  subjects  given  pravastatin  and  warfam  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered  Pravastatn  did  not 
alter  the  plasma  protein -binding  of  warfann.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleedng  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Fbtients  receivng  warfann -type  anticoagulants  should  have  ther  pro- 
thrombn  times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed 

Cimetidne  The  AUC0.i2hr  ft*  pravastatn  when  given  with  cimetidme  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC’s  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid 

Digoxm  In  a crossover  tnal  involving  18  healthy  male  subjects  giv^n  pravastatn  and  digoxin  concurrently  for  9 
days,  the  bioavailability  parameters  of  digoxn  were  not  affected  The  AUC  of  pravastatn  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 ,906  and  SQ  31 .945  was  not  altered. 

Gemfibrozil  In  a crossover  study  n 20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  unnary  excretion  and  protein  binding  of  pravastatin  In 
addition,  there  was  a significant  increase  m AUC,  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31.906 
Combnation  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended 

In  nteraction  studies  with  aspirin,  antacids  (1  hour  prior  to  PRAVACHOL).  cimetidne,  nicotnic  acid,  or  probucd, 
no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin  sodium)  was 
admmstered 

Other  Drugs  Dunng  clinical  tnals.  no  noticeable  drug  nteractions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting -enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  or  nitroglycerin 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production  Results 
of  clinical  tnals  with  pravastatn  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chonomc  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatn  However,  the  percentage  of  patients  showng  a >50%  nse  n plasma  testosterone  after  human 
chorionic  gonadotropn  stimulation  did  not  change  significantly  after  therapy  n these  patients  The  effects  of 
HMG-CoA  reductase  nhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patents  The  effects,  if  any,  of  pravastatn  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown 
Patients  treated  with  pravastatn  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  nhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g,  ketoconazole,  spironolactone, 
cimetidne)  that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  ONS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  dmg  level  about  50  times  higher  than  the  mean  drug  level  n humans  takng  40 
mg/day.  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 


A chemically  similar  drug  n this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
nogeniculate  fibers)  in  clmcalty  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day.  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  dmg  level  m humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  dmg  also  produced  ves- 
tibulocochlear Wallenan-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  weeks  at 
180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  dmg  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10.  30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0.01).  Although  rats  were  giv^n  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  dmg  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC 

The  oral  administration  of  10,  30.  or  100  mg/kg  (producing  plasma  dmg  levels  approximately  0.5  to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared 
to  controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected. 

A chemically  similar  dmg  n this  class  was  administered  to  mice  for  72  weeks  at  25.  100,  and  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15,  and  33  times  higher  than  the  mean 
human  semm  dmg  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Uver  carcinomas  were 
significantly  increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90 
percent  in  males.  The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high -dose 
females  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high -dose  males 
and  females.  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high- 
dose  mice  than  in  controls 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat -liver  metabolic  activation,  m the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimurium  or  Eschenchia  coli;  a forward 
mutation  assay  in  L51 78Y  TK  + / - mouse  lymphoma  cells;  a chromosomal  aberration  test  in  hamster  cells,  and 
a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 

In  a study  m rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on  fertil- 
ity or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  there 
was  decreased  fertility  in  male  rats  treated  fa  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  ob- 
served Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy, 
decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  tarnation  in  dogs.  The  clinical 
significance  of  these  findings  is  inclear 

Pregnancy:  Pregnancy  Category  X:  See  CONTFAINOCATIONS 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  m rats  at  doses  up  to 
1000  mg/kg  daily  a in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  a 240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2)  However,  in  studies  with  another  HMG-CoA  reductase 
inhibita,  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearmg  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  infamed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  FRAVACHOL  (prav- 
astatin sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus. 
Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4-month  long 
placebo-controlled  tnals.  1.7%  of  pravastatin-treated  patients  and  1 .2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  experiences  attnbuted  to  study  drug  therapy,  this  difference  was  not 
statistically  significant  In  long-term  studies,  the  most  common  reasons  fa  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints  Dunng  clinical  tnals  the  overall 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attnbution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  n the  placebo-controlled  tnals  are  identified  in  the  table  below;  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  a possibly  related  to  the  dmg 


All  Events  % 

Events  Attnbuted  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 4 1 1 ) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Pan 

40 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4.0* 

1.1 

1.3 

0.9 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7 1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  Fhm 

5.4 

69 

2.0 

3.9 

Constipation 

4.0 

7 1 

2.4 

5.1 

Flatulence 

3,3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1 9 

2.0 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pam 

3,7 

1 9 

0.3 

0.2 

Influenza 

24* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Fhin 

100 

9.0 

1 4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizzness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitounnary 

Unnary  Abnamality 

24 

2.9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

6.3 

0.0 

0.0 

Rhnitis 

4.0 

4 1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  m this  class 
Skeletal  myopathy,  rhabdomyolysis 

Neurological  dysfunction  of  certan  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  trema.  vertigo,  memory  loss,  paresthesia,  penpheral  neuropathy,  penpheral  nerve 
palsy 

Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  in- 
cluded one  a mae  of  the  follcwing  features  anaphylaxis,  angioedema,  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica.  vasculitis,  purpura,  thrombocytopenia.  leukopenia,  hemolytic  anemia,  positive  ANA. 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fe^r,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  mutt  (forme,  including  Stevens-Johnson  syndrome 
Gastrontestnal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and.  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anaexia,  vomiting. 

Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction 
Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported  Eosinophil  counts  usually  returned  to  normal  despite 
continued  therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reduc- 
tase inhibitors. 

Concomitant  Therapy:  Pravastatr  has  been  administered  concurrently  with  chdestyramne.  colestipol,  nico- 
tinic acid,  probucd  and  gemfibrozil  Prelimnary  data  suggest  that  the  addition  of  either  probucol  a gemfibrozil  to 
therapy  with  lovastatr  a pravastatin  is  not  associated  with  greater  reduction  in  LDL-chdesterd  than  that 
achieved  with  lovastatr  a pravastatin  alone  No  adverse  reactions  unique  to  the  combnation  a r addition  to 
those  pre/iousty  reported  fa  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  or 
without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  rhibitor  was  used  in  combi- 
nation with  immunosuppressive  drugs,  gemfibrozil,  erythromyan.  a lipid-lcwenng  doses  d nicotnic  aad  Con- 
comitant therapy  with  HMG-CoA  reductase  rhibitors  and  these  agents  is  generally  not  recommended  (See 
WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  nstitute  supportive  measures  as  required 

MA  (J4-422A) 

Bristol-Myers  Squibb  Company 


© 1992  E.  R Squibb  & Sons.  Inc  , Princeton,  NJ 


0542-507B 


Issued:  September  1992 


Mean  percentage  change  from  baseline  after 
8 weeks  of  treatment  with  10  to  40  mg  of  pravastatin 


Total  C 


Triglycerides 


Consistently  and  significantly  reduces  total  C and 
atherogenic  LDL-C;  positively  affects  other  key  lipids 


'.Eabh  arrow  represents  a range  of  means  derived  from  a single  placebo -controlled 
study  that  included  65  patients  treated  with  pravastatin. 


PRAVACHOL*  (pravastatin  sodium)  is  indicated  as  an  adjunct  to  diet 
for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  Ha  and  lib)  when 
the  response  to  diet  alone  has  not  been  adequate.  ' ' 

Active  liver  disease  or  'unexplained  transaminase  elevations,  pregnancy 
and  lactation  are  contraindications  to  the  use  of  pravastatin. 

Reference:  1.  Jones  PH.  et  al^Once-daily-pravastatin  in  patients  with  primary  hypercholesterolemia:  a 


Please  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE 
REACTIONS  in  the  brief  summary  of  prescribing  information  on  the  adjacent  page 
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YOCON 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Actton:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warnin|:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 -2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.1-3 
Outage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1-3-4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NOC 
53159-001-10. 

References: 

1.  A.  Morales  et  al. , New  England  Journal  of  Medi- 
cine: 1221 . November  12, 1981 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed . , p . 176-188 
McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983 

4.  A.  Morales  et  al  . , The  Journal  of  Urology  128: 

45-47, 1982. 

Rev. 1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


INDIANA  MEDICINE 

Devoted  to  the  interests  of  the  medical  profession  and 
public  health  in  Indiana  since  1908. 

MANAGING  EDITOR 

Tina  Sims 

EDITORIAL  ASSISTANT 

Toni  Settle 

BUSINESS  MANAGER 
Richard  R.  King 

CIRCULATION 

Rosanna  Her 

EDITORIAL  BOARD  CHAIRMAN 

George  T.  Lukemeyer,  M.D. 

EDITORIAL  BOARD 

Thomas  J.  Conway,  M.D. 

Panayotis  G.  Iatridis,  M.D. 

Robert  C.  Ziss,  M.D. 

(Terms  expire  Dec.  31,  1995) 

James  R.  Buechler,  M.D. 

James  W.  Edmondson,  M.D. 

Robert  L.  Forste  Jr.,  M.D. 

George  C.  Manning,  M.D. 

Bruce  F.  Waller,  M.D. 

(Terms  expire  Dec.  31,  1993) 

Franklin  Roesner 
Hollv  Mattix 
(Medical  students) 

CONSULTING  EDITORS 

Steven  C.  Beering,  M.D. 

Charles  A.  Bonsett,  M.D. 

Walter  J.  Daly,  M.D. 

Alvin  J.  Haley,  M.D. 

Rodney  A.  Mannion,  M.D. 

Alan  T.  Marty,  M.D. 

EDITOR  EMERITUS 

Frank  B.  Ramsey,  M.D. 

Indiana  medicine  (ISSN  0746-8288)  is  published  six  times  a 
year  (in  January,  March,  May,  July/September  and  Novem- 
ber) by  the  Indiana  State  Medical  Association.  Second-class 
postage  paid  at  Indianapolis,  Ind.,  and  additional  mailing 
offices. 

Address  correspondence  relating  to  editorial  material, 
advertising  or  subscriptions  to:  Indiana  medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3252.  Phone  (317)  261-2060  or 
1-800-257-ISMA. 

Annual  subscription  rates  for  nonmembers:  $15  domestic, 
$17  Canada,  $18  foreign.  Medical  library  rates:  $14  domes- 
tic, $15  Canada,  $16  foreign.  Full-time  Indiana  medical 
students:  $7.  Single  copies  not  available.  Subscriptions  are 
renewable  annually. 

POSTMASTER:  Send  address  changes  to  Indiana  medicine, 
Indiana  State  Medical  Association,  c/o  Membership 
Department,  322  Canal  Walk,  Indianapolis,  IN  46202-3252. 

Views  expressed  do  not  reflect  the  opinions  of  the  editors. 
No  copyright  is  claimed,  unless  specifically  indicated. 
Copyright  rests  solely  with  authors,  who  are  responsible 
for  statements  in  their  articles.  Scientific  and  editorial 
contributions  are  accepted  for  exclusive  publication,  subject 
to  editorial  requirements.  Instructions  for  authors  available 
on  request. 

All  issues  since  1967  are  available  on  microfilm  from 
University  Microfilms  International,  300  N.  Zeeb  Road,  Ann 
Arbor,  Ml  48106.  Indexed  in  Index  Medicus  and  Hospital 
Literature  Index. 

Advertising  rates  and  data  available  upon  request.  Indiana 
medicine  reserves  the  right  to  accept  or  reject  advertising. 


ROCHE  LABORATORIES 


presents  the  winners  of  the  1992  President's  Achievement  Award 


Please  join  us  in  honoring  these  outstanding  Roche  representatives  who  have  distinguished  themselves 
by  a truly  exceptional  level  of  professionalism,  performance  and  dedication  to  quality  healthcare. 
Throughout  the  year,  each  of  these  award-winning  individuals  has  consistently  exemplified  the  Roche  Commitment 
to  Excellence  and  we're  proud  to  invite  you  to  share  in  congratulating  them  on  their  achievement. 
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Indiana  physicians  attend 
health  care  summit  in 
Washington 


Physicians  representing  the  Indiana  State  Medical  Association  trav- 
eled to  Washington,  D.C.,  March  23  and  24  for  the  AMA-organized 
health  care  summit,  "A  Time  for  New  Partnership."  The  physicians 
met  with  Indiana's  representatives  in  Congress  and  heard  speeches 
by  top  political  leaders  during  the  meeting,  which  was  designed  to 
give  physicians  a chance  to  voice  their  views  on  health  system  re- 
form. 

Indiana  physicians  who  attended  included:  William  Beeson,  M.D., 
ISMA  president,  Indianapolis;  S.  Campbell  Gabrielsen,  M.D., 
Greenfield;  Robert  D.  Glassman,  M.D.,  Indianapolis;  John  A.  Knote, 
M.D.,  Lafayette;  Edward  L.  Langston,  M.D.,  Noblesville;  Glenn 
Loomis,  M.D.,  Indianapolis;  John  D.  MacDougall,  M.D.,  Beech  Grove; 
Michael  Mellinger,  M.D.,  LaGrange;  John  M.  Records,  M.D.,  Franklin; 
David  Smith,  M.D.,  Cumberland;  Ronald  Stegemoller,  M.D., 

Danville;  William  C.  VanNess  II,  M.D.,  Summitville;  and  Gerald  C. 
Walthall,  M.D.,  Indianapolis.  Others  attending  were:  Richard  King 
and  Susan  Grant,  from  the  ISMA  staff,  and  physician  spouses  Marian 
G.  Miller,  Lafayette;  Pamela  Records,  Franklin;  and  Trudy  Urgena, 
Marion. 

They  met  with  Indiana  congressional  Reps.  Jill  Long,  Lee  Flamilton, 
Tim  Roemer,  John  Myers,  Frank  McCloskey  and  Steve  Buyer;  with 
staff  members  from  the  offices  of  Reps.  Dan  Burton,  Andy  Jacobs 
and  Phil  Sharp;  and  with  health  assistants  representing  Sens.  Dick 
Lugar  and  Dan  Coats.  Physicians  heard  presentations  from  Donna 
Shalala,  secretary  of  Health  and  Human  Services;  Vice  President  A1 
Gore;  and  other  political  leaders. 

Dr.  Mellinger  said,  "All  agree  there  must  be  cost  containment,  but 
there  is  no  agreement  on  how  to  accomplish  it.  Most  seem  to  be 
leaning  toward  caps,  a freeze  or  some  type  of  global  expenditure 
targets."  He  also  observed  that  "doctors  are  not  the  only  ones  who 
expressed  frustration  at  being  left  out  of  the  decision-making  pro- 
cess. Clearly,  much  of  the  Democratic  congressional  leadership  feels 
excluded  as  well." 


June  30  deadline  for  physicians 
to  renew  licenses 


The  Medical  Licensing  Board  of  Indiana  has  mailed  renewal  notices 
for  license  renewal  fees  due  on  June  30.  There  is  no  grace  period 
this  year. 


Any  physician  who  does  not  pay  the  renewal  fee  by  the  June  30 
deadline  must  pay  a $50  penalty  in  addition  to  the  $50  renewal  fee. 
The  renewal  fee  for  the  Controlled  Substance  Registration  (CSR)  is 
$20  for  each  one  issued;  there  is  also  a $20  penalty  if  not  renewed  by 
June  30.  If  you  have  moved  since  last  receiving  your  renewal  regis- 
tration form,  notify  the  Medical  Licensing  Board  at  (317)  232-2960. 
Failure  to  renew  your  license  will  render  your  license  to  practice 
medicine  invalid.  □ 
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No  matter  how  you  look  at  it,  the  future  is 
always  just  beyond  your  grasp.  That’s  why 
you  need  to  know  Whipple  & Company’s 
Medical  Group  Services  Division.  We  can 
help  you  make  the  right  choices,  no  matter 
what  lies  ahead.  We’ve  earned  a reputation  in 
the  medical  community  for  visionary 
management  and  financial  solutions  that 
prepare  our  clients  for  change.  We’re  always 
just  a little  ahead  of  the  rest,  pointing  the  way 
to  efficiency  and  growth.  Whipple  & 

Company  offers  a whole  range  of  services 
for  both  large  and  small  practices-from  new 
practice  strategies  to  joint  venture 
analysis... fee  schedule  design  to 
reimbursement  assistance... office 
automation  to  practice  efficiency  reviews... 
compensation  formulas  to  personal  financial 
planning.  Most  important,  Whipple  & 
Company  offers  the  insight  that  can  only 
come  from  experience,  understanding  and  a 
commitment  to  easing  the  complexities  of 
running  a medical  practice  today.  Call 
Whipple  & Company  soon.  You’ll  see. 


w 

Certified  Public  Accountants 
Medical  Group  Services  Division 
8425  Woodfield  Crossing  Blvd. 
Suite  400 

Indianapolis,  IN  46240 
317469  7776 


■ letters  to  the  editor 


I have  just  finished  reading 
the  article  by  Bob  Carlson  titled 
“Medicaid  rescue  effort  to  be 
painful"  in  the  March/April  1993 
issue  of  INDIANA  MEDICINE. 

In  the  article,  Mr.  Verdier 
states  that  Indiana  physicians  are 
paid  118%  of  Medicare  payments. 

Let  me  tell  what  the  reim- 
bursements in  my  office  are: 

Code  99212  Medicare  $20.77 
(down  12  cents 
from  1991) 


Medicaid  $19.50 

Code  99213  Medicare  $27.89 

Medicaid  $20 

(only  one  99213  per 
month  per  patient 
or  denied) 

It  may  be  that  physicians  who 
do  procedural  medicine  are  get- 
ting paid  118%  of  Medicare  reim- 
bursement, but  physicians  who  do 
cognitive  medicine  probably  are 
getting  close  to  what  1 have  de- 
tailed. 


Why  do  we  not  have  those 
who  represent  medicine  question- 
ing statements  like  Mr.  Verdier's 
rather  that  accept  what  he  says 
without  comment? 

We  who  are  responsible  phy- 
sicians are  willing  to  do  our  part, 
but  health  care  providers  should 
not  bear  the  brunt  of  a poorly  run 
program  without  our  at  least  hav- 
ing the  record  straight.  □ 

James  Black,  M.D. 

Brownsburg 


Dear  Dr.  Mellinger, 


Letters  to  the  editor 


I enjoyed  your  editorial  in 
Indiana  medicine  ["Health  care 
reform  should  begin  with  insur- 
ance industry,"  March/April 
1993],  and  I completely  agree  with 
your  comments.  My  only  worry 
is  that  physicians  and  not  patients 
will  read  it.  J 

Clay  L.  Molstad,  M.D. 

Lafayette 


Indiana  medicine  welcomes  letters  from  readers.  Please  submit 
double-spaced,  typed  letters  that  are  limited  to  250  words  and 
include  your  name  and  address.  Letters  may  be  edited  for  space, 
style  and  grammar. 

Send  your  letters  to  George  T.  Lukemeyer,  M.D.,  Indiana 
medicine,  322  Canal  Walk,  Indianapolis,  IN  46202-3252.  □ 
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If  you  don’t  have  health 
insurance  coverage 
sponsored  by  the  ISMA  we’d 
like  to  show  you  what 


you’ve  been  missing  . . . 


Five  different  plans,  with  various 
deductibles  and  levels  of  co-payments 

$2  million  lifetime  maximum  benefit 
per  person 

Excellent  DENTAL  Plan 

Favorable  Premiums  due  to  a large  pool 
of  insureds 

Flexible  Participation  Requirements 

Lifetime  Eligibility  for  ISMA  mem  bers , 
once  enrolled  in  the  plan 

Convenient  Claims  Service  with  Direct 
Access  through  WATS 


Available  through  the 

ISMA 

Insurance  Agency 


Indiana 

State 

Medical  ^ 
Association 


Call  your  local 

ISMA  Benefit  Represetitative 

(800)  442-ISMA 

322  Canal  Walk 
Indianapolis , IN  46202-3252 


INDIANA  MEDICINE/May/June  1993 


■commentary 

Needed:  Physician  volunteers  to  care  for  indigent 


John  C.  Bailey,  M.D. 
Commissioner,  Indiana  State 
Department  of  Health 

A t both  the  state  and  na- 
tional levels,  a wide  variety  of 
systemic  health  care  reforms  are 
under  debate.  A prerequisite  of 
all  proposals  is  the  need  to  ensure 
access  to  quality  medical  care  for 
the  indigent. 

As  the  health  care  delivery 
system  has  changed  over  the 
course  of  time,  and  the  cost  of 
both  public  and  private  health 
care  has  climbed,  the  evolution 
has  exacerbated  access  problems 
for  the  economically  disadvan- 
taged. More  than  ever  before,  as 
the  most  vulnerable  group  in  an 
increasingly  fragmented  society, 
the  indigent  and  needy  find  them- 
selves exposed  to  tremendous 
stresses  in  trying  to  survive  with- 
out sufficient  financial,  political  or 
medical  resources.  Health  care 
professionals  are  in  a unique  posi- 
tion to  provide  assistance. 

Our  health  care  system  has 


been  built  on  a foundation  of  plu- 
ralism -public  responsibility,  pri- 
vate enterprise  and  individual 
volunteerism.  Volunteerism  is  not 
a new  concept  in  this  country.  It 
is,  nonetheless,  a reawakened 
concept,  as  evidenced  by  Presi- 
dent Clinton's  calls  for  commu- 
nity service  among  our  youth. 

Medical  volunteerism  is  not 
new  either.  Through  the  years,  as 
disasters  or  epidemics  threatened, 
medical  professionals  have  been 
among  the  first  to  lend  assistance, 
and  it  has  long  been  a practice  for 
many  physicians  to  accept  what- 
ever form  of  compensation  that 
could  be  mustered  as  payment  for 
services.  In  times  past,  this  ar- 
rangement frequently  displaced 
the  need  for  formalized  volunteer 
health  services,  but  times  have 
changed. 

Increasingly,  the  indigent 
must  rely  on  the  public  sector  - a 
public  sector  desperately  seeking 
a fair  way  to  subdivide  a finite 
fiscal  pie.  That  makes  medical 
volunteerism  vitally  important. 

Volunteerism  always  has 


been,  and  continues  to  be,  one  of 
our  greatest  national  resources. 
Through  the  collective  efforts  of 
such  organizations  as  the 
Gennesaret  Free  Clinic  in  India- 
napolis, Matthew  25  in  Fort 
Wayne  and  at  least  15  more  clinics 
in  communities  throughout  Indi- 
ana, concerned  health  care  profes- 
sionals are  volunteering  their  time 
and  talents  to  meet  a growing 
need. 

The  debate  over  systemic 
health  care  reform  will  continue  at 
both  the  state  and  national  levels. 
Though  the  series  of  circum- 
stances that  evolved  into  the  cur- 
rent health  care  crisis  are  multi- 
layered and  complex,  certain  fac- 
tors in  practicing  medicine  will 
not  change.  The  practice  of  medi- 
cine has  always  involved  strong 
elements  of  service  to  the  commu- 
nities in  which  we  live.  Now, 
more  than  ever,  we  need  dedi- 
cated health  care  professionals 
who  will  provide  competent,  ac- 
cessible and  compassionate  volun- 
teer medical  care  to  the  commu- 
nity of  the  underserved.  □ 
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We've 
Got  the 
Cure! 


toll  free: 


1-800-437-4221 


I AdminaStar 

" TM 


Electronic  Services 


a division  of  AdminaStar,  Inc. 
6802  Hillsdale  Court 
Indianapolis,  IN  46250 


For  information  call 


A common  problem  shared  by 
everyone  in  the  health  care 
industry  is  receiving  punctual 
payment  for  your  services. 


With  today's  business  expenses 
it  is  essential  for  everyone  to 
maximize  their  cash  flow. 


The  solution  for  improving  slow 
payment  of  your  commercial 
health  care  claims  and  reducing 
administrative  expense  is  to 
file  them  electronically  with 
AdminaStar  Electronic  Services, 
the  people  who  practically 
invented  electronic  claims. 


AdminaStar  provides  single 
source  electronic  submission  of 
your  health  care  claims  for 
distribution  to  any  payor. 


■ commentary 


Lynn  H.  Clothier 
Indianapolis 

James  Trippi,  M.D.,  in  his 
? "Volunteer  Health  Care  in 
Indiana"  (page  220  of  this  issue), 
explores  the  reasons  health  care 
professionals  become  regular  vol- 
unteers in  the  direct  provision  of 
health  services  to  the  poor  in  Indi- 
ana and  discusses  the  potential 
results  of  their  volunteerism.  I 
would  suggest  that  health  profes- 
sionals in  many  areas  of  the  state 
are  so  overburdened  by  the  effects 
of  their  missing  peers,  that  volun- 
teering isn't  a choice.  Or  perhaps 
conversely,  volunteering  in  a 
health  professional  shortage  area 
masquerades  as  a way  of  life. 

In  January,  a report  of  the 
Indiana  State  Department  of 
Health  summarized  the  areas  of 
the  state  that  have  historically 
been  designated  as  Health  Profes- 
sional Shortage  Areas  (HPSA)  by 
the  U.S.  Public  Health  Service. 

The  report  shows  28  of  our  92 
counties  to  be  designated  (either 
whole  or  in  part)  as  having  fewer 
than  one  primary  care  physician 
for  every  3,500  people,  while  the 
current  state  average  is  1:1,465.  A 
primary  care  physician  is  defined 
as  a general  practitioner,  a family 
practitioner  or  a non-specializing 
internist,  pediatrician  or  obstetri- 
cian/ gynecologist. 

In  addition,  the  report  shows 
44  counties  in  which  a shortage  of 
health  professionals  joins  other 
factors,  such  as  poverty,  elderly 
populations  and  infant  mortality, 
to  create  undesirable  health  out- 
comes by  virtue  of  either  insuffi- 
cient health  resources  or  lack  of 
access  by  all  people.  These  44 
counties  are  further  designated, 
either  whole  or  in  part,  as  Medi- 
cally Underserved  Areas  (MUA) 
by  the  U.S.  Public  Health  Service 


Are  you  volunteered  out? 

and  can  be  likened  to  the  medical 
equivalent  of  disaster  areas.  They 
would  be  eligible  for  special  fed- 
eral health  services  assistance, 
called  community  health  centers 
under  §330  of  the  U.S.  Public 
Health  Service  Act,  except  that 
since  1980  increases  in  funds  have 
been  limited.  Fifty  Indiana  coun- 
ties are  involved  in  these  shortage 
designations:  six  are  HPSAs  only, 

22  are  MUAs  only,  and  22  are 
both  HPSAs  and  MUAs. 

Many  health  professionals  in 
these  shortage  areas  attempt  to 
rise  to  the  level  of  demand  either 
by  taking  on  more  patients  with 
public  insurance,  such  as  Medic- 
aid or  Medicare,  or  by  providing 
increasing  amounts  of 
uncompensated  care.  Some  of 
these  practitioners  have  suffered 
severe  medical  problems  from 
years  of  stressful  overwork;  others 
have  become  loud  critics  of  the 
payor  systems  that  are  attempting 
to  bridge  a chasm  in  services;  and 
others  quietly  become  leaders  of 
the  community-based  efforts  to 
develop  a better  system. 

All  too  often  in  these  areas  of 
the  state,  physicians  and  other 
health  professionals  find  the  vol- 
ume and  consequence  of  unmet 
health  care  so  overwhelming  that 
hey  turn  away  from  the  pain  of 
this  problem  and  refuse  to  ac- 
knowledge its  existence.  Some 
adopt  the  philosophy  that  those 
without  resources  have  deliber- 
ately caused  their  situation  and, 
therefore,  are  undeserving  of 
health  care.  Still  others  lose  sight 
of  the  growing  differential  be- 
tween income  and  the  cost  of 
health  care  and  truly  believe  that 
each  person  can  afford  medical 
care  at  today's  prices.  But  in 
these  areas,  all  too  few  volunteer 
in  the  manner  Dr.  Trippi  de- 
scribes. 

Today's  dynamic  but  chal- 


lenging health  care  environment 
offers  health  professionals  in  all 
areas  of  the  state  opportunities  to 
serve  the  cause  of  healing.  Volun- 
teer health  professionals  are 
needed  in  a variety  of  capacities 
in  all  homeless  shelters;  battered 
women  shelters;  Head  Start  cen- 
ters; youth  centers,  programs,  and 
camps;  Step  Ahead  councils; 
Women  and  Infants  and  Children 
(WIC),  Maternal  Child  Health 
(MCH)  and  family  planning  pro- 
grams; migrant  labor  camps; 
health  departments;  and  health 
centers. 

In  these  programs,  direct  care 
is  a choice  for  the  volunteer,  but 
so  is  leadership.  Leadership  can 
take  the  form  of  chairing  or  par- 
ticipating in  a community  task 
force;  serving  on  a board  of  direc- 
tors; participating  in  health 
screening  programs;  providing 
advice  on  quality  assurance,  medi- 
cal protocols  and/or  health  care 
plans;  or  preceptoring  medical 
students,  medical  residents  or 
mid-level  practitioners.  Even 
agreeing  to  be  a paid  provider  in 
a publicly  funded  program  makes 
a strong  statement  to  one's  col- 
leagues. Is  not  the  physician  who 
provides  prenatal  care  at  the  local 
public  clinic  - even  for  a fee  - a 
volunteer  in  the  war  on  health 
access  for  all? 

Effective  health  care  volun- 
teering in  Indiana  depends  on 
sufficient  health  care  profession- 
als. In  areas  where  professionals 
are  in  short  supply,  many  health 
professionals  have  not  partici- 
pated in  forums  to  develop  solu- 
tions, in  part  due  to  the  insistent 
demands  on  their  expertise. 
However,  health  professionals  are 
needed  now,  more  than  ever,  to 
be  leaders  in  the  efforts  that  will 
ultimately  bring  the  levels  of  sup- 
ply and  demand  closer  together. 

Perhaps  sooner  than  later. 
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■ commentary 


health  care  reform  will  come  to 
America  with  its  promise  of  af- 
fordable, available  and  acceptable 
health  care  for  all  residents. 

Health  professionals  should  he  the 
leaders  in  the  reform  effort,  par- 
ticularly at  the  community  level. 


Unless  the  health  profession- 
als in  each  of  our  designated  com- 
munities join  other  local  leaders  in 
addressing  the  need  for  health 
professionals,  health  resources 
and  improved  health  access,  re- 
form efforts  will  have  little  local 


impact.  Then,  no  amount  of  vol 
unteering  will  be  sufficient.  _1 

The  author  is  president  of  the 
Indiana  Health  Centers  Inc. 


RESIDENT  ALERT: 

IF  YOU  COULD  USE  OVER  $25,000  A YEAR- 

ANSWER  THIS  AD. 


The  U.S.  Army’s  Financial  Assistance 
Program  (FAP)  will  subsidize  training  in  cer- 
tain specialties  totaling  over  $25,000  a year. 
Here’s  how  it  breaks  down  - an  annual 


grant,  plus  a monthly  stipend  and  reimburse- 
ment of  approved  educational  expenses. 

You  will  be  part  of  a unique  health  care 
team  where  you  will  find  many  opportunities 
to  continue  your  education,  work  at  state-of- 
the-art  facilities,  and  receive  outstanding 
benefits. 

So,  if  you  are  a resident  who  could  use 
over  $25,000  a year,  contact  an  Army  Medical 
Counselor  immediately. 


CALL  COLLECT 


708-541-3360 

ARMY  MEDICINE.  BE  ALL  YOU  CAN  BE.® 


INDIANA  MEDICINE/May/June  1993 


211 


Assisted  suicide  is 


Bob  Carlson 
Indianapolis 


legalization  of  physician- 
assisted  suicide  somewhere  in  the 
United  States  is  only  a matter  of 
time.  That  prediction  came  from 
Gregory  Gramelspacher,  M.D.,  in 
a recent  interview  with  Indiana 
medicine  on  this  controversial 
topic.  While  he  does  not  expect 
Indiana  to  be  among  the  first 
states  to  take  that  step,  he  likened 
the  prospect  of  legalized  physi- 
cian-assisted suicide  to  legalized 
abortion,  in  the  sense  that  each 
physician  will  have  to  decide 
whether  or  not  to  participate. 

Dr.  Gramelspacher  is  active  in 
the  dialogue  on  euthanasia  and 
physician-assisted  suicide  as  a 
speaker,  researcher  and  author  of 
papers  on  medical  ethics,  focusing 
on  AIDS/ HIV  infection,  ethics 
committees  and  decisions  to  with- 
hold or  withdraw  life-sustaining 
treatment.  He  is  also  a frequent 
participant  in  symposia  and  me- 
dia interviews. 

In  the  following  conversation 
With  INDIANA  MEDICINE,  Dr. 

Gramelspacher  contends  that  the 
debate  itself  about  legalizing  phy- 
sician-assisted suicide  is  in  some 
measure  a consequence  of  the 
medical  profession's  inattention  to 
its  own  highest  ideals.  He  offers 
his  frank  views  on  physician- 
assisted  suicide,  on  Dr.  Jack 
Kevorkian,  the  Michigan  physi- 
cian who  has  helped  15  people 
commit  suicide,  and  on  the  chal- 
lenges of  caring  for  terminally  ill 
patients.  He  also  shares  his  con- 
cerns about  the  role  of  money  in 
medicine,  and  he  responds  to 
some  of  the  most  persuasive  argu- 
ments for  legalizing  physician- 
assisted  suicide. 

Dr.  Gramelspacher  is  an  assis- 
tant professor  of  medicine  at  the 
Indiana  University  School  of 


Medicine  and  the  Regenstrief  In- 
stitute for  Health  Care  in  India- 
napolis. He  is  also  a faculty  asso- 
ciate at  the  Poynter  Center  for  the 
Study  of  Ethics  and  American 
Institutions  at  Indiana  University 
in  Bloomington.  He  practices 
general  internal  medicine  at 
Wishard  and  University  hospitals 
in  Indianapolis,  directs  the  medi- 
cal school's  program  in  medical 
ethics  and  teaches  clinical  ethics  to 
medical  students  and  residents. 

He  is  a graduate  of  the  Indi- 
ana University  School  of  Medicine 
in  Indianapolis.  After  completing 
his  internship  and  residency  at  the 
University  of  Michigan  Hospitals, 
he  practiced  medicine  in  east  Ten- 
nessee with  the  National  Health 
Service  Corps.  He  was  a fellow  at 
the  University  of  Chicago  at  the 
Center  for  Medical  Ethics.  He 
belongs  to  eight  professional  soci- 
eties and  is  the  recipient  of  nu- 
merous honors,  awards  and 
grants.  Dr.  Gramelspacher  is  also 
active  in  service  to  his  profession, 
the  university  and  the  Indianapo- 
lis community. 

Indiana  medicine:  What  can  phy- 
sicians do  to  ensure  that  their 
terminally  ill  patients  have  a 
pain-free  and  dignified  death 
and  do  not  have  to  turn  to  physi- 
cian-assisted suicide  as  a way  of 
escaping  suffering? 

Gramelspacher:  I think  the  most 
important  thing  is  to  talk  to  pa- 
tients, to  recognize  their  pain  and 
suffering,  to  pay  attention  to  it 
and  to  treat  it  adequately  with 
pain  medication  and  with  what- 
ever other  comfort  measures  we 
can.  I think  it's  very  important  to 
educate  young  physicians  in  not 
only  the  technology  of  medicine, 
but  the  appropriate  use  of  tech- 
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‘bad  for  medicine’ 


nology;  to  educate  physicians  not 
only  when  to  use  that  high-tech 
medicine,  but  also  when  to  back 
off  and  say  enough's  enough;  to 
recognize  when  the  patient  can  no 
longer  benefit  from  that  technol- 
ogical intervention. 

Indiana  medicine:  Do  you  see  the 

current  emphasis  on  cost  contain- 
ment as  a factor  in  this  question? 

Gramelspacher:  I think  so.  You 
can't  ignore  it.  [President]  Bill 
Clinton,  in  his  economic  summit, 
said  that  if  somebody  tells  you  it's 
not  a money  problem,  they're 
talking  about  somebody  else's 
money.  1 think  that's  true.  It's 
always  a money  problem,  and 
especially  now  in  this  era  of  cost 
containment  and  health  care  re- 
form, money  is  a critical  compo- 
nent of  anything  you  talk  about  in 
medicine. 

I think  there  are  other  reasons 
why  this  has  gotten  such  atten- 
tion, but  certainly  money  is  an 
issue.  It's  something  we  should 
be  very  cautious  about.  Is  this 


simply  a way  to  save  our  society 
money?  Do  we  spend  too  much 
money  on  people  at  the  end  of 
life?  Do  we  overtreat  patients  at 
the  end  of  life?  Is  physician-as- 
sisted suicide  simply  a way  to 
save  a lot  of  money? 

I'd  like  to  draw  a distinction 
between  allowing  a patient  to 
demand  a certain  treatment,  in 
this  case  active  euthanasia,  versus 
allowing  a competent  patient  to 
refuse  treatment,  or  passive  eutha- 
nasia. We're  much  more  comfort- 
able now  with  allowing  patients 
to  refuse  treatment.  There  are  still 
a few  doctors  who  believe  that 
you  can't  withhold  or  withdraw 
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treatment.  Now  most  physicians 
are  comfortable  with  withholding 
or  withdrawing  therapy,  allowing 
the  patient  or  the  patient's  family 
the  right  to  refuse  unwanted 
medical  treatment.  I think  a com- 
petent patient  can  refuse  any 
medical  treatment  for  any  reason, 
and  we  should  be  comfortable 
with  that. 

The  first  right-to-die  case  was 
Karen  Ann  Quinlan  in  1976.  So 
we're  17  years  away  from  that. 
That  had  to  do  with  a ventilator, 
and  at  that  time,  it  went  all  the 
way  to  the  New  Jersey  Supreme 
Court.  When  the  family  of  Karen 


Ann  Quinlan,  who  was  in  a coma, 
asked  the  doctors  to  stop  the  ven- 
tilator, they  said,  "Oh,  no,  we 
can't  do  that  because  stopping  the 
ventilator  would  cause  her  to  die 
and  then  we  would  be  directly 
implicated  in  causing  her  to  die." 
[The  family]  had  to  appeal  to  the 
New  Jersey  Supreme  Court  and 
the  court  said,  "No,  she  has  a 
right  to  refuse  medical  treatment. 
That's  all  the  family's  requesting 
here.  You're  not  obliged  to  pro- 
vide treatment  that  they  don't 
want,  even  though  it  may  lead  to 
her  death."  So  the  New  Jersey 
Supreme  Court  said  of  course  she 
can  refuse  or  the  family  on  her 
behalf  can  refuse  medical  treat- 
ment, and  you  have  to  stop  the 
ventilator. 

That  was  the  first  right-to-die 
case.  There've  been  a great  num- 
ber of  right-to-die  cases  since 
then.  Now  most  of  the  right  to 
die  cases  have  to  do  with  simple 
medical  treatment  such  as  nutri- 
tion and  hydration.  Most  courts, 
including  the  Indiana  Supreme 
Court,  have  acknowledged  the 
patient's  right  to  x'efuse  even  nu- 
trition and  hydration. 

Indiana  medicine:  Are  there  any 
precedents  in  history  for  physi- 
cian-assisted suicide? 

Gramelspacher:  There's  a 2,500- 
year  precedent  proscribing  physi- 
cian-assisted suicide  or  euthana- 
sia. And  there  are  good  reasons,  I 
think,  why  our  society  prohibits 
killing,  homicide,  and  in  this  case 
physician-assisted  suicide.  The 
historical  example  that  comes  to 
mind  is  the  Nazi  doctors  in  the 
Second  World  War  who 
euthanised  prisoners  for  medical 
experiments.  The  Nazis  believed 
that  certain  lives  were  "unworthy 
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of  life."  That  is  one  example 
where  physicians  actually  partici- 
pated, not  so  much  in  physician- 
assisted  suicide  - these  people 
weren't  asking  to  be  killed  - but 
in  involuntary  euthanasia. 

1 think  physician-assisted  sui- 
cide is  the  first  step  [from]  a 
policy  of  voluntary  euthanasia, 
where  you  could  ask  me  to  end 
your  life  and  I would  actually  do 
the  killing  by  a lethal  injection,  to 
one  of  involuntary  euthanasia, 
where  you  don't  ask  me,  but  1 
decide  your  life  isn't  worth  living 
any  longer,  and  so  I give  you  a 
lethal  injection. 

There  are  some  people  who 
suggest  that  this  is  what's  hap- 
pening now  in  the  Netherlands. 
Here's  a recent  historical  example 
where  a country,  a liberal  demo- 
cratic society,  has  not  legalized 
but  has  accepted  the  practice  of 
physician-assisted  suicide  and 
euthanasia.  They've  accepted  it 
by  prosecutorial  discretion.  In 
other  words,  if  you  follow  certain 
steps,  prosecutors  in  the  Nether- 
lands won't  prosecute  a physician 
if  he  ends  his  patient's  life.  The 
fact  is,  doctors  don't  always  fol- 
low the  policy.  One  of  five  things 


that  you  have  to  report  is  that  the 
patient  died  of  euthanasia,  and 
doctors  are  afraid  to  do  that. 
Families  don't  want  them  to  do  it 
because  it's  a stigma  to  the  family. 
Doctors  don't  want  to  do  it  be- 
cause they  don't  want  to  make 
their  case  in  front  of  the  prosecu- 
tor. But  some  people  report  that 
as  many  as  10,000  or  even  20,000 
people  a year  in  the  Netherlands 
die  from  euthanasia,  and  that  not 
all  of  this  is  voluntary,  that  some 
people  can't  request  it  because 
they're  old  or  demented,  but  the 
families  may  request  it  or  the 
doctor  decides  that  this  is  enough. 

That's  real  frightening  to  me, 
especially  in  our  society.  The 
Netherlands  has  a much  more 
homogeneous  society  than  we  do. 
They  have  a very  good  social 
safety  net,  very  good  nursing 
home  care.  They  take  care  of  their 
vulnerable  population,  for  the 
most  part,  better  than  we  do.  In  a 
country  like  ours,  it  scares  me 
even  more  as  to  what  might  hap- 
pen if  you  legalized  physician- 
assisted  suicide  or  euthanasia. 

Indiana  medicine:  You  would  be 
very  concerned,  then,  about  the 
idea  of  the  "slippery  slope?" 

Gramelspacher:  I know  the  argu- 
ment that  one  thing  leads  to  an- 
other, and  I guess  that's  the  argu- 
ment I'm  making  here.  But  I'd 
like  to  say  that  there's  a strong 
distinction,  not  just  a gradual 
slope,  but  a very  firm  distinction 
in  my  mind  and  in  the  minds  of 
most  physicians,  I think,  between 
allowing  someone  to  die  of  their 
underlying  disease  and  actively 
intervening  to  end  their  life. 

Indiana  medicine:  In  practice, 
sometimes,  that  distinction  may 


be  difficult  to  observe. 

Gramelspacher:  In  a few  cases, 
and  I can  tell  you  one  example:  A 
dying  cancer  patient  who's  in 
extreme  pain  and  requires  intrave- 
nous morphine  to  keep  his  pain 
under  control,  and  the  morphine 
is  in  such  high  doses  that  it  may 
depress  his  respiration.  The  doc- 
tor gives  the  morphine  to  relieve 
the  pain  - that's  the  intent  - but 
an  unintended  secondary  effect  is 
that  the  patient  may  die  sooner 
from  depressed  respiration.  That 
is  acceptable  medical  practice  to 
me.  This  is  the  fine  line,  if  you 
want  to  talk  about  fine  lines,  be- 
tween the  two. 

The  Catholic  moralists  have 
justified  it  by  referring  to  the  prin- 
ciple of  "double  effect,"  that  your 
intention  is  a good  intention,  to 
relieve  the  patient's  suffering  with 
the  narcotic  pain  medicine.  An 
unintended  secondary  effect  is 
that  the  patient  dies  sooner.  It's 
acceptable  because  you're  trying 
to  achieve  the  first  good  effect, 
which  is  to  relieve  suffering.  This 
distinction  is  one  that  I'm  com- 
fortable with  and  clinically  makes 
sense  to  me  in  the  example  I just 
gave  to  you. 

Indiana  medicine:  Are  there  any 
other  justifications  put  forward 
for  physician-assisted  suicide, 
other  than  relieving  pain  and 
suffering? 

Gramelspacher:  I think  the  big- 
gest one,  and  the  one  that  rings 
true  with  most  of  the  public,  is  the 
right  to  self-determination.  It's  a 
patient  rights  argument,  that  a 
patient  has  a right  to  self-determi- 
nation and  autonomy  and  that 
such  a right  should  include  the 
right  to  end  one's  life.  It's  a 
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strong  argument.  The  final  act  of 
self-determination,  if  you  will,  is 
ending  your  own  life.  You  can't 
get  any  more  self-determining  or 
autonomous  than  that. 

But  I find  it  awkward  when 
we  talk  about  rights  in  medicine. 

It  immediately  puts  you  at  logger- 
heads,  opposing  viewpoints,  my 
right  versus  your  right.  In  medi- 
cine, we  should  talk  more  about 
shared  decision-making  between 
doctor  and  patient.  Not  an 
adversarial  relationship  but  a car- 
ing, sharing  relationship  where 
you  and  I together  decide  on  the 
best  treatment  plan.  Even  if  you 
want  to  stick  with  the  rights  lan- 
guage, I think  there  are  some 
things  a patient  cannot  demand, 
and  one  of  the  things  they  can't 
demand  is  that  I kill  them.  It 
would  have  a lot  of  negative  con- 
sequences, I think,  for  medicine  in 
general.  I guess  my  best  argu- 
ment against  physician-assisted 
suicide  is  that  it's  bad  for  medi- 
cine. It's  contrary  to  what  we  as 
physicians  have  taken  an  oath  to 
do. 

Indiana  medicine:  If  physician- 
assisted  suicide  were  to  become 
legal,  how  do  you  see  that  affect- 
ing physicians  and  the  medical 
profession? 

Gramelspacher:  I think  it  prob- 
ably will  become  legal  in  some 
jurisdiction.  In  both  the  recent 
referenda  in  Washington  and  Cali- 
fornia, it  was  narrowly  defeated 
by  a vote  of  54  to  46.  The  polls 
right  before  the  referendum  indi- 
cated strong  public  support  for 
this,  and  it  was  only  last-minute 
lobbying  and  a lot  of  dollars  and 
commercials  that  changed  the 
vote.  Eventually  it  will  be  legal- 
ized. Probably  not  in  Indiana  any 


time  soon,  but  in  some  state, 
probably  in  the  West. 

Indiana  medicine:  How  do  see 

that  affecting  physicians  and  the 
medical  profession  in  that  juris- 
diction? 

Gramelspacher:  Well,  physicians 
will  have  to  choose  whether  to 
participate  or  not.  I think  there'll 
be  a small  minority  of  physicians 
who  will  be  comfortable  with  the 
legal  safeguards  and  will  be  com- 
fortable participating.  I believe 
there  are  physicians  who  would 
be  willing  to  participate.  I sup- 
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pose  you  could  compare  it  to 
abortion  before  it  became  legal  in 
all  50  states,  where  some  states 
legalized  abortions  and  others 
ciidn't.  Even  now,  there  are  some 
states  where  it's  difficult  to  get  an 
abortion  because  very  few  physi- 
cians will  do  it.  I think  it  would 
be  similar  in  the  case  of  physician- 
assisted  suicide. 

Indiana  medicine:  ‘ Assuming  that 
depression  is  a problem  that  the 
terminally  ill  face,  would  it  help 
if  physicians  saw  that  these  pa- 


tients got  help  for  their  emo- 
tional problems? 

Gramelspacher:  I think  depres- 
sion is  often  part  of  terminally  ill 
patients'  diagnoses.  We  probably 
don't  pay  enough  attention  to  it. 
Dying  is  a very  difficult  human 
problem,  and  we  need  to  get  bet- 
ter at  managing  all  aspects  of  dy- 
ing, from  good  pain  control  to 
good  attention  to  the  emotional 
problems,  the  depression  and 
other  family  and  social  issues  that 
go  with  it. 

I think  it's  a good  argument 
for  not  legalizing  physician-as- 
sisted suicide,  looking  for  an  easy 
technological  fix  to  a very  difficult 
human  problem.  If  we  have  an 
easy  technological  fix,  such  as  a 
lethal  injection,  then  we're  going 
to  pay  less  attention  to  good  pain 
control  or  to  managing  depression 
and  terminal  disease  or  to  all  the 
other  issues  that  we  need  to  pay 
attention  to.  These  include  ex- 
panding the  hospice  movement 
and  having  more  good  home  hos- 
pice and  inpatient  hospice  care 
available  to  patients  and  families. 
Having  the  easy  technical  fix,  I 
think,  will  detract  from  those  ef- 
forts. 

Indiana  medicine:  Should  physi- 
cians predict  that  someone  has  a 
terminal  condition  for  which 
there  is  no  hope? 

Gramelspacher:  Medicine  isn't  a 
perfect  science.  It's  an  imperfect 
art  and  there's  an  art  to  prognosti- 
cation. I think  that  we  do  need  to 
prognosticate  for  our  patients.  1 
don't  think  we  should  say  that  the 
case  is  hopeless,  necessarily,  but  I 
think  we  do  need  to  get  better  at 
knowing  when  to  give  up  trying 
to  cure  and  pay  more  attention  to 
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care  and  comfort.  Sometimes  we 
get  trapped  in  this  technological 
imperative,  that  we  just  need  to 
continue  to  treat  the  medical  dis- 
ease or  the  medical  problem  and 
we  don't  pay  attention  to  the 
other  aspects.  One  of  the  things  I 
teach  is  to  learn  when  to  say 
"enough's  enough"  and  to  change 
your  focus  from  curing  an  incur- 
able disease  to  caring  for  the  emo- 
tional well-being  and  other  needs 
of  a dying  patient.  1 think  it's 
important  to  prognosticate  but  to 
be  honest  and  to  say  that  even  in 
this  hopeless  situation  there  are 
things  that  we  can  do  to  make 
you  more  comfortable,  to  relieve 
your  pain,  to  relieve  your  suffer- 
ing, to  treat  your  depression,  to 
try  to  make  it  good  for  you  and 
your  family  as  you  die. 

We're  often  criticized  in  the 
medical  profession  for  not  being 
good  communicators,  that  we 
don't  listen  to  our  patients,  that 
we  don't  take  time  with  our  pa- 
tients. But  I've  begun  to  think 
twice  about  that.  Most  physicians 
who  take  care  of  a wide  assort- 
ment of  medical  problems,  for 
instance,  do  take  care  of  a lot  of 
patients  who  are  dying.  I think 
most  physicians  are  used  to  hav- 
ing their  patients  die,  used  to 
talking  with  patients  and  families 
about  this,  and  1 think  maybe  we 
don't  give  ourselves  enough  credit 
for  the  job  we  do  in  caring  for 
patients  and  families. 

There  are  always  horror  sto- 
ries, and  they  often  happen  in  a 
medical  center.  The  family  doctor 
isn't  available,  specialists  are  in- 
volved in  the  care  and  the  com- 
munication and  the  relationship 
haven't  been  established.  An 
emphasis  on  primary  care,  every- 
body having  a family  practitioner, 
is  very  important  in  this  area  - 


educating  fewer  specialists  and 
more  generalists.  The  family  doc- 
tor has  been  doing  this  for  a long 
time  and  does  know  how  to  deal 
with  death  and  dying  and  how  to 
take  care  of  terminally  ill  patients 
and  families  who  are  grieving. 

Indiana  medicine:  Why  has  physi- 
cian-assisted suicide  become  an 
issue  now? 

Gramelspacher:  1 think  there  are 
a lot  of  reasons.  Part  of  it  is  tech- 
nology and  the  aging  of  our 
population.  Old  people  are  afraid 
of  becoming  prisoners  of  medical 
technology,  and  young  people  are 
afraid  of  getting  old.  They  don't 
want  to  get  old,  they  don't  want 
to  get  sick,  they  don't  want  to  face 
death  and  dying.  They  want  to 
stay  young,  healthy,  suntanned, 
and  they  don't  want  to  consider 
the  inevitability  of  growing  old 
and  dying.  I think  it's  hard  for 
them  to  accept.  Maybe  they're 
looking  for  an  easy  solution  to 
what  1 said  before  is  a very  diffi- 
cult human  problem.  It's  kind  of 
a fuel-injected  solution:  in  the 
same  way  we  fuel  inject  our  cars 
we  can  handle  this  problem  with 
some  IV  curare.  We  have  to  ac- 
cept our  limitations  and  be  more 
comfortable  with  death  and  dy- 
ing. 

The  reason  [Dr.  Jack] 
Kevorkian  has  drawn  so  much 
attention  to  this  issue  is  because 
he's  a doctor.  At  least  he  has  that 
title.  He's  not  licensed  to  practice 
medicine  in  the  state  of  Michigan 
any  longer,  and  they're  attempt- 
ing to  take  his  medical  license 
away  from  him  in  California. 

He's  a retired  pathologist.  I don't 
know  that  he's  ever  gotten  in- 
formed consent  from  anyone  in 
his  life  as  a medical  doctor.  He's 


trying  to  do  that  now  and  actually 
videotapes  the  conversations  he 
has  with  patients  and  families. 
He's  kind  of  an  easy  one  to  criti- 
cize, but  he  has  a political  agenda. 
1 see  him  as  using  these  patients 
as  a means  to  his  own  end,  which 
is  to  promote  physician-assisted 
suicide  and  patient  autonomy.  If 
he  weren't  a physician,  he  would 
get  much  less  attention. 

The  other  thing  is  the  money 
again.  How  much  of  our  gross 
national  product  should  we  spend 
on  medical  care?  Anything  re- 
lated to  medicine  now  gets  front 
page  news,  whether  it's  a new 
medical  treatment,  new  medical 
technology,  a new  transplant  or  a 
new  therapy.  The  medical-indus- 
trial complex  now  is  so  huge  and 
commands  so  much  attention  that 
anything  that  draws  your  atten- 
tion to  this  issue  would  draw 
your  attention  to  euthanasia  as 
well. 

For  a long  time  physicians  hid 
their  heads  in  the  sand  saying, 
"Well,  we  can't  let  money  influ- 
ence what  we  do  for  our  pa- 
tients." But  that's  a very  naive 
idea.  It's  right  there  front  and 
center.  We  can't  hide  our  head  in 
the  sand  any  longer.  We  have  to 
acknowledge  the  world  we  live  in 
now  and  that  money  and  econom- 
ics is  an  important  aspect  of  what 
we  do  in  medicine.  Seventy-five 
percent  of  what  we  spend  in 
medicine  is  directly  related  to 
what  physicians  order.  They're 
the  key  in  health  care  reform.  But 
we've  done  such  a bad  job  of  get- 
ting involved  in  the  policy  issues 
and  trying  to  protect  our  own 
self-interest  that  other  people  now 
are  doing  it  for  us.  And  that's 
going  to  continue.  We  really 
haven't  gotten  our  own  house  in 
order. 
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Indiana  medicine:  Do  you  see  Dr. 
Kevorkian  as  a symptom  or  as  a 
cause? 

Gramelspacher:  He's  a symptom. 
Kevorkian,  as  I mentioned,  is  easy 
to  criticize.  He's  got  a long  his- 
tory. Even  in  medical  school,  he 
was  proposing  things  like  using 
prisoners  as  organ  donors  or  for 
bizarre  experiments.  He's  got  a 
long  history  of  trying  to  buck  the 
medical  profession  and  the  estab- 
lishment. It's  a crusade  of  his.  I 
think  the  publicity  given  to  him  is 
a symptom.  It's  kind  of  strange 
being  here  trying  to  defend  the 
notion  that  physicians  shouldn't 
kill  their  patients.  I mean,  where 
are  we  now  in  1993  that  you'd 
have  to  even  do  that?  Something 
has  seriously  gone  wrong,  both 
with  the  practice  of  medicine  and 
the  public's  perception  of  what 
medicine  is  all  about. 

Indiana  medicine:  What  is  your 
personal  view  of  physician-as- 
sisted suicide? 

Gramelspacher:  I think  it's  bad 
medicine,  and  I think  it  would  be 
bad  social  and  legal  policy  to  le- 
galize physician-assisted  suicide. 
For  me  personally,  it's  the  final 
act  of  abandonment  of  my  patient. 
It's  acknowledging  that  I can't 


help  their  suffering  except  by 
ending  their  life  and  that  I'm  not 
going  to  be  there  with  them  as 
they  die.  It's  saying  you’re  going 
to  take  the  easy  way  out  and  give 
them  the  lethal  injection.  "Here, 
go  home  with  this  prescription 
and  be  done  with  it  and  don't 
bother  me  any  more.  Don't  come 
back  to  the  clinic  with  all  your 
problems  because  they're  too 
much  for  me  to  handle."  I really 
see  it  as  a form  of  abandonment 
of  the  ideals  of  the  profession. 

There  is  a lot  of  economic 
pressure  on  the  medical  profes- 
sion now.  The  assumption  is  that 
we  overtreat  patients  at  the  end  of 
life.  When  1 talk  to  the  public  and 
when  I talk  to  medical  audiences, 
almost  everyone  agrees  with  that 
statement.  But  when  you  ask 
why  physicians  overtreat  patients 
as  they're  dying,  it's  not  clear 
what  the  motives  are.  Very  few 
actually  believe  that  it's  because 
physicians  want  to  make  money 
on  patients  as  they're  dying. 

Most  commonly  they  believe  it's 
because  family  members  want 
their  loved  ones  to  be  treated  ag- 
gressively. They  find  it  difficult 
to  say,  "Doctor,  stop,  dad's  had 
enough."  They  don't  want  to  be 
the  ones  to  say  they  did  some- 
thing that  caused  him  to  die. 
Physicians  are  uncomfortable  with 
that,  too,  uncomfortable  taking 
that  responsibility.  But  we  have 
to  work  at  communicating  better 
with  patients  and  families  and 
assume  the  responsibility  to  say 
"enough's  enough." 

What  happens  is  that  so  many 
patients  when  they  get  this  ill 
can't  participate  in  their  decision- 
making any  longer.  Patients  will 
be  in  the  intensive  care  unit  or 
they'll  be  semi-conscious,  and 
they  can't  really  participate  in 


directing  their  care.  So  a lot  of 
emphasis  has  been  placed  on  the 
notion  of  advance  directives,  that 
patients  in  advance  tell  doctors 
what  treatments  they  want  and 
what  they  don't  want.  While  I 
think  that's  the  right  idea,  I'm  not 
sure  in  reality  we're  going  to  be 
able  to  accomplish  much  with 
advance  directives.  It's  something 
that  we're  studying  now.  Is  it 
better  to  write  down  in  a living 
will,  for  instance,  specifically  what 
treatments  you  want  and  what 
you  don't  want?  Or  is  it  better  to 
appoint  a proxy  decision-maker 
who  will  carry  out  your  wishes?  I 
favor  the  proxy.  I'd  rather  have  a 
conversation  with  a live  human 
being  at  the  bedside  than  rely  on 
some  written  directive.  Because 
the  clinical  conditions  are  so  var- 
ied and  there  are  so  many  treat- 
ment possibilities,  I often  find  the 
specific  directive  not  very  useful. 

Indiana  medicine:  Could  you 
discuss  the  proposed  clinical 
criteria  for  physician-assisted 
suicide  that  are  being  proposed 
by  Drs.  Quill,  Meier  and  Cassel? 

I think  to  many  thoughtful  read- 
ers, these  doctors  would  be  ex- 
amples of  very  caring,  concerned 
and  highly  professional  physi- 
cians who  happen  to  take  a view 
that  isn't  the  same  as  yours  on 
this  subject. 

Gramelspacher:  That's  right. 
Their  article  is  titled  "Care  of  the 
Hopelessly  111  - Proposed  Clinical 
Criteria  for  Physician- Assisted 
Suicide."1  There  are  those  rare 
cases  where  patients  have  severe 
suffering,  and  the  only  reasonable 
option  to  physicians  is  death.  I 
tbink  those  are  very  rare  cases.  I 
take  an  opposite  view.  I don't 
believe  we  need  public  policy  or 
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guidelines  to  allow  some  room  in 
those  rare  cases.  1 believe  there's 
actually  some  room  now,  as  much 
room  as  we  need,  in  the  principle 
of  "double  effect,"  which  I already 
described.  It  is  accepted  medical 
practice,  and  1 would  argue  that 
it's  ethical,  to  give  someone  high 
doses  of  narcotics  to  relieve  his 
suffering,  knowing  that  he  would 
die  sooner  with  the  narcotics. 
Again,  it's  trying  to  maintain  a 
fine  line  and  a fine  distinction, 
and  the  reason  to  maintain  it,  in 
my  mind,  is  because  we  have  too 
much  to  lose  by  allowing  physi- 
cian-assisted suicide.  Those  few 
patients  who  have  uncontrolled, 
unrelievable  suffering  at  the  end 
of  life  are  rare.  To  allow  them 
their  right  to  self-determination 
and  their  right  to  die  would  cost 
too  much.  The  medical  profession 
and  the  public  have  too  much  to 
lose. 

The  reason  we  have  so  much 
to  lose  is  that  we  don't  do  a good 
job  now  of  ensuring  that  everyone 
has  adequate  access  to  good,  high- 
quality  health  care.  We  don't 
always  do  well  taking  care  of  old, 
vulnerable  patients  who  are  in- 
competent or  marginally  compe- 
tent. We  need  to  get  better  at 
pain  management.  We  need  to 
improve  our  care  of  patients  at 
the  end  of  life.  We  need  to  ad- 
vance medical  treatment  to  find 
out  whether  we  can  improve  the 


care  of  patients.  For  example, 
early  in  the  AIDS  epidemic,  we 
thought  Pneumocystis  pneumonia 
was  untreatable,  and  everybody 
would  die  if  they  had  that.  Now, 
because  we've  treated  patients,  we 
realize  that  many  times  patients 
leave  the  hospital  and  lead  pro- 
ductive lives  for  months  or  years 
after  that  infection.  For  all  those 
reasons,  we  have  much  to  gain  by 
continuing  our  present  prohibition 
against  physician-assisted  suicide. 

In  their  conclusion,  [Drs. 

Quill,  Meier  and  Cassel]  state  that 
physicians  now,  "to  adhere  to  the 

c c 

...  We  have  much  to 
gain  by  continuing  our 
present  prohibition 
against  physician- 
assisted  suicide  . 


letter  of  the  law,  must  turn  down 
their  patients'  requests  even  if 
they  find  them  reasonable  and 
personally  acceptable."-2  That  in 
fact  isn't  the  case.  Dr.  Quill  dem- 
onstrated that.  He  defied  [the 
law]  and  published  his  case  of 
physician-assisted  suicide  in  The 
New  England  Journal  of  Medicine. 
The  local  grand  jury  wouldn't 


indict  him  because  they  thought 
what  he  did  was  reasonable. 

Many  medical  groups  came  out 
publicly  and  supported  him. 

[Drs.  Quill,  Meier  and  Cassel] 
seem  to  think  that  this  behind-the- 
scenes  or  individualized  decision- 
making could  be  improved  with 
good  public  policy.  Personally,  I 
don't  believe  that  we  can  shape 
good  public  policy  to  deal  with 
individual,  tragic  choices  such  as 
this.  That's  why  I voiced  objec- 
tion to  Indiana's  adopting  a law 
against  physician-assisted  suicide, 
despite  being  personally  opposed 
to  the  practice.  I've  seen  what's 
happened  with  other  legislation, 
such  as  Indiana's  living  will  law. 
This  law,  written  in  1985,  is  incon- 
sistent with  other  Indiana  law, 
and  yet  they  can't  or  won't 
change  it.  they've  tried  for  three 
years  to  amend  it,  and  each  time 
it  gets  labeled  the  "euthanasia 
bill"  and  gets  voted  down.  You 
can't  legislate  good  compassionate 
medical  practice,  is  my  point.  □ 

This  interview  was  conducted  by 
Bob  Carlson,  a health  care  communi- 
cations consultant  in  Indianapolis. 
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Volunteer  health  care 
in  Indiana 


James  A.  Trippi,  M.D. 
Indianapolis 

w hen  we  think  of  Ameri- 
can medicine,  images  of  technol- 
ogy, science  and  advanced  treat- 
ments come  to  mind.  More  re- 
cently, out-of-control  expenses, 
inaccessibility  and  the  millions 
who  are  excluded  from  medical 
care  because  of  financial  lack  are 
included  in  the  equation.  Those 
in  the  United  States  without  insur- 
ance are  estimated  at  37  million.1 

Many  solutions  and  proposals 
have  been  offered  to  address  the 
health  needs  of  the  poor.  Na- 
tional health  insurance,  employer- 
based  universal  health  insurance 
and  socializing  the  health  care 
industry  have  been  suggested  as 
remedies  for  the  ailing  U.S.  sys- 
tem. Politicians  talk  about  tinker- 
ing with  err  completely  overhaul- 
ing the  U.S.  health  care  system. 

All  of  these  steps  will  take  years 
to  implement  and  bring  to  final 
form.  Meanwhile,  the  situation 
for  the  poor  steadily  deteriorates. 

Government  programs 
through  the  Veterans  Administra- 
tion, Medicare  and  Medicaid  pro- 
vide millions  of  needy  Americans 
vital  medical  assistance.  Special- 
ized programs  such  as  Native 
American  Health  Service,  Stewart 
B.  McKinney  grants  for  homeless 
medical  care  and  WIC  (Women, 
Infants  and  Children)  seek  to  fill 
gaps  in  medical  coverage  to  the 
indigent.  These  services  are 
staffed  by  full-time  professionals 
who  often  work  at  below  standard 
wages  to  serve  their  clients.  Their 
dedication  and  interest  in  the 
medical  needs  of  the  poor  are  not 
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to  be  minimized.  Unfortunately, 
many  of  the  poor  still  go  without 
basic  medical  services  in  spite  of 
commendable  work  by  these  full- 
time health  workers. 

Out  of  the  ranks  of  the  private 
fee-for-service  health  profession, 
many  are  now  joining  efforts  to 
assist  those  left  out  of  the  U.S. 
medical  delivery  system.  They 
are  doing  so  by  offering  their  tal- 
ents and  time  for  free.  Encour- 
aged by  their  professional  societ- 
ies2 and  in  a spontaneous  out- 
pouring of  sympathy  and  concern 
for  the  homeless  and  poor,  volun- 
teer doctors,  dentists,  podiatrists, 
nurses  and  allied  health  profes- 
sionals are  pitching  in  to  help. 
Volunteers  seek  to  address  what 
they  perceive  as  the  unfulfilled 
health  and  related  needs  of  the 
poor. 

The  motivation  to  volunteer 

In  general,  volunteers  are  people 
who  want  to  make  a difference  in 
their  world  with  issues  that  are 
important  to  them.  They  believe 
that  their  caring  and  skills  can 
make  a situation  better.  Volun- 
teers are  rewarded  when  they  see 
positive  results  from  their  labors. 
Many  medical  professionals  wish 
to  return  to  the  community  some 
measure  of  the  benefits  they  have 
received.  Through  volunteering, 
medical  professionals  participate 
in  their  community's  life. 

Volunteer  health  care  profes- 
sionals often  wish  to  provide  care 
without  the  encumbrances  of  the 
fee-for-service  world.  As  a volun- 
teer, they  can  once  again  recap- 
ture some  of  the  simplicity  of  a 
patient  encounter.  Absent  are  the 
insurance  forms  to  complete,  the 


third-party  treatment  mandates  to 
follow  and  negotiations  with 
third-party  carriers.  Without  a 
price  tag,  the  patient  encounter 
distills  into  a simple  healing  gift. 

For  many  volunteer  profes- 
sionals, being  involved  in  charity 
care  is  a personally  rewarding 
experience.  Being  a part  of  the 
indigent  medical  encounter,  the 
professional  observes  a different 
lifestyle,  sees  the  problems  of 
poverty  and  inadequate  health 
care  firsthand,  and  understands 
the  needs  of  the  indigent  more 
fully.  For  the  concerned  health 
care  professional,  this  involve- 
ment in  the  lives  of  the  needy  is 
considered  a privilege.  The  intan- 
gibles of  receiving  an  indigent 
patient's  gratitude,  knowing  that  a 
solution  would  not  have  been 
addressed  without  one's  involve- 
ment and  answering  a call  of  faith 
can  be  more  satisfying  than  finan- 
cial remuneration. 

Type  of  people  volunteering 
medical  expertise 

Medical  people  of  faith  frequently 
become  volunteers  in  charitable 
efforts.  They  may  be  interested  in 
espousing  their  faith  to  those  they 
treat  or  wish  for  their  works  to 
speak  for  themselves.  Often  their 
impetus  is  a desire  to  pass  on  to 
others  the  spiritual  fulfillment 
they  have  experienced  themselves. 

Young  medical  professionals 
often  become  volunteers.  Ideal- 
ism, flexibility,  openness  to  new 
experiences  and  discretionary 
time  make  young  medical  people 
prime  volunteers.  Often  younger 
people  will  volunteer  to  explore 
different  career  options.  Also, 
additional  medical  experience  is 
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possible  for  young  health  volun- 
teers. Volunteering  opportunities 
are  important  activities  during  the 
formative  training  years  and, 
therefore,  should  he  encouraged. 

People  who  seek  experiences 
in  primary  health  care  delivery 
often  volunteer.  They  may  be 
specialists,  administrators  or  re- 
tired health  professionals  wishing 
to  once  again  enjoy  aspects  of 
primary  health  care.  Some  who 
have  had  previous  experiences  in 
indigent  health  care  or  as  mission- 
aries may  wish  to  once  again  pro- 
vide charity  care. 

Most  volunteer  health  profes- 
sionals have  an 
extra  measure  of 
energy  and  en- 
thusiasm for 
their  profession 
and  wish  to  share 
it  with  those  in 
need.  They  tend 
to  be  among  the 
most  capable  and 
highly  respected 
members  of  the 
health  commu- 
nity. Their  par- 
ticipation in  vol- 
unteer programs 
brings  their  considerable  skills 
and  abilities  to  those  who  need 
them  most. 

Individual  volunteer  health  care 
activities 

The  giving  spirit  of  volunteerism 
continues  today  in  many  indi- 
vidual forms  of  charity  health  care 
throughout  Indiana.  Kimberly 
Arthur,  M.D.,  of  Gary-Hammond 
sees  patients  in  the  St.  Catherine 
Hospital  obstetrics  and  gynecol- 
ogy clinic  on  a volunteer  basis 
every  third  week.  Mark 
McDaniel,  M.D.,  comes  to  the 
Wheeler  Mission  in  Indianapolis 


once  a month  to  provide  medical 
care  to  the  homeless.  Joe  G.  N. 
Garcia,  M.D.,  with  several  medical 
students,  treats  and  investigates 
pulmonary  disease  among  mi- 
grant farm  workers  in  the 
Kokomo  area. 

The  physicians  of  the  Indiana 
State  Medical  Association  re- 
ported providing  free  or  reduced 
care  to  8.1%  of  their  patients.’ 
Some  specialties  provided  re- 
duced or  free  care  to  more  than 
50%  of  their  patients.  Faced  with 
the  overwhelming  health  care 
needs  of  the  poor,  individual 
medical  professionals  generously 


reach  out  to  help. 

Health  care  for  the  poor  through 
volunteer  organizations 

Most  health  workers  volunteer 
their  time  and  talents  through 
volunteer  health  organizations, 
which  vary  widely.  Some  organi- 
zations begin  with  a casual  struc- 
ture, yet  many  develop  an  ex- 
tremely sophisticated  program 
over  time.  In  general,  the  most 
successful  operations  are  those 
that  serve  the  needs  of  both  the 
indigent  client  and  the  volunteer 
health  professional. 

A volunteer  operation  may 


serve  the  homeless,  working  poor, 
youth  and  runaways,  migrant 
agricultural  workers,  minority 
populations  or  those  with  particu- 
lar afflictions  such  as  AIDS.  Some 
clinics  restrict  their  attention  to 
only  one  target  group  while  oth- 
ers attempt  to  serve  all  needy 
clients.  Some  volunteer  opera- 
tions provide  complete  health 
care,  including  medical,  dental, 
laboratory,  pharmaceutical,  diag- 
nostic testing,  psychological,  spiri- 
tual, rehabilitative  and  social 
work  services,  whereas  others  are 
limited  to  a few  services.  Some 
volunteer  services  are  provided 
free-of-charge,  and 
others  use  a sliding 
scale  fee  to  cover 
supplies  and  over- 
head. Some  clinics 
have  a few  full-time 
or  part-time  staff. 

Many  question 
whether  numerous 
volunteers  can  pro- 
vide adequate  conti- 
nuity of  care.  How- 
ever, thorough  fol- 
low-up, based  on 
well-documented 
medical  records, 
communication  with  patients  and 
accessibility,  is  more  important 
than  having  tire  same  provider  at 
each  visit. 

Others  doubt  if  health  volun- 
teers are  as  capable  as  full-time 
paid  health  professionals  for  the 
indigent.  In  general,  volunteers 
bring  the  same  professionalism  to 
their  charitable  activities  as  they 
display  in  their  day-to-day  ca- 
reers. Volunteers  also  tend  to 
bring  enthusiasm  and  concern  to 
indigent  health  care.  In  contrast, 
full-time  health  professionals  to 
the  indigent  are  known  for  their 
dedication  and  their  depth  of  un- 


Most  volunteer  health  professionals 
have  an  extra  measure  of  energy 
and  enthusiasm  for  their  profession 
and  wish  to  share  it  with  those  in  need. 
They  tend  to  be  among  the  most  capable 
and  highly  respected  members 
of  the  health  community. 
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Table 


Volunteer  health  clinics  in  Indiana* 


City 

Name 

Phone 

Services* 

Target  pop." 

Visits /vr 

Began 

Bluffton 

Panos  Free  Clinic 

(800)  552-2923 

M,P,R 

P 

600 

1991 

Evansville 

ECHO 

(812)  421-9850 

M,P,S 

H,  P 

1,600 

1990 

Evansville 

IMPACT 

(812)  426-6152 

M,D,P,S 

P 

1,500 

1992 

Evansville 

Washington  Ave. 

(812)  424-9585 

M,G,P,E 

P 

1,000 

1990 

Frankfort 

Open  Door  Clinic 

(317)  654-8574 

M,0,G,S 

M,  P 

1,200 

1990 

Fort  Wayne 

Matthew  25 

(219)  426-3250 

M,D,P,L,E,R 

P,  H 

14,000 

1976 

Garrett 

Matthew  25  of  Garrett 

(219)  357-4051 

M,P 

P 

300 

1987 

Greenfield 

Medical  Assistance 

(317)  462-5112 

M,P,S 

P 

300 

1992 

Hammond 

Hammond  Shelter 

(219)  836-4290 

M,P 

H 

500 

1990 

Indianapolis 

Gennesaret  Free 

(317)  262-5645 

M,D,P,R 

H,  P 

5,500 

1988 

Indianapolis 

Student  Health  Care 

(317)  630-8449 

M,P 

H 

300 

1989 

Jeffersonville 

Clark  Co.  Health  Care 

(812)  288-1476 

M,G,P,S 

P 

720 

1992 

Lafayette 

Community  Health 

(219)  742-1567 

M,D,0,G,P 

P 

6,000 

1988 

Michigan  City 

Open  Door  Health 

(219)  872-6766 

M,D,P,S 

P,H 

2,000 

1989 

Muncie 

Gateway  Clinic 

(317)  747-5795 

M,P,S,R 

P 

3,300 

1968 

South  Bend 

St.  Joseph  Chapin  St. 

(219)  289-4231 

M,G,P 

P 

2,000 

1986 

Terre  Haute 

Lighthouse  Shelter 

(812)  238-7301 

M,P 

H 

550 

1992 

* Organizations  staffed  soley  or  primarily  by  volunteers.  This  list  is  compiled  from  multiple  sources  and 
may  not  be  complete. 


+ M denotes  medical;  P,  pharmaceutical;  D,  dental;  S,  social  work;  O,  obstetrics;  E,  education;  L,  laboratory; 
R,  specialty  referral;  G,  gynecology 


**H  denotes  homeless;  P,  poor;  M,  migrant  farm  workers 
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derstanding  to  the  particular 
needs  of  the  poor.  Ideally,  the 
mixing  of  volunteers  and  full-time 
staff  will  complement  each  others' 
strengths. 

Facilities  for  volunteer  health 
care  delivery 

Volunteer  medical  operations 
often  are  situated  in  a central  loca- 
tion where  volunteers  and  equip- 


ment can  be  concentrated.  This 
type  of  facility  brings  all  the  ele- 
ments together  for  the  care  and 
treatment  of  the  indigent.  A cen- 
tralized system  is  best  suited  to 
smaller  communities  or  pockets  of 
need.  In  larger  communities,  a 
centralized  facility  requires  good 
transportation  services  to  serve 
those  who  do  not  live  nearby. 

A decentralized  volunteer 


system  seeks  to  serve  the  indigent 
where  they  are.  This  can  be  done 
through  multiple  mini-clinics, 
located  in  shelters,  housing 
projects,  or  service  centers,  or 
with  mobile  units.  These  volun- 
teer operations  intend  to  be  con- 
venient to  the  indigent  by  minis- 
tering to  people  where  they  are. 

A decentralized  system  requires 
much  more  logistical  support  and 
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creates  substantial  problems  in 
providing  infrequently  needed 
ancillary  services. 

U.S.  volunteer  health 
organizations 

In  1990,  the  Los  Angeles  Free 
Clinic  and  Free  Medical  Clinic  of 
Greater  Cleveland  published  the 
Directory  of  Free  ami  Community 
Clinics  in  the  United  States.4  The 
1,500  organizations  included  are 
spread  throughout  the  country. 
The  1992  National  Free  Clinic  Direc- 
tories compiled  by  the  Bradley 
Free  Clinic  of  Roanoke  sought  to 
list  those  clinics  that  relied  solely 
or  principally  on  volunteers. 

Small  communities  and  large  cit- 
ies have  volunteer  clinics.  Some 
volunteer  organizations  see  more 
than  30,000  visits  each  year  with 
budgets  of  over  $1  million.  One 
hundred  twenty  organizations 
nationwide  are  listed,  but  the  lack 
of  networking  is  evident  by  the 
absence  of  many  existing  volun- 
teer groups  in  this  directory. 

Indiana  volunteer  health 
organizations 

There  are  many  well-established 
volunteer  health  organizations  in 
Indiana  (Table).  These  organiza- 
tions are  defined  as  volunteer  if 
they  rely  principally  on  the  work 
of  health  professionals  who  are 
not  compensated  for  their  ser- 
vices. All  large  metropolitan  ar- 
eas, as  well  as  several  smaller 
communities,  have  some  form  of 
volunteer  health  care.  Most  are 
fairly  new  organizations,  but  two 
(Gateway  in  Muncie  and  Matthew 
25  in  Fort  Wayne)  have  operated 
for  more  than  15  years.  These 
organizations  garner  considerable 
community  and  corporate  support 
with  surprisingly  little  govern- 
mental funding.  The  cumulative 
budget  of  the  six  Indiana  organi- 


zations listed  in  the  2992  Free 
Clinic  Directory  is  $970,000.  The 
cumulative  number  of  patient 
visits  to  these  Indiana  volunteer 
clinics  is  30,528,  with  an  average 
of  about  $31  per  visit.  Some  orga- 
nizations provide  care  at  an  aver- 
age of  $9  per  visit.  Volunteer 
medical  organizations  provide 
cost  efficient  care  compared  to 
fee-for-service  care,  especially 
since  these  visits  often  include 
prescription  medications,  supplies 
and  some  form  of  counseling. 

The  impact  of  Indiana  volun- 
teer health  organizations  on  their 
communities  has  gone  largely 
unnoticed.  Many  of  these  organi- 
zations fulfill  vital  services  that 
other  programs  have  not  ad- 
equately addressed.  This  quiet 
phenomenon  of  volunteer  health 
care  continues  to  build  in  Indiana 
and  across  the  rest  of  America. 

Future  of  medical  volunteering/ 
needs  of  volunteers 

Some  have  proposed  that  volun- 
teer medical  care  may  be  the  an- 
swer to  indigent  medical  care 
needs.6  Even  though  this  form  of 
health  care  is  cost  effective  and 
eases  the  burden  of  governmental 
agencies,  volunteer  health  care 
can  provide  only  a small  fraction 
of  the  services  needed.  Govern- 
ment, the  insurance  industry  and 
the  medical  community  must  not 
leave  indigent  medical  care  to 
bands  of  good-hearted  volunteers. 

Yet,  volunteers  will  continue 
to  be  needed  unless  health  care 
delivery  includes  all  people  re- 
gardless of  the  ability  to  pay. 

Even  if  funding  becomes  available 
to  the  indigent  through  our  exist- 
ing health  care  systems,  transpor- 
tation support,  outreach  workers 
and  coordination  of  services  will 
be  needed  to  accommodate  the 
special  needs  of  the  poor.  When 


quality  health  care  becomes  acces- 
sible, affordable  and  responsive  to 
the  special  needs  of  the  poor,  vol- 
unteer health  organizations  may 
not  be  necessary. 

Nevertheless,  today's  volun- 
teers and  their  organizations  have 
requirements  in  order  to  deliver 
their  health  services.  First,  even 
though  volunteers  do  not  profit 
from  these  activities,  money  is 
needed.  Raising  funds  to  provide 
for  full-time  administrative  staff, 
supplies,  medications  and  over- 
head expenses  is  an  added  burden 
on  the  volunteer  health  organiza- 
tion. Community  and  corporate 
support  has  been  present  along 
with  limited  governmental  funds. 
Increased  governmental  support 
could  dramatically  improve  the 
level  of  care  provided  in  volunteer 
clinics. 

Second,  liability  concerns  for 
the  volunteer  health  care  profes- 
sional should  be  limited.  Other- 
wise, the  volunteer  health  care 
provider  incurs  extra  liability  risk 
by  donating  services.  Because  of 
this  "double  cost"  of  volunteering, 
many  are  not  able  or  willing  to 
volunteer.  Those  health  profes- 
sionals without  current  malprac- 
tice insurance  because  of  retire- 
ment or  those  in  specialties  whose 
malpractice  does  not  cover  pri- 
mary care  cannot  volunteer  with- 
out significant  personal  risk. 

States  where  there  is  liability  pro- 
tection for  volunteer  health  care 
providers  include  Georgia,  North 
Carolina,  Florida,  Virginia,  Maine 
and  Arizona.  Tax  breaks  for  vol- 
unteer health  professionals  are 
available  in  Colorado.  By  limiting 
malpractice  liability  to  volunteers 
who  serve  the  indigent,  these 
states  are  fostering  a cost  effective 
supplement  to  existing  provisions 
for  the  poor. 

Third  and  most  importantly. 
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volunteers  need  the  continuing 
support  of  their  communities. 
Through  donations  of  supplies, 
money  and  facilities,  many  of  the 
health  care  needs  of  the  poor  are 
being  addressed.  Where  commu- 
nity support  is  present,  volunteer 
health  services  can  become  a vital 
service  to  the  most  indigent.  □ 

Dr.  Trippi  is  a cardiologist  in  the 
Methodist  Heart  and  Lung  Institute 
and  the  founder  and  president  of  the 
Gennesaret  Free  Clinic  in  Indianapo- 
lis. 


This  manuscript  is  adapted  from 
an  address  to  the  1992  Health  Care 
for  the  Homeless  and  Poor  Conference 
presented  Sept.  12,  1992,  at  the  Indi- 
ana Government  Center  in  India- 
napolis. 


Correspondence  and  reprints: 
lames  Trippi,  M.D.,  3171  N.  Merid- 
ian St.,  #200,  Indianapolis,  IN 
4620S. 
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To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you’d  never  expect.  So,  if 
you’d  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you’ve  checked  us  out,  you  won't 
even  consider  any  other  location  as 
an  option. 


University  Place 

Conference  Center  & Hotel 

On  the  Campus  of  Indiana  University*  Purdue  University 
INDIANA  POLI  S 
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Resources  of  two  major  universities 

338-seat  auditorium  with  sloped  seating 

IS* 

Unmatched  A/V  capabilities 
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Physician  volunteers  'give 
back  to  community! 


Tina  Sims 
Managing  Editor 

-P hysicians  throughout  Indi- 
ana are  finding  time  in  their  al- 
ready demanding  schedules  to 
provide  volunteer  medical  care  to 
the  needy.  Their  generosity  in 
helping  the  poor  and  homeless 
usually  stems  from  their  need  to 
"give  something  back"  to  their 
community.  Even  with  their  other 
obligations,  most  doctors  say  vol- 
unteering does  not  take  much 
time. 

Most  would  also  agree  with 
retired  Fort  Wayne  surgeon, 
Michael  Mastrangelo,  M.D.,  who 
said  that  volunteer  efforts  often 
provide  "a  good  access  point  for 
people  in  the  community  who 
have  no  one  else  to  turn  to"  for 
health  care. 

Indiana  medicine  interviewed 
some  of  those  physicians  who  are 
giving  the  needy  that  access  point. 

Teresa  A.  Beckman,  M.D. 

Dr.  Beckman,  an  Evansville  family 
physician,  is  the  medical  director 
of  the  ECHO  (Evansville  Coalition 
for  the  Homeless)  Health  Center, 
which  opened  in  February  1990. 
She  was  involved  in  helping  es- 
tablish the  center  and  now  serves 
on  its  board. 

Because  her  parents  did  vol- 
unteer work  in  Fort  Wayne  dur- 
ing her  childhood,  "I  learned  it 
[volunteering]  while  I was  grow- 
ing up,"  she  said.  Other  factors 
also  influenced  her  decision  to 
volunteer.  She  says  she  was 
asked  to  help  at  the  right  time  in 
her  life  and  has  the  time  and  the 
means.  In  addition,  she  was  moti- 


vated by  the  Bible's  message  to 
share  with  the  less  fortunate. 

She  finds  reward  in  the  "little 
victories,"  such  as  knowing  that 
treating  someone's  previously 
undiagnosed  hypertension  - the 
most  common  health  problem 
seen  at  the  clinic  - will  reduce  the 
chance  that  the  patient  will  turn 
up  later  as  a stroke  victim  in  a 
hospital  emergency  department. 
Dr.  Beckman  also  recalls  the 
women  with  erythema  nodosum 
who  was  unable  to  walk  when 
she  first  visited  the  clinic.  After 
diagnosis  and  treatment  from  the 
clinic  staff,  the  woman's  condition 
improved  and  she  was  able  to 
return  to  work. 

For  some  patients,  the  clinic 
provides  more  than  health  care. 
When  the  staff  distributed  packets 
of  personal  care  items  to  patients 
at  Christmas,  one  women  said 
that  probably  would  be  the  only 
present  she  would  get. 

Dr.  Beckman  also  sees  the 
limitations  of  the  clinic  doctors. 
Many  patients  cannot  be  helped, 
she  says,  because  of  the  lifestyle 
choices  they  have  made  that  ad- 
versely affect  their  health. 

Still,  the  clinic  apparently  is 
filling  a need.  It  recorded  500 
patient  visits  in  its  first  year  of 
operation,  but  in  1992  the  number 
of  patient  visits  rose  to  1,738. 

Joe  G.N.  Garcia,  M.D. 

For  three  years.  Dr.  Garcia  has 
spent  many  Sundays  during  the 
summer  farming  season  volun- 
teering at  a migrant  farm  workers 
clinic  in  the  Kokomo  area.  An 
internist  specializing  in  pulmo- 
nary medicine  at  the  Indiana  Uni- 
versity Medical  Center  in  India- 


napolis, Dr.  Garcia  is  helping  di- 
agnose conditions  such  as  hyper- 
tension, diabetes,  tuberculosis  and 
respiratory  problems  that  previ- 
ously had  gone  untreated  in  the 
farm  workers. 

He  and  other  health  care  pro- 
fessionals organized  a multi-disci- 
plinary medical  surveillance  to 
help  determine  the  health  prob- 
lems of  the  workers.  The  study 
filled  a gap  since  very  little  was 
really  known  about  the  migrant 
worker's  health  problems.  Dr. 
Garcia  said.  Because  most  of  the 
workers  were  Hispanic,  the  ques- 
tionnaire was  also  written  in 
Spanish. 

Dr.  Garcia's  interest  in  the 
migrant  farm  worker  has  roots  in 
his  childhood.  While  growing  up 
in  California,  he  worked  in  the 
strawberry  and  lettuce  fields 
alongside  Hispanic  migrant  work- 
ers. "I  have  a special  soft  place  in 
my  heart  for  the  plight  of  the  mi- 
grant farm  worker  because  of  my 
background,"  he  says. 

"It's  one  of  the  most  satisfying 
things  I've  done  as  a physician," 
he  says  of  his  volunteering  among 
the  migrant  workers.  His  service 
is  a chance  for  him  "to  give  some- 
thing back,"  he  says. 

His  special  concerns  include 
the  children,  many  of  whom  suf- 
fer from  respiratory  problems 
such  as  bronchitis  and  wheezing. 
He  attributes  the  conditions  to 
factors  such  as  agricultural  chemi- 
cals, close  living  quarters,  im- 
proper nutrition  and  limited  ac- 
cess to  health  care.  Because  of  the 
migrant  workers'  limited  access  to 
reliable  health  services,  Dr.  Garcia 
also  worries  that  they  may  not 
always  comply  with  their  pre- 
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scribed  treatment  when  they  leave 
their  work  in  Indiana  to  return  to 
their  home  base  in  Texas. 

Dr.  Garcia's  volunteer  efforts 
include  work  among  the  homeless 
in  Indianapolis.  For  the  past  two 
years,  he  has  helped  Ann  Zerr, 
M.D.,  an  internist  at  the  Indiana 
University  Medical  Center,  with 
her  tuberculosis  screening  project 
at  homeless  shelters  and  later 
helped  her  treat  those  diagnosed 
with  the  disease  at  Wishard  Me- 
morial Hospital. 

He  encourages  physicians  to 
become  volunteers.  "It's  one  of 
the  more  rewarding  things  we  can 
do.  Anyone  who  got  involved 
would  feel  good  about  it." 

Michael  Mastrangelo,  M.D. 

Dr.  Mastrangelo,  a retired  Fort 
Wayne  surgeon,  can  be  found 
once  or  twice  a week  volunteering 
at  the  Matthew  25  clinic  in  Fort 
Wayne.  He  began  serving  there 
after  he  retired  a year  ago  for  the 
chance  "to  stay  on  the  edge  of 
medicine  and  continue  to  care  for 
people." 

Like  the  other  physicians  in- 
terviewed, Dr.  Mastrangelo  volun- 
teers because  he  wants  to  contrib- 
ute to  the  community  - a commu- 
nity that  has  been  good  to  him,  he 
says.  "It's  a warm  feeling  to  be 
involved  with  this." 

A fund-raising  campaign  is 
under  way  to  enlarge  the  clinic. 
The  expanded  building  will  have 
six  examination  rooms,  enabling 
more  patients  to  be  seen.  Now 
only  one  doctor  at  a time  can  ex- 
amine patients. 

Matthew  25  includes  a dental 
clinic  and  a diabetes  clinic  staffed 
by  volunteers.  Besides  the  physi- 
cians who  volunteer  at  the  clinic, 
many  specialists  to  whom  patients 
are  referred  outside  the  clinic  also 
donate  their  time.  Many  radiolo- 


gists volunteer  to  read  x-rays,  for 
example,  and  patients  with 
orthopaedic  problems  are  referred 
to  a free  clinic  sponsored  by  the 
city's  orthopaedic  residency  pro- 
gram. 

Dr.  Mastrangelo,  a board 
member  at  Matthew  25,  says  his 
work  among  the  city's  poor  and 
homeless  is  "like  being  a general 
practitioner."  While  providing 
the  best  care  he  can,  he  also  is 
careful  to  justify  the  necessity  of 
any  referrals  or  tests  in  order  not 
to  drive  up  the  cost  of  care. 

"We  have  a good  rapport 
with  the  patients,"  he  says.  An- 
gry patients  are  uncommon  at  the 
clinic,  he  says,  so  the  volunteer 
physicians  do  not  have  the  burden 
of  practicing  defensive  medicine. 

Charles  R.  Taylor,  M.D. 

Dr.  Taylor,  a Greenfield  cardiolo- 
gist, credits  his  involvement  with 
the  Gennesaret  Free  Clinic  in  In- 
dianapolis as  the  impetus  behind 
the  establishment  of  the  Medical 
Assistance  Program  (MAP)  in 
Hancock  County.  MAP  provides 
health  care  for  the  "working 
poor"  who  cannot  afford  health 
insurance  or  medical  care. 

After  volunteering  at  the 
Gennesaret  clinic.  Dr.  Taylor  said 
he  became  interested  in  starting  a 
similar  program  in  Hancock 
County.  "Some  of  my  patients 
couldn't  get  the  care  they  needed. 
There  had  to  be  some  way  to  get 
around  that,"  he  said. 

He  teamed  up  with  Dean 
Felker,  M.D.,  current  MAP  com- 
mittee chairman,  and  other  physi- 
cians and  began  investigating 
possible  ways  to  provide  for 
people  being  left  out  of  the  health 
care  system.  What  they  eventu- 
ally realized  was  that  although 
Hancock  County  did  not  have 
many  homeless  people,  such  as 


those  served  by  the  Gennesaret 
clinic,  it  did  have  the  working 
poor. 

MAP  was  designed  to  specifi- 
cally help  those  in  that  category. 
The  social  services  department  at 
Hancock  Memorial  Hospital  deter- 
mines if  patients  qualify  for  the 
program  based  on  their  incomes. 
Those  who  meet  the  criteria  re- 
ceive a MAP  card  and  are  as- 
signed to  a family  physician.  The 
physicians  provide  free  care,  and 
patients  are  also  eligible  for  free 
hospitalization.  MAP  patients  are 
re-evaluated  every  six  months  for 
eligibility. 

About  90%  of  the  county's 
physicians,  including  both  pri- 
mary care  physicians  and 
subspecialists,  participate  in  the 
program.  Dr.  Taylor  says  physi- 
cians are  "happy  to  do  this  if  they 
know  the  person  is  needy." 

Others  have  contributed  to  the 
program.  Pharmacists  offered  to 
store  the  drug  samples  that  physi- 
cians donate  to  the  program.  The 
hospital  foundation  provides 
some  generic  drugs. 

Because  physicians  see  the 
patients  in  their  own  offices, 

MAP  patients  "get  the  same  re- 
spect as  anyone  else,"  says  Dr. 
Taylor.  About  200  people  are 
enrolled  in  the  program,  which 
Dr.  Taylor  terms  a "terrific  suc- 
cess." 

He  says  the  program  works 
well  in  counties  with  more  limited 
numbers  of  people  who  cannot 
afford  medical  care.  It  also  ben- 
efits many  of  the  working  poor 
who  are  not  needy  enough  to 
qualify  for  any  other  type  of  fi- 
nancial medical  assistance. 

"It's  important  for  physicians 
to  take  the  lead"  in  helping  the 
needy.  Dr.  Taylor  says.  "We've 
done  too  much  sitting  around."  □ 
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Cancer  crosses  all  cultures 
and  all  nationalities  without 
exception.  So  it  stands  to  rea- 
son that  the  treatment  and 
eventual  cure  of  a condition 
experienced  worldwide  would 
require  talent  and  intellect 
from  around  the  globe. 

That's  why  the  planners  of 
The  Arthur  G.  James 
Cancer  Hospital  and 
Research  Insti- 
tute, a National 


C 

- v 


Cancer  Institute  designated 
Comprehensive  Cancer  Cen- 
ter, set  out  to  staff  this  promis- 
ing medical  center  with  the 
top  researchers  in  their  field, 


National  Cancer  Institute  Designated 


Our  Area  Of  Expertise 


wherever  they  might  be  found.  never  have  been  successful  with- 

Their  search  resulted  in  a out  a highly  attractive  institution. 


respected  team  of  renowned  spe-  Designed  to  provide  the  optimum 


cialists  from  all  around  the  world.  environment  for  the  development 


However,  this  search  would  and  application  of  effective  cancer 


treatments,  The  James  house 
remarkable  research  facilitie  | 
within  the  same  building  as  a 
equally  excellent  treatment  cei 
ter.  Because  the  organization’ 


The  Arthur  G.  James  Cancer  Hospital  and  Research  Institute  at  The  Oh  1 
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HOPE 


pproach  to  research  is  so  inte- 
rated,  the  lag  time  between  labo- 
atory  breakthroughs  and  practi- 
al  application  is  dramatically 
decreased.  Collaboration  between 
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ME 


VERSITY 


research  teams  and  clinical  spe- 
cialists of  the  Comprehensive 
Cancer  Center,  which  are  com- 
posed of  University  graduate  pro- 
grams in  chemistry,  biological 


sciences,  pharmacy 
and  veterinary  med- 
icine, has  enabled  research 
efforts  to  advance  efficiently 
while  benefiting  from  the 
resources  of  one  of  the 
nation’s  leading  University 
medical  programs. 

Beginning  with  the  very 
first  blueprints.  The  James 
was  designed  to  provide 
researchers  with  the  facili- 
ties, technology  and  opportu- 
nity to  conduct  their  best 
work.  Today,  it  is  a reality 
that  is  dedicated  to  offering 
hope  to  the  current 
generation  of 
cancer  patients 
as  well  as  the 


promise  of  erad- 
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Physicians  under  surveillance: 

The  National  Practitioner  Data  Bank 


Elizabeth  A.  Snelson,  J.D. 

St.  Paul,  Minn. 

The  National  Practitioner 
Data  Bank,  created  under  the  Fed- 
eral Health  Care  Quality  Improve- 
ment Act  of  1986,'  collects  nega- 
tive information  about  physicians 
and  disperses  it  to  hospitals, 
HMOs,  medical  boards  and  other 
entities  to  use  against  physicians. 
The  effect  on  a physician's  career 
can  be  devastating,  yet  few  physi- 
cians are  familiar  with  the  data 
bank  reporting  system.  The  data 
bank  requirements  are 
so  complicated  that 
many  reporting  enti- 
ties report  unnecessar- 
ily to  the  clear  detri- 
ment of  physicians. 

The  Health  Care 
Quality  Improvement 
Act  (HCQIA)  encour- 
ages peer  review  by 
extending  conditional 
immunity  against  anti- 
trust liability.  Many 
physicians  justifiably  fear  partici- 
pating in  peer  review  as  a result 
of  huge  antitrust  judgments 
against  doctors  who  participated 
in  peer  review  decisions  that  cur- 
tailed other  physicians'  practices. 
The  offer  of  immunity,  however, 
is  not  without  strings  attached. 

To  qualify  for  antitrust  protection, 
the  peer  review  must  be  con- 
ducted fairly,  must  follow  stan- 
dards of  reasonableness  and  must 
meet  minimum  hearing  proce- 
dures. 

The  immunity  package  also 
created  the  National  Practitioner 
Data  Bank,  a national  system  for 
compiling  and  issuing  reports  on 


adverse  actions  taken  against  indi- 
vidual physicians,  such  as  peer 
review  actions,  licensure  restric- 
tions and  malpractice  payments. 
Generally,  the  underlying  objec- 
tive of  the  data  bank  is  good:  to 
accumulate  in  a centralized  sys- 
tem information  that  allows  li- 
censing boards,  hospitals  and 
other  health  care  entities  to  re- 
strict physicians  whose  practices 
have  been  found  to  be  substan- 
dard. A prime  reason  for  estab- 
lishing the  data  bank  was  the  fear 
that  bad  doctors  were  able  to  re- 
peat their  offenses  and  jeopardize 


patients  simply  by  crossing  state 
lines.  Theoretically,  with  informa- 
tion demonstrating  a physician's 
failings,  the  physician  can  be  pre- 
vented from  repeating  earlier  er- 
rors through  limitations  or  denials 
of  license,  hospital  privileges  and 
practice  opportunities.  Unfortu- 
nately, data  bank  theory  and  prac- 
tice have  not  proved  consistent. 

Problems  with  the  statute 

As  with  other  legislation,  intent 
and  implementation  of  the  data 
bank  legislation  diverged,  starting 
with  the  statute  itself.  In  some 
situations,  the  statutory  language 
is  too  broad,  and  in  others,  too 


narrow.  The  statute  misses  the 
mark  in  each  of  the  three  catego- 
ries of  adverse  information  to  be 
collected  under  the  HCQIA. 

Malpractice 

Tea  collect  information  about  mal- 
practice, the  statute  mandates  the 
reporting  of  all  payments  made 
on  behalf  of  a health  care  practi- 
tioner in  response  to  written 
claims  of  malpractice.  The  statute 
specifies  that  only  payments  must 
be  reported;  waiver  of  a patient's 
bill  is  not  reportable  because  no 
payment  takes  place.  The  statute 
also  requires  reporting 
of  all  payments  made 
to  settle  claims,  al- 
though it  acknowl- 
edges that  cases  are 
often  settled  even 
when  they  lack  merit.'2 
Thus,  settlements  of 
even  the  most  frivo- 
lous claims  count  as 
adverse  actions  taken 
against  physicians  and 
are  included  in  their 
data  bank  dossiers. 

Licensure 

The  HCQIA  requires  all  state  li- 
censing boards  [including  the 
Indiana  Medical  Licensing  Board] 
to  report  when  they  restrict  or 
revoke  a physician's  license  for 
reasons  related  to  professional 
competence  or  professional  con- 
duct. Because  state  statutes  vary 
widely  regarding  what  conduct 
merits  licensure  action,  physicians 
in  one  state  may  be  reported  to 
the  data  bank  for  something  that 
is  not  punishable  or  reportable  in 
another  state.  A similar  lack  of 
uniformity  exists  for  reporting  of 


Because  state  statutes  vary  widely 
regarding  what  conduct  merits  licensure 
action,  physicians  in  one  state  may  be 
reported  to  the  data  bank  for  something 
that  is  not  punishable  or  reportable 
in  another  state. 
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physician  impairment.  Some 
states  protect  physicians  whose 
chemical  dependency,  alcoholism 
or  other  impairment  has  come  to 
the  medical  board's  attention, 
based  on  the  belief  that  it  is  pref- 
erable for  the  practitioner  to  come 
forward  and  obtain  help  rather 
than  remain  underground.  If  the 
physician  submits  to  the  state's 
"diversion"  program,  practicing 
under  strict  monitoring  and 
therapy  requirements,  no  disci- 
plinary action  is  taken  and  no 
data  bank  report  is  filed.  Other 
states  categorize  monitoring  as 
discipline  and  report  the  physi- 
cian to  the  data  bank,  effectively 
reducing  the  number  of  practitio- 
ners willing  to  come  forward  and 
submit  to  their  hoards'  controls. 

The  HCQ1A  license  reporting 
requirements  ensure  uniformity  in 
one  respect:  The  statute  does  not 
require  state  boards  to  report 
when  they  deny  licensure.  Only 
actions  against  licenses  are  report- 
able.  Therefore,  information  that 
a physician  has  been  denied 
licensure  by  every  state  in  the 
nation  could  not  be  obtained  by 
querying  the  data  bank. 

Professional  review  actions 

The  HCQIA  requires  reporting  of 
adverse  professional  review  ac- 
tions that  restrict  privileges  or 
membership  if  the  action: 

1.  lasts  more  than  30  days; 

2.  is  based  on  professional 
competence  or  professional  con- 
duct that  affects  or  could  affect 
the  health  or  welfare  of  a patient; 
and 

3.  is  taken  by  a hospital,  a 
health  care  entity  that  provides 
health  care  services  and  follows  a 
formal  peer  review  process,  or  a 
medical  society  that  follows  a 
formal  peer  review  process. 


The  sheer  number  of  qualifi- 
ers built  into  the  statute's  compli- 
cated definition  of  reportable  pro- 
fessional review  action  guarantees 
the  use  of  loopholes  in  profes- 
sional review.  For  example,  hos- 
pitals are  likely  to  impose  29-day 
restrictions  to  avoid  filing  reports, 
and  health  care  entities  and  medi- 
cal societies  may  refrain  from 
adopting  formal  peer  review  pro- 
cesses to  skirt  the  reporting  re- 
quirement. 

Problems  with  implementation 

In  addition  to  the  problems  cre- 
ated by  the  statutory  language  are 
problems  arising  from  the 
statute's  implementation.  The 
Department  of  Health  and  Human 
Services  issued  regulations  on 
Oct.  17,  1989/'  behind  schedule, 
and  the  data  bank  opened  Sept.  1, 
1990,  also  behind  schedule.  Its 
operations  immediately  bogged 
down  under  the  large  number  of 
reports  and  queries  filed  and  the 
confusion  over  reporting  require- 
ments. In  an  effort  to  assist  re- 
porting entities,  the  U.S.  Health 
Resources  and  Services  Adminis- 
tration (HRSA)  published  its  Na- 
tional Practitioner  Data  Bank  Guide- 
book4 in  1990  and  a Guidebook 
Supplement 5 in  August  1992.  Un- 
fortunately, in  several  instances, 
the  regulations  and  HRSA  publi- 
cations further  confuse  matters. 

Consider  the  following  ex- 
amples and  their  ramifications  for 
physicians. 

Malpractice  reporting 

Starting  with  a literal  interpreta- 
tion of  the  statute,  the  guidebook 
states  that  payments  made  in  the 
name  of  a corporation  rather  than 
a practitioner  are  not  reportable 
because  the  statute  mandates  re- 
porting of  payments  made  on 


behalf  of  individuals.  However, 
the  guidebook  goes  on  to  create 
an  exception  for  professional  cor- 
porations that  consist  of  only  one 
person.  Accordingly,  payment  of 
a malpractice  settlement  or  judg- 
ment for  a one-physician  corpora- 
tion must  be  reported,  even  if  it  is 
in  the  name  of  the  corporation. 

Because  of  this  interpretation, 
many  malpractice  settlements 
have  dropped  the  individual 
plaintiffs  originally  named  in 
complaints,  leaving  corporations 
to  make  the  payments;  because 
corporations  that  include  more 
than  one  physician  cannot  be  re- 
ported, no  data  bank  report  is 
necessary. 

A new  interpretation  pre- 
sented in  the  supplement  attempts 
to  limit  this  loophole.  Under  the 
latest  interpretation,  a person  dis- 
missed from  a malpractice  lawsuit 
as  a condition  of  settlement  must 
still  be  reported  to  the  data  bank. 
The  supplement  interprets  such  a 
dismissal  as  a payment  on  behalf 
of  the  practitioner/  This  interpre- 
tation is  simplistic  in  several 
ways.  It  does  not  make  clear 
whether  the  condition  of  settle- 
ment must  be  expressed  in  writ- 
ing. It  also  assumes  that  there  is 
always  actual  basis  for  naming  a 
practitioner  as  a malpractice  de- 
fendant. In  reality,  any  practitio- 
ner on  the  chart  or  in  the  vicinity 
of  an  alleged  incident  can  be 
named  as  a defendant  in  malprac- 
tice litigation.  Under  the 
supplement's  broad  interpretation, 
dropping  the  most  blameless  de- 
fendants may  be  seen  as  a condi- 
tion of  the  settlement  rather  than 
as  a correction  to  the  complaint. 

The  supplement  attempts  to 
reinforce  the  statute's  provision 
that  a "payment  in  settlement  of  a 
medical  malpractice  action  or 
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claim  shall  not  be  construed  as 
creating  a presumption  that  medi- 
cal malpractice  has  occurred."2 
The  supplement  suggests  that 
insurance  companies  disclose  in 
the  reporting  form's  narrative 
description  section  that  settlement 
payment  was  made  despite  the 
insurance  company's  determina- 
tion that  the  claim  had  no  clinical 
merit.5  Although  insurance  com- 
panies may  be  reluctant  to  docu- 
ment that  they  are  settling  claims 
in  the  absence  of  merit,  a report 
without  such  a disclaimer  may 
imply  that  the  malpractice  claim 
did,  indeed,  have  merit. 

Peer  review 

The  supplement  contradicts  the 
guidebook  on  the  issue  of  report- 
ing summary  suspensions,  but  it 
subsequently  conditions  its  inter- 
pretation. The  guidebook  states 
that  summary  suspensions  are  not 
reportable  unless  they  are  consid- 
ered professional  review  actions. 
Most  medical  staffs  and  hospitals 
define  professional  review  action 
as  only  those  actions  adopted  by 
the  hospital  board.  The  supple- 
ment first  states  that  summary 
suspensions  should  be  reported  if 
they  have  been  in  effect  more  than 
30  days,  even  if  the  hospital  board 
has  not  yet  acted  on  the  matter. 
However,  the  supplement  states 
that  a summary  suspension 
should  be  reported  only  if  it  is 
considered  a professional  review 
action  under  the  medical  staff 
bylaws.  Thus,  because  bylaws 
control  reportability  of  summary 
suspensions,  medical  staffs  should 
consider  amending  their  bylaws  if 
they  do  not  specify  that  summary 
suspensions  are  professional  re- 
view actions  only  after  adopted  as 
such  by  the  hospital  board. 


Operational  quirks 

The  guidebook  and  the  supple- 
ment also  include  instructions  for 
submitting  reports  to  and  receiv- 
ing information  from  the  data 
bank,  revealing  a convoluted  pro- 
cess, even  if  it  functioned  as 
planned.  Forms  are  complicated 
to  complete  manually  and  were 
not  electronically  transmittable 
until  late  1992.  Even  completing  a 
self-query,  a physician's  request 
for  his  or  her  own  file,  is  so  un- 
clear that  the  data  bank  recom- 
mends physicians  call  its 
"helpline"  for  assistance.  (The 
data  bank  rejects  forms  with  mis- 
takes.) 

The  form  features  a narrative 
description  section  where  the  ba- 
sis for  reported  action  must  be 
stated  in  600  characters  or  less 
(including  punctuation  and 
spaces).  Making  this  more  prob- 
lematic, a non-clinician  is  typically 
responsible  for  determining  the 
clinical  reasons  for  the  action  and 
synthesizing  a 600-character  de- 
scription of  the  sometimes  sophis- 
ticated case.  The  description  is 
disseminated  to  all  hospitals  and 
health  entities  requesting  informa- 
tion about  the  physician  from  the 
data  bank. 

Coding  can  lead  to  further 
ambiguity  and  inaccuracy.  In 
addition  to  the  narrative  descrip- 
tion, a code  must  be  selected  from 
a very  limited  list  of  categories  for 
adverse  actions.  Usually,  the 
same  individual  who  drafts  the 
narrative  selects  the  code,  which 
may  or  may  not  be  a close  match. 
Consider,  for  example,  the  differ- 
ence between  "narcotics  viola- 
tions" and  "substance  abuse." 
Narcotics  violations  could  include 
federal  crimes,  whereas  substance 
abuse  refers  to  the  physician's 
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medical  condition. 

The  lack  of  clear  guidelines 
and  uniform  reporting  procedures 
is  of  serious  concern  because  once 
a report  is  filed,  it  is  very  difficult 
to  change.  Only  the  reporting 
entity  can  file  a correction.  Physi- 
cians have  no  right  to  correct  mis- 
information in  their  data  bank 
files.  Even  if  a physician  is  suc- 
cessful in  convincing  the  reporting 
entity  to  submit  a correction,  the 
data  bank  will  not  delete  the  in- 
correct report  originally  submit- 
ted. The  correction  is  merely 
added  to  the  physician's  file,  leav- 
ing the  incorrect  information  to  be 
disseminated  and  considered  by 
those  reviewing  the  file.  If  a court 
overturns  action  taken  by  a state 
board  or  hospital,  the  data  bank 
will  register  it  as  a revision  to  the 
original  action.  Thus,  even  if  the 
U.S.  Supreme  Court  judges  the 
original  adverse  action  illegal,  the 
information  is  not  deleted  from 
the  physician's  file.  In  fact,  data 
bank  files  are  permanent  and  are 
not  deleted  even  upon  the 
physician's  death. 

What  can  physicians  do  about 
the  data  bank? 

Because  physicians  have  very 
limited  opportunity  to  correct  or 
dispute  the  information  contained 
in  their  data  bank  files,  it  is  im- 
portant that  they  take  the  follow- 
ing steps  to  prevent  the  unjusti- 
fied or  inappropriate  filing  of 
data: 

1 . Request  that  reporting 
entities  adopt  procedures  to  lessen 
the  possibility  of  unnecessary  or 
inaccurate  reports  being  filed. 
Medical  staffs,  HMOs,  clinics  and 
other  health  care  entities,  particu- 
larly professional  liability  insur- 
ers, should  have  procedures  in 
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place  to  ensure  that  reports  are 
reviewed  by  clinicians  for  accu- 
racy and  that  individuals  are 
granted  opportunity  to  review 
reports  before  they  are  filed. 

2.  Make  sure  defense  counsel 
and  attorneys  assisting  in  the 
preparation  of  procedures  under- 
stand the  data  bank,  its  loopholes 
and  varying  interpretations.  Even 
most  lawyers  consider  the  data 
bank's  requirements  Byzantine. 

A physician  who  is  reported 
can  expect  to  be  notified  by  the 
data  bank  and  should  give  imme- 
diate attention  to  anything  re- 
ceived from  the  data  bank. 

Conclusion 

Complex  statutory  provisions 
further  complicated  by  the 
bureaucracy's  interpretations  and 


demands  make  it  very  difficult  for 
physicians  and  reporting  entities 
to  comply  with  data  bank  require- 
ments. Over-reporting  in  some 
circumstances,  under-reporting  in 
others  and  lack  of  uniformity 
throughout  the  system  render 
data  bank  information  unreliable. 
Yet,  despite  the  questionable 
worth  of  the  system,  it  cannot  be 
ignored.  □ 

* “A  payment  in  settlement  of  a 
medical  malpractice  action  or  claim 
shall  not  be  construed  as  creating  a 
presumption  that  medical  malpractice 
has  occurred."2 


This  article  was  reprinted  with 
permission  from  Minnesota  Medi- 
cine, March  1993 , © 7993,  Minne- 
sota Medical  Association. 


The  author  practices  law  in  St. 
Paul , Minn.,  representing  medical 
staffs,  medical  societies  and  physician 
interests  in  Minnesota  and  across  the 
country. 
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Handling  your  retirement 
distribution  under  the 
_new  withholding  rules _ 


Joel  M.  Blau,  CFP 

AMA  Investment  Advisers,  Inc. 

As  though  the  rules  sur- 
rounding retirement  plan  pay- 
ments weren't  complicated 
enough.  Congress  enacted  new 
legislation  requiring  20%  with- 
holding from  certain  payouts  re- 
ceived after  1902. 

The  new  rules  apply  only  to 
recipients  of  lump-sum  retirement 
plan  distributions. 

The  new  tax  rules  make  it 
crucial  to  make  arrangements 
before  receiving  a distribution.  A 
lump-sum  payment  received  di- 
rectly by  you  after  1992  generally 
will  be  subject  to  20%  withhold- 
ing.’1' Note  that  the  taxation  of 
retirement  plan  distributions  has 
not  changed.  The  withholding  is 
simply  deducted  as  advance  pay- 
ment of  any  taxes  due,  which  are 
calculated  upon  filing  your  annual 
income  tax  return. 

Lump-sum  payments  from  a 
qualified  retirement  plan  can  be 
rolled  over  into  an  Individual 
Retirement  Account  (IRA),  which 
allows  your  money  to  continue 
growing  tax-deferred.  You  won't 


be  subject  to  20%  withholding  if 
you  make  prior  arrangements  to 
have  the  benefits  paid  from  your 
retirement  plan  directly  to  the  IRA 
trustee.  In  other  words,  you  can- 
not personally  take  possession  of 
the  money  without  paying  with- 
holding. 

If  you  receive  a lump-sum 


The  new  tax  rules 
make  it  crucial  to 
make  arrangements 
before  receiving  a 
distribution. 


payment  directly,  you  can  still  roll 
the  money  over  into  an  IRA 
within  60  days  of  its  receipt. 
However,  a $100,000  distribution 
would  be  reduced  to  $80,000  (after 
20%  withholding).  If  you  wanted 
to  roll  over  the  entire  distribution 
into  an  IRA,  you  would  have  to 
contribute  the  additional  $20,000 
from  your  personal  savings.  The 
withholding  could  not  be  recov- 


ered until  you  filed  your  annual 
tax  return  and  received  your  re- 
fund check. 

It  may  be  advantageous  to 
have  your  retirement  balance  paid 
into  an  IRA  even  if  you  want  to 
take  possession  of  the  money. 
Reason:  You  can  withdraw  from 
an  IRA  without  being  subject  to 
mandatory  withholding.  Of 
course,  IRA  withdrawals  will  be 
subject  to  income  tax  and  any 
applicable  penalties.  Also  note 
that  withdrawals  from  an  IRA  are 
not  eligible  for  special  averaging, 
an  election  that  helps  some  indi- 
viduals reduce  income  tax  on 
retirement  plan  distributions.  □ 

* At  press  time,  a bill  including 
technical  corrections  to  the  new  rules 
was  pending  and  could  exclude  cer- 
tain distributions  from  the  withhold- 
ing requirements.  Check  with  your 
tax  advisor  for  the  latest  available 
details. 


The  author  is  a senior  financial 
counselor  with  AMA  Investment 
Advisers,  an  AMA  subsidiary.  He 
welcomes  readers'  questions  and  can 
be  reached  by  calling  1-800-262-3863 . 
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ARNETT 

CLINIC 


Lafayette, 

Indiana 


About  the  Multispecialty 
Medical  Group 

Arnett  Clinic  has  served  Tippecanoe 
County  and  surrounding  counties  in 
Mid-North  Central  Indiana  since  1922. 
Arnett  physicians  introduced  the 
area’s  first  dialysis  service,  performed 
the  area’s  first  open  heart  surgery, 
and  developed  the  community’s  first 
heart  catheterization  laboratory.  In 
seven  outpatient  facilities,  over  95 
specialists  and  subspecialists  provide 
medical  and  surgical  services  in 
virtually  every  specialty  field.  The 
bulk  of  Arnett’s  referral  patients 
reside  within  a fourteen-county  area 
surrounding  Lafayette,  Indiana,  with  a 
drawing  area  of  over  300,000  people. 

Ambulatory  walk-in  clinics  in 
Lafayette  and  West  Lafayette  sup- 
plement primary  clinic  services. 
Arnett  Urgent  Care  Centers  are  open 
from  8 a.m.  until  8 p.m.  every  day, 
and  staff  members  provide  diagnosis 
and  treatment  for  any  medical  problem 
which  does  not  require  ambulance 
transport. 

Arnett  physicians  provide  hospital 
support  services  at  two  nearby 
community  hospitals,  Home  Hospital 
with  365  beds,  and  St.  Elizabeth 
Hospital  with  375  beds.  Arnett  has 
diversified  into  other  healthcare 
fields,  including  Arnett  Health  Systems 
(an  HM0)  and  the  corporate  affiliates 
of  Arnett  Medical  Supply  and  Arnett 
Pharmacy. 


Opportunities 

The  Arnett  Clinic  is  currently  seeking 
BE/BC  candidates: 

Cardiology 
Dermatology 
Family  Practice 
General  Internal  Medicine 
OB/GYN 

Occupational  Medicine 

Oncology 

Orthopaedics 

Physical  Medicine  & Rehabilitation 


Practice  Setting 

At  this  time,  over  95  physicians  work 
for  Arnett  Clinic.  One  of  the  most 
practical  reasons  for  affiliation  with 
Arnett  is  the  availability  of  ancillary 
staff  to  support  clinic  operations. 
Administrative,  Laboratory,  and 
Radiology  services  are  available 
on-site,  making  our  practice  envi- 
ronment an  integrated,  comprehensive, 
and  convenient  healthcare  resource 
center.  The  patient  base  in  Lafayette 
stems  from  a balanced  mix  of  indus- 
trial and  university  communities. 

We  are  an  equal  opportunity  employer. 


Benefits 

Our  Medical  Staff  members  enjoy 
competitive  salaries  and  a generous 
benefit  package.  During  the  first  two 
years  of  employment,  Arnett  offers 
a guaranteed  minimum  salary  with  a 
production  bonus.  After  two  years  of 
successful  practice  experience, 
shareholder  status  with  a productivity 
incentive  formula  is  available.  An 
excellent  profit-sharing  and  invest- 
ment plan  is  also  available. 


Other  benefits  include  health  coverage 
via  Arnett  HMO  or  other  group  insur- 
ance, disability,  and  life  insurance 
plans.  A generous  fund  for  continuing 
education  is  available  to  clinic 
physicians. 

Community 

Lafayette,  Indiana  is  a thriving, 
low-crime  community  located  in  a 
county  of  approximately  132,000 
people.  Purdue  University,  known  for 
academic  leadership  in  the  areas  of 
engineering,  agriculture,  humanities, 
and  sciences,  and  for  Big  Ten  Sports, 
is  nearby.  Money  Magazine  recently 
identified  Lafayette  as  one  of  the  top 
14  cities  in  which  to  live  in  the  U.S.A. 


For  more  information, 
please  contact: 

John  C.  Horner 

Director  of  Physician  Recruitment 
Arnett  Clinic 
2600  Greenbush  Street 
Lafayette,  IN  47904 
(317) 448-8000 

Toll  Free  Nationwide,  1-800-899-8448 
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scientific  contribution 


Premenarchal  vulvovaginitis 


Margaret  J.  Blythe,  M.D. 

Lisa  Thompson,  M.D. 
Indianapolis 

remenarchal  vulvovaginitis 
is  a common  disorder  that  ac- 
counts for  85%  to  90%  of  gyneco- 
logical problems  in  this  age 
group.1  Symptoms  and  clinical 
findings  are  variable  and  may 
include  pruritus,  local  erythema, 
pain,  enuresis,  dysuria  and  labial 
adhesions.2 

Biologically,  premenarchal 
girls  are  at  increased  risk  for  de- 
veloping vulvovaginitis.  The  rela- 
tive lack  of  estrogen  in  the  prepu- 
bertal patient  results  in  a thin, 
atrophic  vaginal  mucosa  that  is 
easily  traumatized.  This  finding, 
along  with  a neutral  to  alkaline 
pH  in  the  vagina,  produces  an 
environment  ideal  for  bacterial 
overgrowth.  Also,  the  vagina  is 


close  to  the  anus  and  urethra, 
allowing  for  easy  fecal  and  uri- 
nary contamination.  Adding  to 
this  risk,  the  prepubertal  vagina 
lacks  the  protection  of  the  labia, 
which  will  be  thickened  later  bv 
estrogen  stimulation  and  covered 
by  pubic  hair.  Finally,  most  pre- 
pubertal children  have  relatively 
poor  perineal  hygiene,  resulting  in 
a relatively  constant  exposure  to 
irritants.13 

The  following  case  report 
illustrates  a typical  presentation  of 
a premenarchal  child  with 
vulvovaginitis. 

Case  report 

A white  female  age  4 years  and  10 
months  presented  with  a history 
of  recurrent  vaginal  discharge. 
According  to  both  parents,  the 
discharge  had  been  intermittent 
since  she  was  2 years  old,  around 
the  time  of  potty-training.  The 


discharge  recently  had  increased 
in  quantity  and  had  become  yel- 
low-green in  appearance.  The 
discharge  was  associated  with 
symptoms  of  irritation,  resulting 
in  pain  on  urination  and  discom- 
fort wearing  clothes. 

The  mother  denied  any  no- 
ticeable changes  in  the  patient's 
eating,  sleeping  or  playing  behav- 
iors. She  said  her  daughter  had 
taken  several  rounds  of  oral  anti- 
biotics. Many  topical  antifungal 
creams  also  had  been  tried.  The 
child  became  resistive  to  any  of 
the  mother's  attempts  to  wash  the 
girl's  genital  area.  The  mother 
had  noticed  no  physical  changes 
suggesting  early  onset  of  puberty. 
She  was  not  aware  of  the  child's 
attempting  to  place  objects  in  her 
vagina  or  of  increased  episodes  of 
manipulating  or  rubbing  her  geni- 
tal area. 

The  mother  confirmed  that 


Figure  1:  Prepubertal  child  supine  in  frog-leg 
position. 
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Table 

■ 7 

Etiologic  factors  of  premenarchal  vulvovaginitis 

I. 

Bacterial 

VI.  Other  Viral  Illnesses 

A.  Nonspecific 

*1.  Molluscum 

1 . Poor  perineal  hygiene 

contagiosum  in  genital 

2.  Intestinal  parasitic  invasion 

area 

with  pruritus 

*2.  Condyloma  acuminata 

3.  Foreign  bodies 

*3.  Herpes  simplex  - 

4.  Urinary  tract  infections 
with  irritation 

type  II 

VII.  Physical /Chemical  Agents 

B.  Specific 

1.  Sandbox 

1.  Group  A:  B-hemolytic 

2.  Trauma 

Streptococcus 

3.  Bubble  bath 

2.  Streptococcus  pneumoniae 

3.  Haemophilus  influenzae/ 

4.  Other 

parainfluenzae 

VIII.  Allergic/skin  conditions 

4.  Staphylococcus  aureus 

1 . Seborrhea 

5.  Neisseria  meningitidis 

2.  Lichen  sclerosis  et 

6.  Escherichia  coli 

atrophicus 

7.  Shigella  flexneri/sonnei 

3.  Psoriasis 

8.  Other  enterics 

4.  Eczema 

*9.  Neisseria  gonorrhoeae 
*10.  Chlamydia  trachomatis 

5.  Contact  dermatitis 
IX.  Tumors 

II. 

*Protozoa  1-Trichomonas 

X.  Other 

III. 

Mycotic 

1.  Prolapsed  urethra 

1.  Candida-albicans 

2.  Other 

2.  Ectopic  ureter 
* sexually  acquired 

IV. 

Helminthiasis-Enterobius 

Vermicularis 

V. 

Viral/ Bacterial  Systemic  Illness 

1.  Chicken  pox 

2.  Measles 

3.  Pityriasis 

4.  Mononucleosis 

5.  Scarlet  fever 

6.  Kawasaki  disease 

the  birth  history  was  unremark- 
able and  said  she  had  taken  no 
medications  except  vitamins  and 
iron  while  she  was  pregnant.  The 
patient's  birth  weight  was  appro- 
priate at  7 pounds  12  ounces.  The 
mother  carried  the  baby  to  full 
term,  had  a normal  vaginal  deliv- 
ery and  went  home  within  three 
days  of  delivery.  The  mother 
verified  that  she  had  had  no  con- 
cern regarding  the  potential  of 
sexual  abuse.  The  mother  pro- 
vided care  for  the  child,  but  the 
girl  had  started  attending  pre- 
school two  half-days  per  week  a 
few  months  earlier.  The  patient 
lived  with  both  of  her  biological 
parents  and  her  5-month-old 
brother.  She  had  no  known  aller- 
gies or  history  of  constipation  and 
was  not  taking  any  medications. 
Her  weight,  height  and  vital  signs 
were  all  appropriate  for  age. 

Discussion 

In  the  evaluation  of  vulvo- 
vaginitis, a thorough  history 
should  be  taken  from  both  the 
parent  and,  if  old  enough,  the 
child.  Specific  emphasis  should 
be  on  the  onset  and  accurate  de- 
scription of  discharge,  associated 
symptoms,  past  illnesses,  prior 
antibiotic  therapy  or  other  medi- 
cines, along  with  recent  growth 
and  development,  potential 
trauma,  past  history  of  foreign 
bodies,  perineal  hygiene  and  the 
possibility  and/or  concern  regard- 
ing sexual  molestation.2 

A general  physical  examina- 
tion with  emphasis  on  sexual 
maturation  along  with  a thorough 
evaluation  of  external  genitalia 
should  be  performed.  The  exam 
requires  patience  and  gentleness. 
Furthermore,  an  internal  examina- 
tion is  usually  not  necessary  un- 
less there  is  concern  of  a foreign 
body,  vaginal  bleeding  or  a 
chronic,  unexplained  vaginal  dis- 


charge.43 

The  exam  usually  consists  of 
proper  positioning,  inspection  and 
gentle  probing  for  appropriate 
sampling  information  and  a 
rectoabdominal  exam.  In  the 
older  child,  the  conventional 
lithotomy  position  with  appropri- 
ate draping  is  best.  In  the 


younger  child,  the  frog-leg  posi- 
tion, supine  with  heels  together 
and  knees  apart  (Figure  1),  or  the 
knee-chest  position  without  drap- 
ing may  be  less  threatening  (Fig- 
ure 2).  The  physician  should  offer 
an  explanation  of  the  procedure 
and  words  of  reassurance  while 
performing  the  exam.  For  prepu- 


NDIANA  MEDICINE/May/June  1993 


237 


( \ 

Table  2 

Treatment  for  nonspecific  vulvovaginitis 

1.  Instruct  to  give  sitz  baths  twice  a day  with  warm  water  and  3 
tablespoons  of  baking  soda  for  10  to  15  minutes  for  seven  days. 

If  no  improvement,  needs  further  evaluation.  If  improved, 
continue  one  sitz  bath  per  day  indefinitely. 

2.  Review  wiping  (i.e.,  front  to  back  with  blotting  technique). 

3.  Use  white,  cotton-crotched  panties  with  frequent  changes. 

4.  Wear  loose  fitting  clothing. 

5.  Avoid  using  soap  locally  as  well  as  bubble  bath,  topical  wipes, 
sprays,  powders,  creams  or  ointments  unless  prescribed. 

6.  Avoid  rubbing  the  area,  as  natural  body  oils  that  protect  the  skin 
from  irritation  may  be  removed. 

7.  Launder  panties  with  normal  detergent  in  warm  water.  If  bleach 
is  needed  to  remove  stains,  double  rinse  panties. 

8.  Minimize  bath  time  in  contact  with  soap.  Use  soap  and 
shampoo  at  the  end  of  bath  time. 

V J 


bertal  children  under  the  age  of 
10,  the  presence  of  a parent  or 
guardian  is  helpful.4  5 

The  physician  should  inspect 
the  genitalia  for  presence  or  ab- 
sence of  pubic  hair,  size  of  the 
clitoris,  perineal  hygiene  and  the 
appearance  of  the  posterior 
fourchette  (friability,  erythema, 
abrasion,  tear,  laceration,  scar). 

The  vagina  is  best  visualized  by 
pulling  the  labia  laterally  and 
posteriorly  while  depressing  the 
perineum  with  both  thumbs  or 
gently  gripping  the  labia  majorum 
and  pulling  forward.  The  hy- 
menal shape,  the  size  of  its  open- 
ing and  any  discharge  should  be 
noted.45 

After  careful  inspection,  vagi- 
nal secretions  should  be  obtained 
for  appropriate  studies.  Several 
methods  can  be  used.  One 
method  is  to  insert  a cotton- 
tipped,  urethral  aluminum  swab, 
pre-moistened  with  non-bacterio- 
static saline,  into  the  vagina,  being 
careful  not  to  touch  hymenal 
edges.  Another  option  is  to  use  a 
plastic  or  glass  eye-dropper  with  4 
cm  or  5 cm  intravenous  plastic 
tubing.  After  inserting  a few 
drops  of  saline  into  the  vagina, 
aspiration  of  the  secretions  with 
this  tubing  may  be  performed.4'1’ 

Appropriate  studies  in  the 
evaluation  of  vulvovaginitis  are  a 
routine  vaginal  culture  along  with 
cultures  for  N.  Gonorrhoeae  and  C. 
trachomatis.  An  aluminum  cotton- 
tipped  urethral  swab  must  be 
used  when  obtaining  a sample  for 
a chlamydial  culture,  while  the 
aluminum  urethral  or  Calgi  swab 
may  be  used  for  obtaining  a 
sample  for  a gonorrhea  or  routine 
culture.  A wet  prep  is  optional 
but  may  be  helpful  in  looking  for 
trichomonas,  epithelial  cells,  white 
blood  cells,  red  blood  cells,  pin- 


worms  and  mycelia. 

The  rectoabdominal  exam 
should  conclude  the  procedure. 
The  finger  is  placed  in  the  rectal 
vault  and  swept  over  the  anterior 
wall  of  the  rectum  to  rule  out  any 
abdominal  masses  or  tumors,  ex- 
press vaginal  discharge  and  pal- 
pate for  possible  vaginal  foreign 
bodies.4,5 

In  diagnosing  premenarchal 
vulvovaginitis,  a wide  variety  of 
etiologies  should  be  kept  in  mind 
(Table  1).  The  most  common  diag- 
nosis is  nonspecific,  bacterial 
vulvovaginitis  secondary  to  poor 
perineal  hygiene.  The  vaginal 
culture  may  reveal  a predomi- 
nance of  coliform  bacterial  or  nor- 
mal vaginal  flora  with  the  wet 
mount  showing  many  white  blood 


cells.1  Xb 

Bacterial  vulvovaginitis  also 
may  be  secondary  to  bacteria  ac- 
quired from  self-inoculation  with 
pathogens  from  the  upper  respira- 
tory tract  and/or  gastrointestinal 
tract.  Specific  bacterial  vulvo- 
vaginitis is  common,  particularly 
for  children  in  day  care  or  pre- 
school. It  is  characterized  by  a 
vaginal  culture  revealing  an  or- 
ganism related  to  a specific  dis- 
ease process  with  a respiratory  or 
gastrointestinal  pathogen.  These 
bacteria  are  listed  in  Table  l. 

Treatment  protocols  are  stan- 
dard antibiotics  dictated  by  the 
specific  organism  isolated.  Other 
causes  may  include  mycotic  infec- 
tions (especially  with  a history  of 
preceding  antibiotic  therapy  or 
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uncontrolled  diabetes);  a variety 
of  viral  illnesses;  physical,  chemi- 
cal and  allergenic  agents;  skin 
conditions;  tumors;  and  urologic 
problems,  such  as  a prolapsed 
urethra  or  an  ectopic  ureter.1'3-6'8 
The  irritation  of  rubbing  from 
intestinal  parasite  and/or  from 
vaginal  foreign  bodies  and/or 
from  urinary  tract  infections  may 
result  in  inflammation  and  a sec- 
ondary skin  infection. 

Etiologies  of  sexually  trans- 
mitted diseases  are  indicated  in 
Table  1 and  are  presumed  evi- 
dence of  abuse.1'3-6'8  Trichomonas 
is  listed  in  the  differential  of 
premenarchal  vulvovaginitis,  but 
it  does  not  generally  occur,  even  if 
exposed,  unless  the  child  is  puber- 
tal with  some  endogenous  estro- 
gen production. 

Management  of  nonspecific 
vulvovaginitis 

Once  the  diagnosis  is  made,  treat- 
ment is  aimed  at  the  specific  cause 


and  may  include  antibiotics  but 
certainly  supportive  care.  This 
article  discusses  the  management 
of  nonspecific  bacterial  vulvo- 
vaginitis since  it  is  the  most  com- 
mon form.  Appropriate  treatment 
is  given  in  Table  2.  If  the 
vulvovaginitis  continues  despite 
this  therapy,  a more  thorough 
evaluation  will  be  necessary  with 
the  potential  need  for 
vaginoscopy  under  anesthesia. 

Conclusion 

This  article  has  reviewed  the 
evaluation  of  premenarchal 
vulvovaginitis  including  history, 
exam,  etiologies  and  management 
of  the  most  common  type.  Physi- 
cians should  be  able  to  evaluate, 
diagnose  and  treat  most  cases.  □ 

Dr.  Blythe  is  associate  professor 
of  pediatrics  at  the  Indiana  Univer- 
sity School  of  Medicine,  and  Dr. 
Thompson  is  a pediatrician  in  private 
practice  in  Noblesville. 


Correspondence:  Lisa  Thompson, 
M.D.,  210  Lakeview  Drive, 
Noblesville,  IN  46060. 
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■ drug  names 


Look-alike  and  sound-alike 

drug  names 

LONITEN 

LOXITANE 

Category: 

Antihypertensive 

Antipsychotic 

Brand  name: 

Loniten,  Upjohn 

Loxitane,  Lederle 

Generic  name: 

Minoxidil 

Loxapine 

Dosage  forms: 

Tablets 

Capsules,  concentrate, 
injection 

ISMO 

DMSO 

Category: 

Antianginal 

Urinary  tract  product 

Brand  name: 

ISMO,  Wyeth-Ayerst 

Rimso-50,  Research 
Industries 

Generic  name: 

Isosorbide  mononitrate 

DMSO  (Dimethyl 
sulfoxide) 

Dosage  forms: 

Tablets 

Solution 

Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

X_/ook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scriber.  Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 
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■ physicians'  directory 


CARDIOLOGY 

- DIAGNOSTIC  & INTERVENTIONAL 

NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 

William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

providing 

Cardiology  & Cardiac  Catheterization 

Cass  A.  Pinkerton,  M.D. 

Transesophageal  Echocardiography 

James  W.  Van  I assel,  M.D. 

Stress  Echocardiography 

Dennis  K.  Dickos,  M.D. 

Doppler  & Echocardiography 

John  D.  Slack,  M.D. 

Exercise  Stress  Testing 
Coronary  Angioplasty 

Charles  M.  Orr,  M.D. 

Nuclear  Cardiology 

Jane  Howard,  M.D. 

Pacemaker  Surveillance 

James  H.  Adlam,  M.D. 

Holter  Monitoring 
Percutaneous  Valvuloplasty 

V.  Michael  Bourmque,  M.D. 

Electrophysiology  Testing 

Prank  J.  Creen,  M.D. 

Coronary  Atherectomy 

Nancy  A.  Branyas,  M.D. 

Myocardial  Biopsy 

Charles  P.  Taliercio,  M.D. 

Automatic  Implantable 
Cardioverter  Defibrillator 

Bruce  P.  Waller,  M.D. 

A-V-Node  Ablation 

Thomas  F.  Peters,  M.D. 

Signal  Averaged  Electrocardiography 

Lawrence  E.  Gering,  M.D. 

Nutrition  Services 
Cardiac  Rehabilitation 

Edward  1 .A.  Pry,  M.D. 

Tilt  Table  Testing 

James  B.  Hermiller,  M.D. 

Permanent  Pacemaker  Implantation 

Office:  317-871  -6666 

With  additional  offices 

Suite  400 

1-800-732-1482 

located  in: 

St.  Vincent  Professional  Building 

1-800-CHD-PTCA 

Anderson  .Brazil 

8402  Harcourt  Road 

1-800-CAD-PTCA 

Carmel  • Kokomo 

Indianapolis,  Indiana  46260 

FAX:  317-871-6019 

Marion  • Terre  Haute 

THE 

HEART  CENTER  OF 

INDIANA 
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■ physicians'  directory 


CARDIOLOGY 


A new  era  in  heart  care  has  begun 


Now  open 


The 


Heart 


Center 

of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng.  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  W.  Jefferson  Blvd. 
Fort  Wayne.  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne.  IN  46802 
(219)  422-2538 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


-800-777-2297 
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■ physicians'  directory 


CARDIOLOGY 


Indiana 

Heart 

Physicians, 

Inc. 


Physicians 

H O Hickman,  Jr.,  M.D  , FACC 
Thomas  M Mueller,  M D , FACC 
J.  Douglas  Graham  III,  M D , FACC 
Kathleen  H,  Flohr,  M.D.,  Ph  D.,  FACC 
Jeffrey  L.  Christie,  M D , FACC 
Stephen  H Kliman,  M D , FACC 
Thomas  C.  Passo,  M D , FACC 
Emily  A Diltz.  M D.,  FACC 
John  E.  Batchelder,  M D , FACC 
Mark  D Cohen,  M.D  , FACC 
William  J.  Berg,  M D , FACC 
Thomas  D.  Hughes,  D O , FACC 
George  E Revtyak,  M.D  , FACC 
Jeffrey  R Mossier,  M.D. 

Irwin  Labin,  M D , FACC 

at  Columbus 

David  J,  Hamilton,  M.D  , FACC 
Kevin  C.  Preuss,  M D.,  FACC 

providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center 317-781-3636 

Toll  Free  (Nationwide)  800-992-2081 

Consulting  Offices  at: 

Greenwood  • Shelbyville  • Martinsville 

Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Columbus 

Office 812-379-2020 

Toll  Free  (Indiana) 800-331-4765 


Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephomc  Pacemaker  Analysis 

Nonmvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 


242 


INDIANA  MEDICINE/May/June  1993 


■ physicians'  directory 


CARDIOLOGY 


Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 
Don  B.  Ziperman,  M.D.,  F.A.C.C. 
Bradley  A.  Weinberg,  M.D. 

are  pleased  to  announce  the  association  of 

Richard  A.  Hahn,  M.D. 

for  the  practice  of  cardiology. 


• Cardiology  & Cardiac  Catheterization 

• Coronary  Angioplasty 

• Laser  Angioplasty 

• Coronary  Atherectomy 

• Echocardiography 

• Transesophageal  Echocardiography 

• Color  Flow  Imaging 


• Nuclear  Cardiology 

• Stress  Testing 

• Holter  Monitoring 

• Pacemaker  Surveillance 

• Permanent  Pacemaker  Implantation 

• Evaluation  of  Cardiac  Risk  Factors 

• Cardiac  Rehabilitation  Program 


East  Location 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office~(317)  355-1500 
Referring  Physician  Line~(317)  355-1100 


North  Location 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office~(317)  841-5385 
Referring  Physician  Line~(317)  841-5386 


M. 
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CARDIOLOGY 


DERMATOPATHOLOGY 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Diseases 

Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Diseases  and  Advanced  Achievement 
in  Internal  Medicine 


providing 
Cardiology 
Electrocardiogram 
Exercise  Stress  Testing 
Doppler  & 

Echocardiography 

Stress 

Echocardiography 
Holter  Monitoring 


703  Chapel  Pike 
Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 


Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


DERMATOPATHOLOGY  LABORATORY,  INC. 


Larry  J.  Buckel,  M.D.  Howard  R.  Cray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 

m 

Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 


DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  medicine. 

For  rates,  write  or  call  Indiana  medicine, 

322  Canal  Walk,  Indianapolis,  IN  46202-3252, 

322  Canal  Walk,  Indianapolis,  IN  46202-3252, 

(317)  261-2060  or  1-800-257-ISMA. 

(317)  261-2060  or  1-800-257-ISMA. 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 


Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients  in 
Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

BEECH  GROVE 

CRAWFORDSVILLE 

DANVILLE 

GREENCASTLE 

GREENSBURG 

KOKOMO 

LEBANON 

SURGERY  CENTER 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 


VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

7439  Woodland  Drive,  Indianapolis,  IN  46278 


1 Member,  American  Society 

V / of  Plastic  and  Reconstructive  Surgeons 


317-328-1100 
1-800-332-3943 
FAX:  317-328-6948 


Wally  Zollman  M.D.,  F.A.C.S.,  Twatchai  Yamcharern  M.D.,  F.A.C.S.,  Richard  S,  Troiano  M.D.,  F.A.C.S.,  H.  Marshall  Trusler,  M.D.,  F.A.C.S. 


PLASTIC  SURGERY 


MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Stephen  W.  Perkins,  md.facs 

• William  R.  Nunery,  md.fac.s 

• Ronald  T.  Martin,  M.D 

• A.  Michael  Sadove,  m.d,  fac.s 


Facial,  Ophthalmic  & General 
Plastic  Surgery  • Anesthesiology 

Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

"Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1 -800-257-ISM A. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP 
CHRIS  C.  NAUM,  M.D. 


MICHAEL  R.  NIEMEIER,  M.D..  FCCP 
THOMAS  Y.  SULLIVAN,  M.D. 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


ROBERT  W.  WELLER,  M.D.,  FCCP 
PATRICK  E.  WRIGHT,  M.D.,  FCCP 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS:  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


1 

I 

ALCOHOLISM  TREATMENT 

BREAST  DISEASES 

1 1 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 


<s> 


Anderson  Center 


of  Saint  John  s 

22  fO  Jackson  Street 
Anderson,  Indiana  46016 


1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 
Separate  Programs  for  Adolescents  and  Adults 
• Free  Assessment  and  Intervention 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 


Diagnosis 
Consultation 
Risk  assessment 
Surgical  Oncology 
of  the  breast 


(317)  872-9580 
8330  Naab  Road,  Suite  213 
Indianapolis,  IN  46260 

Appointment  by  referral 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm  Alley.  M.D.,  FACP 
George  W.  Applegate,  M.D 
Richard  Bloch,  M.D. 

Charles  B Carter,  M D 
William  H Dick,  M.D  . FACP 
Theodore  F Hegeman.  M.D 


Douglas  F.  Johnstone,  M.D 
Wendy  L.  Kindig,  M D 
LeRoy  H King,  Jr  , M D FACP 
Barry  F.  Krieble,  M.D 
Mary  A.  Margolis,  M D 
Tim  E Taber,  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 


DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 


For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE.  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


HAND  SURGERY 


HAND  SURGERY 


JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Dlplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 


SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof  Bldg 

3417  S Sherman  Dr  , Suite  F 1550  E County  Line  Rd  , Suite  315 

Beech  Grove.  IN  46107  Indianapolis.  IN  46227 

(31  7)  783-1 319  (31  7]  888-0004 
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PSYCHIATRY 


You  Don 't  Have  to  Be  Sick  to  Get  Better 

O 

The  Davis  Psychiatric  Clinic,  Inc. 

Child,  Adolescent,  Adult,  Geriatric,  Marital,  Sexual,  Forensic,  Substance  Abuse,  Consultant  Sendee  and 

Psychological  Testing  and  Evaluation 

Larry  Davis,  M.D. 

Judith  Campbell  M.D. 

R.  Peter  Mohlman,  M.D. 

William  E.  Murray,  M.D. 


1431 N.  Delaware  263-5200 
Child  and  Adolescent  263-520-1 


North  Side  Office 

11075  N.  Pennsylvania  571-6011 

24  Hour  Emergency  63 1 -3466 


PSYCHIATRY 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 


of  Saint  John's 

22 10  Jockson  Street 
Anderson.  Indiana  46016 


1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  A milable 

North:  St.  Vincent’s  Professional  Bldg.,  Suite  726,  Indianapolis 
Tuesday,  Thursday  & Friday  • 317-871-6000 
South:  Community  South  Professional  Bldg.,  Suite  M,  Indianapolis 
Monday  & Wednesday  • 3 1 7-887-7790 
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PERIPHERAL  VASCULAR  SURGERY 


sy  VASCULAR  SURGERY,  P.C. 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  336-6413 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  581-6020 


The  Vascular  lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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\kscitlar_z 

Diagnostics 

Mobile 

^Ion-invasive 

~ Testing 


Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Sajjad  M.  Hussain,  M.D. 
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ASTHMA  & ALLERGY 

ORTHOPAEDIC  SURGERY 

FRANK  WU,  M.D. 

DIPLOMATE, 

# 


AMERICAN  BOARD 
OF  ALLERGY  & 
IMMUNOLOGY 


St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317)  872^1213 


Professional 
Orthopedics,  Inc, 

James  L Kaiser,  m.D 


1400  North  Ritter  #320 

82nd  S Shadeland 

If  No  Answer  Call  


• ORTHOPAEDIC  SURGERY 

• JOINT  REPLACEMENT 

• BACK  SURGERY 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

1400  North  Ritter  #320 
Indianapolis,  IN  4621 9 

(317)  355-1600 

OFFICE  ANSWERS  DAY  S NIGHT 

355-1600 

355-1600 

631-3466 


COMPREHENSIVE  REHABILITATION 


We’re  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 


Our  60-bed  hospital  features  sophisticated 
high-tech  equipment,  a total  barrier-free 
environment  and  highly  trained  therapists. 
Give  us  a try.  Your  patients  and  you  wall  be 
KokomO  P^easetl  with  the  results. 

Rehabilitation 


- William  J.  Lester,  MD. 
Medical  Director 


Hospital 


A Continental  Medical  Systems  Facility 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injury  • Spinal  Cord  Injury  • Amputation  • Orthopedic  Disorders 
Neurological  Disorders  • Ventilator  Weaning  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


o 

Joint  Commission 

on  Accreditation  ol  Healthcare  Organizations 


For  Referral  or  Admission 
Information 
1-800-886-LIFE 
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ONCOLOGY  — HEMATOLOGY 


INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Slrccl  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany-  Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Central  Office  Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of Historic  Places 
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RADIATION  ONCOLOGY 


^Therapy 


Physicians: 

ROGER  ROBISON 
TAE  CHUNG 
ED  DVORAK 


Radiation  Oncology  Services  for  Southwest  Indiana 


VINCENNES 
Good  Samaritan  Hospital 

(812)  885-3939 


BRAZIL 

Clay  County  Hospital 

(812)  448-2675 


ROGER  ROBISON,  M.D.,  F.A.C.P.  TAE  CHUNG,  M.D.  ED  DVORAK,  M.D. 

M.D.  Anderson,  Chicago  Hines,  V.A.,  U.T.M.B.  Galveston, 

1980  1976  1974 


24-Hour  Consultation  - 812-331-8018 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

DEVDAS  SHETH,  M.D. 


Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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TRANSPLANTATION 


Heart  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 
Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D- 

Transplantation  offers  patients 

Program  Cardiologist:  Douglas  Pitts,  M.D. 

with  end-stage  organ  disease  their  only 

Kidney  Transplantation 
Pancreas  Transplantation 

Surgical  Director:  Brian  Haag,  M.D. 

opportunity  for  true  rehabilitation... 

Surgeons:  Larry  Stevens,  M.D., 

Dale  A.  Rouch,  M.D. 

Program  Nephrologist:  Charles  Carter,  M.D. 

Lung  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 
Program  Pulmonologist: 

Michael  Niemeier,  M.D. 

Methodist  Transplant  Center 

24-hour  referral:  800  772-7788 

Liver  Transplantation 

Surgical  Director:  Dale  A.  Rouch,  M.D. 
Surgeons:  Larry  Stevens,  M.D., 

Brian  Haag,  M.D. 

Program  Pediatric  Gastroenterologist: 

Susan  Maisel,  M.D. 

Program  Hepatologist:  Stephen  C.  Pappas,  M.D. 

Bone  Marrow  Transplantation 

Co-Director:  Luke  Akard,  M.D. 
Co-Director:  Jan  Jansen,  M.D.,  Ph.D. 

M Methodist 
HHospital,i.,,:, 

Corneal  Transplantation 

Surgical  Director:  Stephen  Johnson,  M.D. 

Tissue/Bone  Bank 

Surgical  Director:  David  A.  Fisher,  M.D. 

The  Difference  is  Experience 

P.O.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 
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■ physicians'  directory 


ORTHOPAEDIC  SURGERY 


A H O O S I E R 
TRADITION 
SINCE  1962 


ORTHOPAEDICS  INDIANAPOLIS 


“Celebrating  Three  Decades 
of  Orthopaedic  Excellence” 


DonaldS  Blackwell,  M D 
F R Bhueckmann,  M D.,  F A C S. 
Anthony  R Lasich,  M D 
William  0.  Irvine,  M D 
Joseph  C Randolph,  M D 
Donald  E Russell,  M.D. 

Mark  R Stevens,  M D 
Terry  R Trammell,  M D 
Andrew  J.  Vicar,  M D 
Vincent  L Fragomeni,  M D 
John  K Schneider.  M D 
Joseph  R Baele,  M D 
Sanford  S.  Kunkel,  M D 
David  A Fisher,  M D 
D Kevin  Scheid,  M D 
Michael  F Coscia,  M D 
Dean  C Maar,  M D 
David  S.  Brokaw,  M D 
Henry  G.  Stein,  M.D  , F A C S 
Orthopaedic  Surgeons 

Robert  C Gregori,  M D 
Physical  Medicine  8 Rehabilitation 

Joint  Reconstruction 
Trauma 

Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
& Deformity  Correction 

Orthopaedics  Indianapolis 
1801  N Senate,  Suite  200 
Indianapolis,  IN  46202 

317-923-5352 
1-800-223-3381 
FAX:  317-924-01 15 

Indianapolis* 

Zionsville*  Danville 
Speedway  *Greencastle 
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isma  leadership 


OFFICERS 

President  - William  H.  Beeson, 
Indianapolis 

Pres. -elect  - William  C.  Van  Ness  II, 
Summitville 

Immediate  Past  Pres.  - C.  Dyke  Egnatz, 
Schererville 

Executive  Director  - Richard  R.  King, 
Indianapolis 

Treasurer  - John  A.  Bizal,  Evansville 
Asst.  Treasurer  - Timothy  Brown, 
Crawfordsville 

Speaker  - William  E.  Cooper,  Columbus 
Vice  Speaker  - Peter  Winters,  Indianapolis 

EXECUTIVE  COMMITTEE 

•William  H.  Beeson,  Indianapolis 
William  C.  Van  Ness  II,  Summitville 
C.  Dvke  Egnatz,  Schererville 
Jerome  Melchior,  Vincennes 
John  A.  Bizal,  Evansville 
Timothy  Brown,  Crawfordsville 
Alfred  Cox,  South  Bend 
John  Thomas,  Fort  Wayne 
William  E.  Cooper,  Columbus 
Peter  Winters,  Indianapolis 

TRUSTEES  (Terms  end  in  October) 
District 

I - Bruce  Romick,  Evansville  (1995) 

*2  - Jerome  E.  Melchior,  Vincennes  (1993) 

3 - Gordon  L.  Gutmann,  Jeffersonville 

(1994) 

4 - Arthur  C.  Jay,  Lawrenceburg  (1995) 

5 - Fred  E.  Haggerty,  Greencastle  (1993) 

6 - Rav  Haas,  Greenfield  (1994) 

7 - Ronald  Blankenbaker,  Indianapolis 

(1995) 

7 - John  M.  Records,  Franklin  (1993) 

7 - Bernard  Emkes,  Indianapolis  (1994) 

8 - John  V.  Osborne,  Muncie  (1993) 

9 - Stephen  Tharp,  Frankfort  (1994) 

10  - Frank  Sturdevant,  Valparaiso  (1995) 

II  - Jack  W.  Higgins,  Kokomo  (1993) 

12  - John  R.  Thomas,  Fort  Wayne  (1994) 

13  - Alfred  C.  Cox,  South  Bend  (1995) 

RMS  - Clint  E.  Myers,  Indianapolis  (1993) 
MSS  - Paul  Forman,  Indianapolis  (1993) 
•Chairman 

ALTERNATE  TRUSTEES 
(Terms  end  in  October) 

District 

1 - Barney  R.  Maynard,  Evansville  (1994) 

2 - James  P Beck,  Washington  (1995) 

3 - John  H.  Seward,  Bedford  (1995) 

4 - Lawrence  R.  Bailey  Jr.,  Aurora  (1994) 

5 - Roland  M.  Kohr,  Terre  Haute  (1994) 


6 - Howard  C.  Deitsch,  Richmond  (1995) 

7 - Frank  Johnson,  Indianapolis  (1994) 

7 - Paula  Hall,  Mooresville  (1995) 

7 - Ronald  Stegemoller,  Danville  (1993) 

8 - Susan  K.  Pyle,  Union  City  (1994) 

9 - Daniel  Berner,  Lafayette  (1995) 

10  - Tom  Brubaker,  Munster  (1994) 

11  - Laurence  K.  Musselman,  Marion 

(1995) 

12  - Joseph  Mantheiy,  Bluffton  (1995) 

13  - Richard  J.  Houck,  Michigan  City 

(1994) 

RMS  - Carla  Brumbaugh,  Indianapolis 
(1993) 

MSS  - Scott  Hollingsworth,  Indianapolis 
(1993) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1993) 

John  D.  MacDougall,  Beech  Grove  (1993) 
Edward  Langston,  Indianapolis  (1993) 
John  A.  Knote,  Lafayette  (1994) 

Shirley  Khalouf,  Marion  (1994) 

George  T.  Lukemeyer,  Indianapolis  (1994) 

AMA  ALTERNATE  DELEGATES 
(Terms  end  Dec.  31) 

John  Thomas,  Fort  Wayne  (1993) 

Michael  O.  Mellinger,  LaGrange  (1993) 
George  Rawls,  Indianapolis  (1993) 

Max  N.  Hoffman,  Covington  (1994) 

C.  Dyke  Egnatz,  Schererville  (1994) 

Alfred  Cox,  South  Bend  (1994) 

DISTRICT  OFFICERS  & MEETINGS 

1 - Pres:  Gregory  Hindahl,  Jasper 

Secy:  Mariellen  Dentino,  Evansille 
Annual  Meeting:  May  20,  1993 

2 - Pres:  Bill  Vaughn,  Vincennes 

Secy:  Mike  Kelly,  Vincennes 
Annual  Meeting:  May  13,  1993 

3 - Pres:  John  Norton,  Corydon 

Secy:  Rashidul  Islam,  New  Salisbury 
Annual  Meeting:  May  19,  1993 

4 - Pres:  Manuel  Garcia,  Batesville 

Secy:  David  Welsh,  Batesville 
Annual  Meeting:  May  5,  1993 

5 - Pres:  Paul  Houston,  Brazil 

Secy:  Rahim  Farid,  Brazil 
Annual  Meeting:  May  27,  1993 

6 - Pres:  William  Toedebusch,  Richmond 

Secy:  Helen  Steussy,  New  Castle 
Annual  Meeting:  May  12,  1993 

7 - Pres:  Ronald  Stegemoller,  Danville 

Secy:  Craig  Moorman,  Franklin 
Annual  Meeting:  June  30,  1993 

8 - Pres:  Gordon  M.  Hughes,  Muncie 

Secy:  Gerard  T.  Costello,  Muncie 


Annual  Meeting:  June  2,  1993 
9 - Pres:  Thomas  A.  Mabel,  Noblesville 
Secy:  Stephen  D.  Tharp,  Frankfort 
Annual  Meeting:  June  9,  1993 

10  - Pres:  Filemon  P.  Lopez,  Dyer 

Secy:  Barron  M.  Palmer,  Hammond 
Annual  Meeting:  June  16,  1993 

1 1 - Pres:  Brian  Doggett,  Delphi 

Secy:  Jack  Higgins,  Kokomo 
Annual  Meeting:  Sept.  15,  1993 

12  - Pres:  William  Aeschliman,  Fort 

Wayne 

Secy:  Joseph  Mantheiy,  Bluffton 
Annual  Meeting:  Sept.  16,  1993 

13  - Pres:  Michael  Deery,  Culver 

Secy:  John  W.  Schurz,  South  Bend 
Annual  Meeting:  Sept.  8,  1993 

COMMISSION  CHAIRMEN 

Constitution  amt  Bylaws 

Helen  E.  Czenkusch,  Indianapolis 
Legislation 

Michael  O.  Mellinger,  LaGrange 
Physician  Assistance 

Robert  Nelson,  South  Bend 
Medical  Services 

Dallas  E.  Coate,  Lebanon 
Medical  Education 

James  E.  Carter,  Indianapolis 
Sports  Medicine 

George  Underwood,  Lafayette 

COMMITTEE  CHAIRMEN 

Medical  Malpractice  (Ad  Hoc) 

George  T.  Lukemeyer,  Indianapolis 
Grievance 

Richard  B.  Schnute,  Indianapolis 
Indiana  Medical  Foundation 

Frank  B.  Ramsey,  Indianapolis 

ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 
Adele  Lash,  Director  of  Operations/ 
Communications 

Mike  Abrams,  Director  of  Marketing/ 
Legislation 

Ronald  Dyer,  General  Counsel 
Susan  Grant,  Executive  Assistant 
Richard  Ryan,  Field  Services  (Northern) 
Bob  Sullivan,  Field  Services  ( Central ) 

Janna  Kosinski,  Field  Services  (Southern) 
Barbara  Walker,  Practice  Management 
Consultant 

Jan  Hubbard,  Practice  Management 
Consultant 

Tom  Martens,  Members  Health  Insurance 
Tina  Sims,  Indiana  medicine 
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Over  50  Physicians 
Have  Chosen  Our 
Special  Way  Of  Life. 


You  could,  too. 

vjince  1917,  Caylor-Nickel  Clinic  has  maintained  a 
reputation  of  excellence.  Not  only  in  state-of-the-art  diagnosis  and 
treatment  but  also  excellence  in  our  physicians’  professional  and 
personal  lifestyles. 

As  a Caylor-Nickel  physician,  you  will  benefit  from  the  many  advan- 
tages of  group  practice.  Built  in  referrals  and  the  group’s  tradition  help 
maximize  your  income.  No  investment  is  required.  Experienced  busi- 
ness administrators  are  in  place  to  handle  all  of  your  management 
headaches.  We  do  it  all.  Plus,  large  groups  will  more  easily  survive  the 
continual  changes  expected  in  the  delivery  of  health  care. 

Over  50  physicians  will  be  available  for  consultations  and  call  coverage. 
Also  housed  in  the  Clinic  complex  is  Caylor-Nickel  Medical  Center,  a 
150  bed  hospital.  Handling  rounds  and  emergencies  will  no  longer 
disrupt  your  schedule. 

Our  package  includes  a competitive  salary  guarantee  plus  productivity 
bonuses,  paid  malpractice  insurance,  a company  car,  vacation  and  CME 
days,  free  medical  care  for  your  entire  family,  dental,  prescription, 
$300,000  term  life  insurance,  disability  insurance  and  much  more. 

Caylor-Nickel  is  situated  in  Bluffton,  about  30  minutes  south  of 
Indiana’s  second  largest  city,  Fort  Wayne.  In  1991,  Bluffton  was 
awarded  the  first  ever  “Most  Outstanding  Community  of  the  Year”  by 
the  Indiana  Chamber  of  Commerce.  You  can  enjoy  a quiet  country 
lifestyle  while  taking  advantage  of  the  “Big  City’’  only  30  minutes  away. 

Because  of  increased  patient  volume,  Caylor-Nickel  has  practice  oppor- 
tunities available  for  rhe  following  doctors: 


•Internal  medicine 
•Pediatrics 
•Family  Practice 
•Invasive  Cardiology 


•Otolaryngology 

•Anesthesiology 

•Ophthalmology 

•Gastroenterology 


To  receive  a recruitment  packet  and  video,  call  Gregg  A.  Kurtz,  CPC. 
He’ll  give  you  more  choice  information  about  Caylor-Nickel’s  special 
way  of  life. 

Caylor-Nickel  Clinic,  P.C. 

One  Caylor-Nickel  Square  • Bluffton.  Indiana  • 46714 
1-800/756-2663 
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Bfrom  the  museum 


Oren  Cooley 
Indianapolis 

The  trephine,  or  trepan,  that 
medical  practitioners  used  during 
the  1800s  to  remove  bone  sections 
from  the  skull  has  changed  exten- 
sively since  its  conception. 

The  earliest  trepans  consisted 
of  a sharp  piece  of  flint  or  obsid- 
ian, which  primitive  man  used  to 
scrape  apertures  of  various  sizes 
in  the  skull.  Performed  in  con- 
junction with  religious  ceremo- 
nies, this  procedure  was  believed 
to  create  an  exit  for  disease  de- 
mons or  evil  spirits. 

In  ancient  civilizations,  medi- 
cal practitioners  used  trepans  in 
circumstances  devoid  of  ceremo- 
nial ritual.  The  surgeon  employed 
the  instrument  to  relieve  head- 
aches, to  cut  away  badly  shattered 
parts  of  a skull  fracture  and,  later, 
to  reduce  the  pressure  of  a hemor- 
rhage or  a tumor. 

The  ancient  Greeks  initially 
performed  trepanation  by  using  a 
terebra,  a drill  that  consisted  of  a 
sharp-pointed  shaft.  The  surgeon 
operated  the  terebra  by  placing 
and  then  turning  a thong  or  bow 
around  this  shaft. 

With  the  terebra,  the  surgeon 
made  small  holes  in  a circle 
around  the  piece  of  bone  slated 
for  removal.  After  completing 
this  phase,  the  interspace  between 
each  hole  was  broken  by  a scalpel. 

The  Greeks  devised  the 
terebra  serrata,  a conical  piece  of 
metal  with  a circular  serrated 
edge  at  its  base.  Using  the  center 
pin  of  this  instrument  to  help 
engage  the  skull,  the  surgeon 
rolled  the  instrument's  cylindrical 
handle  between  his  palms  to  cut 
the  circular  groove  in  the  skull. 

By  the  1500s,  the  trepan  con- 
sisted of  a cylindrical  saw  affixed 
to  a brace  or  drill-stock  handle. 
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which  the  surgeon  turned  in  the 
same  manner  that  a carpenter 
turned  a wimble. 

During  the  late  1500s,  the 
surgeon  Fabricius  ab 
Aquapendente  (1537-1619)  de- 
vised the  trephine  - a trepan  on 
which  the  handle  occurs  at  right 
angles  to  the  shaft.  The  triangular 
shape  that  resulted  from  this  con- 
figuration provided  the  new  name 
for  this  instrument. 

In  1798,  Savigny,  a British 
company  that  manufactured 
medical  instruments,  described 
the  trephine  as  "a  cylindrical  saw 
with  a smooth  drum,  the  barrel  of 
which  is  inserted  into  the  handle 
direct."  The  company's  catalog 
also  noted,  "The  pin  has  fine  teeth 
with  no  gaps  and  runs  in  a slot  in 
the  barrel,  being  regulated  by  a 
binding-screw  and  plate." 

This  construction,  however, 
still  allowed  bone  dust  to  clog  the 
instrument  during  its  operation. 


Physicians  by  the  1800s  typically 
used  the  trephine  to  remove 
bone  sections  from  the  skull  to 
reduce  the  pressure  associated 
with  an  underlying  hemorrhage 
or  brain  tumor. 


In  1801,  Scottish  surgeon  Ben- 
jamin Bell  (1749-1806)  resolved 
this  problem  when  he  introduced 
a trephine  with  teeth  arranged  in 
three  groups  of  nine,  allowing 
gaps  to  prevent  clogging. 

In  the  1800s,  the  surgeon  typi- 
cally exposed  the  skull  during 
trephination  by  opening  a flap  of 
the  scalp  and  pushing  back  the 
periosteum  with  a raspatory  or 
scraping  instrument.  After  using 
a perforator  to  make  a pilot  hole, 
the  surgeon  then  extended  the 
trephine's  center  pin  1/16  of  an 
inch  beyond  the  instrument's 
teeth  and  placed  the  center  pin 
into  the  pilot  hole. 

Rotating  the  trephine  from  left 
to  right,  the  surgeon  cut  a groove 
of  a sufficient  depth  to  hold  the 
instrument  in  place  and  retracted 
the  center  pin  to  prevent  damage 
to  the  dura  mater  or  other  soft 
tissues.  Inward  and  downward 
pressure  on  the  trephine's  handle 
was  used  to  complete  the  incision. 

The  surgeon,  however,  experi- 
enced difficulty  cleaning  the  tre- 
phine with  a retractable  center  pin 
because  blood  and  other  matter 
could  enter  the  instrument's  hol- 
low shaft.  Although  a trephine 
that  allowed  the  separation  of  all 
its  parts  existed  by  the  late  1800s, 
the  surgeon  typically  reserved  the 
trephine  for  critical  cases  since  the 
procedure's  mortality  rate  often 
exceeded  50%.  □ 

Sources:  Antique  Medical  In- 
struments (1979)  by  Elisbeth 
Bennion;  The  History  and  Evolution 
of  Surgical  Instruments  (1942)  by 
Dr.  C.J.S.  Thompson;  and  The 
Mechanics  of  Surgery  (1899)  by 
Charles  Truax. 


Oren  Cooley  is  the  director  of  the 
Indiana  Medical  History  Museum  in 
Indianapolis.  For  information,  call 
(317)  635-7329. 
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Turn  of  the  century 
trephine  for  cranial  surgery 
and  tonsillotome  for 
removing  tonsils. 


We’ve  been  defending 
doctors  since 
these  were  the 
state  of  the  art. 


These  instruments  were  the  best  available  at 
the  turn  of  the  century.  So  was  our  professional 
liability  coverage  for  doctors.  In  fact,  we 
pioneered  the  concept  of  professional 
protection  in  1899  and  have  been  providing 
this  important  service  exclusively  to  doctors 
ever  since. 


You  can  be  sure  we’ll  always  offer  the  most 
complete  professional  liability  coverage  you 
can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 
For  more  information  about  Medical 
Protective  coverage,  contact  your  Medical 
Protective  Company  general  agent. 


'JILLS 


f am  ccj-v  r,  P ucy  e at*  i*  t » si  Codr  wir 


Robert  B.  Newell,  J.  Barton  Lyon 
Suite  240,  2260  Lake  Avenue,  P.O.  Box  5174 
Fort  Wayne,  IN  46895 
(219)  422-4783 


Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer 
6100  North  Keystone  Avenue,  Suite  237  RO.  Box  20576 
Indianapolis,  IN  46220 
(317)  255-6525 


cme  calendar 


Indiana  University 

The  Indiana  University  School  of 

Medicine  will  sponsor  these 

courses: 

May  19-20-  28th  Annual  Indiana 
Multidisciplinary 
Child  Care  Confer- 
ence, Omni  North 
Hotel,  Indianapolis. 

May  20-22-  1993  Contemporary 
Issues  in  Total  Hip  & 
Knee  Replacement, 
University  Place 
Conference  Center, 
Indianapolis. 

June  11-12-  76th  Annual  Meeting 
and  Scientific  Semi- 
nar of  the  Indiana 
Academy  of  Oph- 
thalmology, Univer- 
sity Place  Conference 
Center,  Indianapolis. 

July  8-17  - 78th  Annual 
Anatomy  and 
Histopathology  of 
the  Head  and  Neck 
and  Temporal  Bone, 
University  Place 
Conference  Center, 
Indianapolis. 

July  30-  - Minimally  Invasive 

Aug.  1 Surgery  and  Its 

Complications,  Uni- 
versity Place  Confer- 
ence Center,  India- 
napolis. 

Sept.  7-8  - Current  Issues  in 

Perinatal  Care,  Uni- 
versity Place  Confer- 
ence Center,  India- 
napolis. 

Sept.  7-11  - Fourth  Annual  Com- 
prehensive Transtho- 
racic and  Transab- 
dominal Fine  Needle 
Aspiration  Biopsy 
Cytology,  University 
Place  Conference 
Center,  Indianapolis. 

Sept.  24  - Clinical  Taboratory 

Improvement 


Amendments:  How 
to  Play  the  Game 
with  the  New  Rules, 
University  Place 
Conference  Center, 
Indianapolis. 

Sept.  30  - Update  on  Manage- 

ment of  HIV  Infec- 
tion, University 
Place  Conference 
Center,  Indianapolis. 

For  more  information,  call 
(317)  274-8353. 

Methodist  Hospital 

Methodist  Hospital  of  Indiana  in 
Indianapolis  will  sponsor  these 
CME  courses: 

May  28  - 19th  Annual 

Wishard  Tecture, 
Methodist  Hospital, 
Indianapolis. 

June  11-13-  American  Fertility 
Society,  Methodist 
Hospital,  Hyatt  Re- 
gency, Indianapolis. 
July  25-31  - Diabetes  Mini  Fel- 
lowship, Happy 
Hollow  Camp  for 
Children,  Nashville, 
Ind. 

Aug.  25-31-  ATLS,  Methodist 

Hospital,  Indianapo- 
lis. 

Sept.  18  - Health  Care  for  the 

Homeless,  Indiana 
Government  Center, 
Indianapolis. 

Oct.  8 - Neurology  in  Pri- 

mary Care  Medicine. 
Oct.  30  - Cardiology  for  the 

Clinician. 

For  details,  call  (317)  929-3733 
or  1-800-847-3370. 

St.  Vincent  Hospital 

St.  Vincent  Hospital  in  Indianapo- 
lis will  sponsor  these  CME 
courses: 

May  20  - Special  Topics  in  the 

Management  of  HIV- 


Infected  Patients: 
Half-Day  Seminars 
for  Clinicians  - ZE- 
BRAS! Unusual 
Manifestations  of 
HIV  Disease,  St. 
Vincent  Marten 
House  Hotel  and 
Conference  Center, 
Indianapolis. 

May  24-27-  Hernia  '93:  Ad- 
vances or  Controver- 
sies - An  Interna- 
tional Perspective, 
Radisson  Plaza  Ho- 
tel, Indianapolis. 

For  more  information,  call 
Beth  Hartauer  at  (317)  338-3460. 

University  of  Michigan 

The  University  of  Michigan  Medi- 
cal School  will  sponsor  these 
courses: 

June  9-11  - 11th  Annual  Labora- 
tory Information 
System  Symposium, 
Towsley  Center, 
University  of  Michi- 
gan, Ann  Arbor, 
Mich. 

July  11-13  - Seventh  Annual 
Symposium  on 
Breast  Disease:  Di- 
agnostic Imaging 
and  Current  Man- 
agement, Grand 
Traverse  Resort, 
Mich. 

July  22-24  - Advances  in  Office 
Psychiatry:  Mood 
and  Anxiety  Disor- 
ders, Grand  Traverse 
Resort,  Mich. 

Aug.  8-11  - Internal  Medicine 
Update,  Grand  Ho- 
tel, Mackinac  Island, 
Mich. 

For  more  information,  call  the 
registrar  (313)  763-1400.  □ 
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Indiana 
State 
Medical  ^ 
Association 


The  ISMA  has  entered 

into  an  agreement  with  a leader 

in  Disability  Income  protection 

to  provide  members  with 
Individual  Non-cancelleable 
Disability  Income  insurance  with 


Call  your 

ISMA  Benefit  Representative 

1-800-442-ISMA 

322  Canal  Walk 
Indianapolis,  IN  46202 


through 

the 

ISMA 

Insurance 


Available 

only 


Discounts 
of  up  to 

30% 

or  more* 


Agency. 


* subject  to 
certain 


requirements 


^obituaries 


Bill  E.  Freeland,  M.D. 

Dr.  Freeland,  70,  an  Indianapolis 
obstetrician  and  gynecologist, 
died  Jan.  31,  1093,  at  his  home. 

He  was  a 1950  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Freeland  started  the  spe- 
cial care  nursery  at  St.  Vincent 
Hospital  in  Indianapolis,  where  he 
was  chief  resident  from  1968  to 
1972.  He  had  an  obstetrics  and 
gynecology  practice  in  Indianapo- 
lis since  1972.  He  previously  was 
a general  practitioner  in  Batesville, 
where  he  founded  the  emergency 
response  unit  of  the  volunteer  fire 
department,  and  was  Ripley 
County  coroner  for  eight  years. 

He  was  a fellow  of  the  American 
College  of  Obstetricians  and  Gy- 
necologists. 

Sprague  H.  Gardiner,  M.D. 

Dr.  Gardiner,  82,  an  Indianapolis 
obstetrician  and  gynecologist  and 
professor  emeritus  at  the  Indiana 
University  School  of  Medicine, 
died  Feb.  16,  1993,  at  Indiana  Uni- 
versity Hospital. 

He  was  a 1934  graduate  of  the 
University  of  Michigan  Medical 
School  and  an  Army  veteran  of 
World  War  11. 

Dr.  Gardiner  was  a professor 
of  obstetrics  and  gynecology  at  IU 
from  1946  to  1981,  when  he  re- 
tired. He  had  served  as  president 
of  the  American  College  of  Obste- 
tricians and  Gynecologists  and 
chairman  of  an  American  College 
of  Surgeons  national  task  force  on 
perinatal  care.  As  the  task  force 
chairman,  he  developed  guide- 
lines for  the  prenatal  care  of  high- 
risk  mothers  and  newborns,  work 
that  was  recognized  with  awards 
from  the  American  Academy  of 
Pediatrics  and  the  National  Foun- 
dation, March  of  Dimes.  He 


served  for  nine  years  as  an  Ameri- 
can Medical  Association  commis- 
sioner to  the  Joint  Commission  on 
Accreditation  of  Hospitals.  Dr. 
Gardiner  was  appointed  by  Presi- 
dent Richard  Nixon  as  vice  chair- 
man of  the  national  commission 
for  the  observance  of  World  Popu- 
lation Year  in  1974  and  was 
named  a Sagamore  of  the  Wabash 
by  then-Gov.  Robert  Orr  in  1985. 

Austin  L.  Gardner,  M.D. 

Dr.  Gardner,  66,  a retired  India- 
napolis vascular  surgeon,  died 
Feb.  15,  1993,  at  his  home. 

He  was  a 1952  graduate  of  the 
Indiana  University  School  of 
Medicine  and  was  a Navy  veteran 
of  World  War  II. 

Dr.  Gardner  was  in  private 
practice  33  years,  retiring  in  1992. 
He  was  the  first  staff  surgeon  at 
Wishard  Memorial  Hospital  and 
established  the  first  intensive  care 
unit  and  renal  transplant  program 
there.  Fie  was  a clinical  professor 
of  surgery  at  the  Indiana  Univer- 
sity School  of  Medicine,  a fellow 
of  the  American  College  of  Sur- 
geons, a past  president  of  the 
Indiana  Chapter  of  the  American 
College  of  Surgeons  and  a diplo- 
mate  of  the  American  Board  of 
Surgery. 

Robert  B.  Hart,  M.D. 

Dr.  Hart,  86,  a retired  Columbus, 
Ind.,  family  physician,  died  Jan. 

29,  1993,  at  Columbus  Convales- 
cent Center. 

He  was  a 1934  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Hart  had  a practice  in 
Hope  from  1935  to  1937  before 
moving  his  practice  to  Columbus. 
He  retired  in  1978.  He  was  a 
member  of  the  ISMA  Fifty  Year 
Club. 


William  M.  Kendrick  Jr.,  M.D. 

Dr.  Kendrick,  77,  a founder  of 
Kendrick  Memorial  Hospital  in 
Mooresville,  died  Feb.  17,  1993,  at 
Methodist  Hospital  in  Indianapo- 
lis. 

He  was  a 1941  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Kendrick,  who  refined 
new  techniques  in  colon  and  rec- 
tal surgery,  was  chairman  of  the 
board  of  directors  of  Kendrick 
Memorial  Hospital  and  had 
served  as  president  of  Kendrick 
Management  Co.  He  and  his 
partner,  Dr.  Kenneth  E.  Comer, 
developed  a colon  and  rectal 
treatment  clinic,  the  Comer- 
Kendrick  Sanitarium,  in  1947. 
When  Dr.  Comer  left,  Dr. 

Kendrick  renamed  the  facility  in 
honor  of  his  mother.  In  recent 
years.  Dr.  Kendrick  expanded  the 
hospital's  areas  of  specialties,  in- 
cluding hip  and  knee  joint  re- 
placement. Dr.  Kendrick  had  also 
served  on  the  staff  at  the  Indiana 
University  Medical  Center  and  at 
Methodist,  St.  Vincent  and  St. 
Francis  hospitals. 

Merritt  C.  Mauzy,  M.D. 

Dr.  Mauzy,  73,  a retired  South 
Bend  plastic  surgeon,  died  Jan.  31, 
1993,  at  Memorial  Hospital  in 
South  Bend. 

He  was  a 1944  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Mauzy,  who  retired  in 
1985,  was  a member  of  the  Inter- 
national Plastic  Surgery  Society 
and  the  Ohio  Valley  Plastic  Sur- 
gery Society. 
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■obituaries 


David  L.  Phillips,  M.D. 

Dr.  Phillips,  69,  an  Indianapolis 
psychiatrist  and  former  chief  of 
staff  at  Fairbanks  Hospital,  died 
Feb.  21,  1993,  at  his  home. 

He  was  a 1947  graduate  of  the 
University  of  Maryland  School  of 
Medicine  and  an  Army  veteran  of 
World  War  II. 

Dr.  Phillips,  who  had  a pri- 
vate psychiatric  practice  for  35 
years,  co-founded  the  Koala  Cen- 
ter in  Lebanon.  He  was  a former 
assistant  director  of  psychiatric 
education  at  Norways  Hospital 
and  former  director  of  the  Private 
O.P.  Psychiatric  Center.  He  also 
had  been  a psychiatric  consultant 
at  the  Christian  Theological  Semi- 
nary, Kairos  Center  for  the  Fam- 
ily, Human  Services  Counseling 
Center,  Courageous  Living  Coun- 


seling Center  and  RMS-Group 
Homes  for  the  mentally  retarded. 
Dr.  Phillips  was  certified  by  the 
American  Board  of  Psychiatry  and 
Neurology  and  was  a life  fellow 
of  the  American  Psychiatric  Asso- 
ciation. 

Ralph  Wilson,  M.D. 

Dr.  Wilson,  88,  a retired  Evans- 
ville surgeon,  died  Feb.  4,  1993,  at 
Gertha's  Nursing  Center  in  Evans- 
ville. 

He  was  a 1929  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Wilson  retired  in  1982 
after  53  years  in  practice.  He  was 
the  third  generation  of  his  family 
to  practice  medicine.  While  doing 
graduate  work  in  surgery  at  the 
University  of  Pennsylvania,  he 


became  a professional  wrestler 
known  as  "The  Masked  Marvel" 
and  later  as  "The  Flying  Sur- 
geon." He  wrestled  several  times 
in  Madison  Square  Garden  in 
New  York. 

Ralph  H.  Young,  M.D. 

Dr.  Young,  89,  a retired  Goshen 
physician,  died  Jan.  26,  1993,  at 
his  home. 

He  was  a 1928  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Young,  a native  of  Hun- 
tington, had  a medical  practice  in 
Goshen  from  1929  until  his  retire- 
ment in  1988.  During  that  time, 
he  delivered  more  than  3,000  ba- 
bies. He  was  a member  of  the 
Goshen  Rotary  Club  for  more 
than  50  years.  □ 


Health 

Care 

for  the 

Homeless 
& Poor 


SATURDAY 
SEPTEMBER  18,  1993 

INDIANA  STATE 
GOVERNMENT  CENTER 


This  years  speaker  will  be: 

MADELEINE  LEININGER,  Ph.D.,  R.N. 

Professor,  College  of  Nursing 
Wayne  State  University,  Detroit,  MI 


“CROSS  CULTURE  HEALTH  CARE” 

This  years  program  will  feature  a three  track  structure,  clinical,  social,  and  administrative  . 
Program  Chair:  James  A.  Trippi,  M.D. 

Presented  by: 

Gennesaret  Free  Clinic 

Indiana  State  Department  of  Health,  Methodist  Hospital 

For  additional  information,  please  call  Methodist  Hospital  CME: 

929-3733,  or  1-800-847-3370. 
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■about  the  artist 


Indianapolis  artist  portrays  people  in  urban  settings 


Stephen  Stoller's  painting 
titled  "Wheeler  Mission  Library" 
that  appears  on  this  month's  cover 
of  Indiana  medicine  is  the  culmina- 
tion of  five  months'  work  at  the 
mission  for  the  homeless  in  down- 
town Indianapolis. 

Before  painting  the  final  can- 
vas in  his  studio,  Stoller  made 
smaller  individual  sketches  - 50 
drawings  and  17  paintings  - of 
the  people  who  regularly  visit  the 
mission  for  meals  and  a bed  for 
the  night.  He  wanted  his  final 
work  to  show  the  regular  mission 
visitors  and  "to  represent  the  full 
composition  of  the  situation,"  but 
the  mission  library  did  not  offer  a 
suitable  vantage  point. 

Since  Stoller  had  already 
painted  scenes  of  the  outside  of 
Wheeler  Mission,  he  had  become 
acquainted  with  some  of  the  mis- 
sion visitors  and  earned  their 
trust.  "My  responsibility  is  to 
honor  and  ennoble  my  subjects," 
he  says. 


One  reason  he  enjoys  repre- 
senting the  homeless  is  because 
they  have  suffered  so  much  heart- 
ache and  trouble  that  they  have 
dropped  all  sense  of  pretension, 
he  says.  "They're  not  worried 
about  the  vanities  of  life,"  he  says. 
"I  can  paint  them  more  candidly." 
Because  he  and  his  wife,  Francy, 
had  once  been  homeless  for  a few 
months,  he  also  is  able  to  better 
understand  their  circumstances. 

Stoller  has  been  a street 
painter  for  12  years,  depicting  in 
oil  people  in  urban  settings,  in- 
cluding not  only  the  homeless  but 
people  at  bus  stops  and  utility 
repairmen  on  the  job,  for  example. 
Before  moving  to  Indianapolis  10 
years  ago,  he  had  lived  and 
worked  in  New  York  (his  home), 
Chicago,  Atlanta  and  Quebec. 

Stoller  is  known  for  his  mural- 
size  paintings.  The  Wheeler  Mis- 
sion painting  measures  about  6 
feet,  5 inches  by  5 feet.  His  paint- 
ing titled  "Etheridge  Knight  Free 
People's  Poetry  Workshop"  domi- 


nates the  second  floor  landing  of 
the  main  stairwell  at  the  Indiana 
State  Museum  in  Indianapolis. 

His  most  recent  work,  "Children 
of  Somalia,"  stretches  almost  the 
width  of  his  gallery.  Denouement 
Fine  Art,  413  Massachusetts  Ave., 
Indianapolis. 

The  Somalia  painting  will  be 
on  display  during  an  exhibition 
that  opens  in  May  at  his  gallery. 
Painted  based  on  his  impression 
of  newspaper  and  television  pic- 
tures of  the  starving  African  chil- 
dren, the  work  attempts  to  show 
the  spiritual  enlightenment  he 
perceives  in  them,  he  says.  De- 
spite the  fact  that  these  children 
"live  a step  away  from  death," 
they  keep  a tremendous  hope,  he 
believes. 

A self-taught  artist  who  re- 
ceived most  of  his  training 
through  working  in  art,  Stoller 
also  sculpts  in  marble  and  lime- 
stone. He  and  his  wife,  a poet, 
have  six  children.  □ 


$30,000  BONUS  OFFERED  TO  HEALTH  CARE  PROFESSIONALS 


If  you  are  a board-certified  physician  or  a candidate  for 
board  certification  in  one  of  the  following  specialties, 
you  may  qualify  for  a bonus  of  up  to  $30,000  in  the  Army 
Reserve. 


General  Surgery 
Thoracic  Surgery 
Pediatric  Surgery 


Orthopedic  Surgery 
Colon-Rectal  Surgery 
Vascular  Surgery 
Neurosurgery 


A test  program  is  being  conducted  which  offers  a bonus 
to  eligible  physicians  who  reside  in  certain  geographic 
areas  (Pennsylvania,  West  Virginia,  Ohio,  Michigan, 


Illinois,  Indiana,  Wisconsin,  Minnesota  and  Iowa).  You 
would  receive  a $10,000  bonus  for  each  year  you  serve 
as  an  Army  Reserve  physician — for  a maximum  of  three 
years. 

You  may  serve  near  your  home,  at  times  convenient  for 
you,  or  at  Army  medical  facilities  in  the  United  States 
and  abroad.  There  are  also  opportunities  to  attend  con- 
ferences and  participate  in  special  training  programs, 
such  as  the  Advanced  Trauma  Life  Support  Course. 

To  learn  more  about  the  Army  Reserve  and  the  Bonus 
Test  Program,  call  one  of  our  experienced  Medical 
Personnel  Counselors: 

CALL  COLLECT  317-542-3758 


ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 


♦ 

♦ ♦ 


♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
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To  All  Indiana  Physicians: 


In  1993,  Physicians  Insurance  Company  of  Indiana  (PICI)  begins  its  second  decade 
of  leadership  in  medical  professional  liability  insurance  and  related  services. 

It  is  appropriate  that  the  Indiana  State  Medical  Association  (ISMA)  has  formed  a Task 
Force  on  the  ISMA/PICI  Partnership,  under  the  chairmanship  of  C.  Dyke  Egnatz, 

M.D.,  which  will  formulate  a series  of  special  events  and  activities  to  mark  this 
important  milestone.  PICI  has  achieved  its  founding  purposes  with  success  and 
distinction.  It  serves  as  an  on-going  source  of  high-quality  insurance  protection. 

And  working  closely  with  the  ISMA,  it  provides  a stabilizing  influence  on  our  state's 
professional  liability  environment. 

In  many  respects,  PICI  has  exceeded  the 
expectations  of  the  ISMA  leaders  who 
participated  in  its  formation.  PICI  has  brought 
to  all  Indiana  physicians  coverage  concepts 
and  service  features  not  previously  available 
(physician  consent  to  settle  clause, 
premium  discounts  for  young  physicians, 
risk  management  services,  etc.).  As  PICI 
keeps  pace  with  rapid  changes  in  the 
practice  of  medicine  and  the  total  health 
care  industry,  other  insurers  are  challenged 
to  do  so,  as  well.  This  is  where  PICI's 
leadership  is  so  vital  to  our  entire  membership. 

The  ISMA  Task  Force  on  the  ISMA/PICI  Partnership 
will  keep  you  informed  about  our  celebration  of  PICI's 
Second  Decade  of  Leadership.  We  hope  you  will  take  full  advantage  of  all 
opportunities  to  participate. 

On  behalf  of  the  leadership  and  staff  of  both  the  ISMA  and  PICI,  thanks  for  your 
continued  interest  and  support. 


h/-jiL  / fa**., 

William  H.  Beeson,  M.D.  John  MacDougall,  M.D. 

President,  ISMA  Chairman  of  the  Board,  PICI 


The  Top  1 0 Reasons  Why 
You  Should  Sign  Up  for  PA/QI 


10.  Sixty-five  of  your  primary  care  colleagues  already  have  signed  up. 

If  you  don't,  you'll  never  know  how  you  rank  with  your  fellow  doctors  statewide 
and  nationwide. 

8.  Unlike  the  body,  there  are  only  three  parts  to  the  program. 

Part  I takes  less  time  than  an  annual  physical. 

6.  It's  confidential. 

5.  You  do  it  on  your  own  time. 

4.  It's  not  government  sponsored,  nor  government  mandated. 

3.  You  can  earn  CME  and  AAFP  credit. 

2.  It's  painless,  leaves  no  bitter  aftertaste  and  costs  only  $125  for  Parts  I and  II  and 
$100  for  the  optional  Part  III  on-site  survey. 

For  a new  opportunity  in  risk  management  education 
for  family  physicians,  internists  and  pediatricians, 
complete  and  return  the  PA/QI  enrollment  form  below. 


Enrollment  Form 

] wish  to  participate  in  the  PA/QI  Pilot  Study  Program,  conducted  by  the  ISMA  with  assistance  from  the  Physicians  Insurance 
Company  of  Indiana.  Please  contact  me  with  more  information  or  accept  the  enclosed  payment  for  my  enrollment. 

Participating  physician:  _ Medical  Specialty: 

Office  address: 


1.  Your  mom  will  be  proud. 


BE! 


Q 


Practice 

Assessment- 

Quality 

Improvement 


Telephone: 


Contact  person: 


Signature: 

Payment  enclosed:  $ Date  of  application: 

( make  checks  payable  to  the  ISMA ) 


Please  return  to:  ISMA 

attn:  Barbara  Killila 
322  Canal  Walk 

Association  Indianapolis,  IN  46202-3252 

(317)  469-4100 
1-800-284-7424 


Indiana 
State  ^ 
Medical  ^ 


PHV/ICIRD/  in/URAnce 
compmv  of  inDiRne 


Anesthesiologist 


LIFESTYLE  - 


Our  comfortable,  progressive  mid-western  community  is  the  ideal  place  to  call  home.  Splendid,  well-priced  housing 
is  available.  In  addition,  there  are  many  parks,  family  activities  and  one  of  the  best  school  systems  in  the  state.  Within 
80  miles  of  major  metropolitan  area.  The  residents,  within  the  county  of  about  45,000  enjoy  the  small  town  warmth  and 
pride  of  their  community. 

HOSPITAL  SERVICES  


A beautiful,  full-service  hospital  includes  two  21-bed  medical  surgical  nursing  units,  24-hour  physician  coverage  in  the 
ER,  critical  care  unit,  OB/GYN.  Also  offered  are  full-scale  diagnostic  services  that  include  radiology,  nuclear  and  CT. 
Our  surgical  services  include  three  operating  rooms,  a central  sterile  supply  facility  and  an  expanding  outpatient  surgery 
program. 

The  Hospital  is  a member  of  a regional  health  services  network,  inclusive  of  a 339-bed  medical  center  — all  within  26 

— PRACTICE  OPPORTUNITY  


Selected  individual  will  be  a member  of  an  all  M.D.  anesthesia  group.  Excellent  opportunity  to  rotate  between  facilities. 
Competitive  salary  and  benefits  including  relocation  costs. 

Please  send  a copy  of  your  Curriculum  Sell" fit  JOSGpIlS 

Vitae  to:  Mike  Skehan  C3r&  Group 

801  E.  LaSalle  Ave.,  P.O.  Box  1935 
South  Bend,  IN  46634-1935 


A Member  of  the  Holy  Cross  Health  System/ 
Equal  Opportunity  Employer 


: 

; 


WE’RE  THE  SPECIALIST  IN  THIS  OPERATING  ROOM 


JB  Innovation's  staff  specializes  in 
successful  meetings,  seminars  and 
conventions,  as  you  may  have 
already  experienced  at  the  1992 
ISMA  convention. 

A well  planned  and  executed 
meeting  can  be  a tool  to  educate 
and  inspire  colleagues,  patients  and 
staff.  Whatever  your  objective,  our 
staff  can  be  the  catalyst  you  need  to 
project  an  image,  organize  your 
plan  and  save  you  money. 


1 

INNOVATIONS 

INCORPORATED 

CONVENTION,  MEETING  & 
DESTINATION  MANAGEMENT 

Phone  (317)  237-0091 

156  E.  Market  Street,  Suite  701  • Indianapolis,  IN  46204 


Specializing  in: 


Seminars 
Training  Meetings 
Medical  Conventions 
Site  Selections 
Name  Badges 


Symposiums 
Sales  Meetings 
Hotel  Negotiations 
Audio/Visual  Needs 
Invitations  and  Responses 


Program  Marketing  and  Advertising 
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news  briefs 


Center  for  rural  health 
opens  in  Terre  Haute 

The  family  practice  residency 
program  at  Union  Hospital  in 
Terre  Haute  has  created  the  Mid- 
west Center  for  Rural  Health.  The 
center  was  established  to  help 
alleviate  the  shortage  of  family 
practice  physicians  in  rural  areas. 

“We've  found  through  the 
years  with  our  family  practice 
residency  that  if  you  provide 
training  and  education  specifically 
about  rural  practice  realities,  more 
residents  are  interested  in  practic- 
ing in  rural  communities,  and 
they  are  much  more  likely  to  re- 
main practicing  in  rural  communi- 
ties over  the  long  run,"  said  James 
Buechler,  M.D.,  director  of  the 
residency  program. 

The  MCRH  features  a rural 
track  curriculum  that  second-year 
residents  can  elect  to  take.  This 
training  track  provides  on-site 
education  through  preceptorships 
with  rural  physicians  and  experi- 
ences in  hospitals  and  county 
health  and  mental  health  depart- 
ments. Residents  also  will  receive 
special  training  in  procedural 
medicine  as  it  pertains  to  rural 
family  practice.  Five  residents 
will  join  the  residency  program 
this  year;  nearly  all  are  expected 
to  select  the  rural  training  track. 

A model  rural  training  site  is 
being  established  that  will  create 
an  opportunity  for  the  MCRH  to 
fulfill  a medically  underserved 
community's  need  for  medical 
care  while  allowing  for  experi- 
mentation with  alternative  man- 
agement systems  for  the  rural 
practice.  These  systems  can  in- 
clude the  introduction  of  nurse 
practitioners  and  physician  assis- 
tants to  the  community  and  the 
rotation  of  residents  through  the 
site  to  help  alleviate  staffing  con- 
straints. 


Future  plans  for  the  center 
include  serving  as  a regional  re- 
source for  information  and  re- 
search about  rural  health  issues 
and  a place  to  solve  specific 
health  concerns  of  rural  people. 

Butler  anthropologist  studies 
effects  of  organ  transplants 

A Butler  University  professor  has 
been  conducting  research  on 
"Personhood  and  the  Bioethics  of 
Organ  Transplantation,"  or  how 
transplants  alter  a patient's  sense 
of  self  and  others'  perceptions  of 
them. 

Lesley  Sharp,  a socio-cultural 
anthropologist,  has  found  that 
patients  identify  with  their  donor. 
She  said  patients  develop  a bond 
with  the  donor,  even  though 
they've  never  met.  She  is  study- 
ing all  those  involved  in  the  trans- 
plant process,  including  doctors, 
nurses,  the  procurement  team, 
transplant  social  workers,  pa- 
tients, families,  potential  donors 
and  hospital  chaplains.  She  has 
obtained  most  of  her  data  in  In- 
dianapolis. 

Indiana  Heart  Institute 
defining  cardiac  standards 

The  Indiana  Heart  Institute  at  St. 
Vincent  Hospital  in  Indianapolis 
is  joining  other  top  cardiac  pro- 
grams to  develop  plans  to  define 
national  standards  and  procedures 
for  cardiac  care.  The  institute  is  a 
member  of  the  National  Cardio- 
vascular Network,  which  involves 
more  than  40  cardiac  programs. 
The  goal  is  to  provide  quality 
services  in  a consistent  and  cost- 
effective  manner. 

The  institute  is  a partnership 
between  St.  Vincent  Hospitals  and 
three  Indianapolis  cardiac  physi- 
cian groups:  Nasser,  Smith  & 
Pinkerton  Cardiology;  Northside 
Cardiology;  and  Shumacker,  Isch, 


Jolly,  Fitzgerald,  Fess  and  Glasser 
M.D.s  Inc. 

Conference  on  aging  face 
attracts  200  physicians 

Two  hundred  physicians  from  the 
United  States,  Germany,  Brazil 
and  Croatia  attended  the  Aes- 
thetic Surgery  of  the  Aging  Face 
course  in  Indianapolis. 

William  Beeson,  M.D.,  an 
Indianapolis  facial  plastic  surgeon 
was  the  course  director  and  mod- 
erated seminars  on  dorsal  hump 
reduction,  phenol  peels, 
foreheadplasty  and  rhytidectomy 
posterior  neck  dissection  and 
management  of  the  deep  cervical 
fascia.  Other  faculty  included 
Henry  Bavlis,  Clyde  Litton,  Many 
Marritt,  Ivo  Pitanguy,  Allen 
Putterman  and  Harold  Brody. 

The  course  was  sponsored  by 
Beeson  Facial  Plastic  & Recon- 
structive Surgery  in  Indianapolis 
and  the  American  Academy  of 
Facial  Plastic  and  Reconstructive 
Surgery.  Attendance  at  the  1993 
course  was  triple  that  of  previous 
years. 

Fall  symposium  to  focus  on 
pediatric  surgery 

"Advances  in  Pediatric  Surgery: 

A Course  for  Pediatricians  and 
Family  Practitioners"  is  the  focus 
of  a symposium  to  be  held  Sept. 
28  at  University  Place  Conference 
Center  and  Hotel  in  Indianapolis. 

The  CME  course  is  sponsored 
by  the  Section  of  Pediatric  Sur- 
gery, Department  of  Surgery,  In- 
diana University  School  of  Medi- 
cine and  Riley  Hospital  for  Chil- 
dren. For  information,  call  Sandy 
Davis,  (317)  274-4681. 

State  physicians  involved  in 
research  on  angioplasty 

Physicians  at  the  Indiana  Heart 
Institute  at  St.  Vincent  Hospital  in 
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Indianapolis  played  a key  role  in 
a national  study  that  found  re- 
opening clogged  coronary  arteries 
with  balloon  angioplasty  saves 
more  lives  than  the  widely  used 
method  of  injecting  clot-dissolving 
drugs.  The  research  was  released 
in  the  March  11,  1993,  issue  of  the 
New  England  Journal  of  Medicine. 

Cardiologist  Donald 
Rothbaum,  M.D.,  of  Northside 
Cardiology  was  a primary  author 
of  this  study.  Other  Indiana 
Heart  Institute  and  Northside 
Cardiology  physicians  also  were 
involved. 

Hoosier  Oncology  Group 
cited  for  recruiting 

The  Hoosier  Oncology  Group 
(HOG),  a statewide  organization 
of  cancer  physicians  and  nurses, 
had  been  cited  for  its  success  in 
recruiting  a select  group  of 
women  in  Indiana  and  surround- 
ing states  into  the  largest  breast 
cancer  prevention  study  ever. 

HOG  member  institutions 
rank  fourth  among  118  participat- 
ing centers  consisting  of  270 
branches  in  the  United  States  and 
Canada. 

Sponsored  by  the  National 
Cancer  Institute,  the  study  is  fol- 
lowing 16,000  women  at  risk  for 
breast  cancer  to  see  whether  the 
drug  Tamoxifen  is  effective  in 
preventing  cancer  as  well  as  heart 
disease  and  osteoporosis. 

Regenstrief  Institute  names 
new  directors 

The  Regenstrief  Institute  for 
Health  Care  Policy  in  Indianapolis 
has  named  new  directors.  Co- 
directors of  the  25-year-old  insti- 
tute are  Indiana  University  School 


of  Medicine  faculty  members 
Clement  J.  McDonald,  M.D.,  dis- 
tinguished professor  of  medicine, 
and  Charles  Clark,  M.D.,  profes- 
sor of  medicine  and  pharmacol- 
ogy and  toxicology. 

The  mission  of  the  institute  is 
to  investigate  methods  to  increase 
the  efficiency  of  health  care  deliv- 
ery while  finding  ways  to  reduce 
costs.  Half  of  the  institute's  bud- 
get is  funded  by  the  Regenstrief 
Foundation,  and  the  rest  comes 
from  research  grants  and  contracts 
directed  by  I.U.  faculty  who  make 
up  the  investigators  of  the  insti- 
tute. 

Nutrition  for  people  with 
AIDS  focus  of  booklet 

The  Physicians  Association  for 
AIDS  Care  (PAAC)  and 


Stadtlanders  Pharmacy  have  pub- 
lished a 21-page  booklet  titled 
HIV  Disease  Nutrition  Guidelines: 
Practical  Steps  for  a Healthier  Life. 
The  booklet  offers  easy-to-follow 
nutritional  recommendations  for 
people  living  with  HIV/AIDS. 
Subjects  include  planning  a bal- 
anced diet,  specific  nutrients  that 
enhance  the  immune  system,  food 
safety,  the  importance  of  exercise 
and  stress  management  in  main- 
taining health,  and  eating  to  com- 
bat symptoms  such  as  nausea, 
fatigue  and  diarrhea. 

To  obtain  a free  copy  of  the 
booklet,  call  Stadtlanders  Phar- 
macy at  1-800-238-7828  or  write  to 
Stadtlanders  Pharmacy  at  600 
Penn  Center  Blvd.,  Suite  700, 
Pittsburgh,  PA  15235.  □ 
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Dr.  William  H.  Beeson,  an 

Indianapolis  plastic  and  recon- 
structive surgeon,  received  the 
first  President's  Leadership 
Award  from  the  American  Acad- 
emy of  Cosmetic  Surgery.  The 
award  is  given  for  distinguished 
achievement  and  significant  con- 
tributions to  cosmetic  surgery.  He 
also  is  in  the  process  of  publishing 
two  books.  Developing  a Practice  in 
Ambulatory  Surgery  and  Facial 
Plastic  Surgery  Clinics  of  North 
America:  Facelifts. 

Dr. 

Donald  S. 
Schauwecker, 

a specialist 
in  nuclear 
medicine  at 
Wishard 
Memorial 
Hospital  in 
Indianapo- 
lis, has 
been  in- 
stalled as 
treasurer  of 
the  American  College  of  Nuclear 
Physicians  (ACNP).  He  also  has 
served  on  several  ACNP  commit- 
tees. 

Dr.  A.  Michael  Sadove,  an 

Indianapolis  plastic  surgeon,  was 
the  course  director  for  the  Ad- 
vances in  Craniomaxillofacial  Sur- 
gery course  in  Indianapolis,  spon- 
sored by  the  Indiana  University 
School  of  Medicine.  He  presented 
a seminar  on  "Microplate  Fixation 
in  Head  and  Neck  Reconstruc- 
tion." 

Dr.  William  Rate  and  Dr. 
Peter  Garrett,  both  of  Methodist 
Hospital  in  Indianapolis,  pre- 
sented papers  at  the  Fourth  Inter- 
national Symposium  on 
Intraoperative  Radiation  Therapy 
in  Munich,  Germany.  Dr.  Rate 
presented  a paper  titled  "Surgical 
Resection  and  Intraoperative  Ra- 


Dr.  Schauwecker 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  I bis  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


January 

Bermudez-Webb,  Nini  M., 
Indianapolis 

Bolinger,  Garry  L.,  Indianapolis 
Castor,  Conrad  P.,  Schererville 
Dolembo,  John  M.,  Indianapolis 
Fischer,  Charles  K.,  Evansville 
Galup,  Luis  N.,  South  Bend 
Garber,  John  E.,  Indianapolis 
Harris,  James  C.,  Indianapolis 
Hogan,  Michael  A.,  Indianapolis 
Kight,  Jerry  L.,  Indianapolis 
Mattox,  Dean  L.,  Angola 
Melchior,  Jerome  E.,  Vincennes 
Schaffer,  Jeffrey  L.,  LaPorte 
Schalliol,  James  P.,  Rochester 
Siebenmorgen,  Paul,  Terre  Haute 
Vorwald,  Mary  ).,  Zionsville 
Wagner,  Lindley  H.,  Lafayette 
Wass,  Justin  L.,  Indianapolis 
Welk,  Gordon  D.,  Rossville 
^^Ahite^Wa^^^^Connemvill^^ 


Zehr,  Brian  P.,  Fort  Wayne 

February 

Ansari,  Mohammad  A.,  Muncie 
Black,  Kenneth  A.,  Portage 
Booze,  James  H.,  Bloomington 
Branco,  Arthur  M.,  Schererville 
Chung,  Tae  S.,  Vincennes 
Deschner,  William  P.,  Fort  Wayne 
Dhar,  Sisir  K.,  Terre  Haute 
Gunderson,  Shaun  D.,  Goshen 
Hughes,  Charles  E.,  Beech  Grove 
Levine,  Michael  D.,  Carmel 
Masbaum,  Ned  P.,  Indianapolis 
Records,  John  M.,  Franklin 
Rougraff,  Maurice  E.,  Noblesville 
Saalwaechter,  John  (.,  Lebanon 
Stork,  Leslie  F.,  Munster 
Walters,  Daniel  A.,  Seymour 
Weinberg,  Howard  ].,  Munster 
Wilson,  Franklin  D.,  Indianapolis 

J 


diation  Therapy  for  Advanced 
Neck  Lymphoid  Metastases."  Dr. 
Garrett  presented  a paper  on 
"Surgical  Resection  and 
Intraoperative  Radiation  Therapy 
for  Advanced  or  Recurrent  Sali- 
vary Gland  Malignancy"  and 
served  as  chairman  of  the  session 
on  brain  and  head  and  neck  tu- 
mors. 

Dr.  Don  B.  Ziperman,  chair- 
man of  the  cardiology  department 
of  Community  Hospitals  India- 
napolis, was  elected  to  fellowship 
in  the  American  College  of  Physi- 
cians. 

Dr.  Bradley  A.  Weinberg,  a 

cardiologist  with  Indianapolis 


Cardiology  Associates,  co- 
authored an  article  titled  "Five 
Year  Follow-Up  of  589  Patients 
Treated  with  Amiodarone"  in  the 
January  1993  issue  of  American 
Heart  Journal. 

Dr.  Timothy  A.  Goedde,  an 

Indianapolis  surgical  oncologist, 
developed  a flier  promoting  breast 
cancer  awareness  that  was  distrib- 
uted at  a recent  Indiana  Pacers 
game.  The  project  was  in  conjunc- 
tion with  The  Pacer  Connection,  a 
group  of  Pacer  wives  who  are 
promoting  the  early  detection  of 
breast  cancer. 

Dr.  Stephen  W.  Perkins,  an 

Indianapolis  facial  plastic  and 
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reconstructive  surgeon,  spoke  at 
several  recent  seminars.  He  dis- 
cussed scar  revision  and 
dermabrasion  at  the  Soft  Tissue 
Surgery  Conference  at  the  Indiana 
University  Medical  Center  and 
spoke  on  "Preoperative  Evalua- 
tion, Selection  and  Techniques  for 
Chemical  Peel"  at  St.  Louis  Uni- 
versity. The  topic  of  his  presenta- 
tion to  the  St.  Louis  ENT  Society 
was  "The  Management  of  Compli- 
cations of  Chemical  Peel."  He 
was  a panelist  for  discussions  on 
"Complex  Nasal  Tip  Problems  in 
the  Aging  Patient"  and  "Ancillary 
Procedures  and  Blepharoplasty" 
at  the  course  on  Aesthetic  Surgery 
of  the  Aging  Pace  sponsored  by 
the  American  Academy  of  Pacial 
Plastic  and  Reconstructive  Sur- 
gery. He  discussed  chemical  peel 
at  the  meeting  of  the  Plorida  Soci- 
ety of  Dermatologic  Surgery. 

Dr.  Frederick  M.  Kelvin,  a 
radiologist  at  Methodist  Hospital 
in  Indianapolis,  spoke  on  "Barium 
Examination  of  the  Small  and 
Large  Bowel"  at  St.  Louis  Univer- 
sity Medical  Center.  He  pre- 
sented a program  on  "Evaluation 
of  Anorectal  Dysfunction"  at  the 
annual  meeting  of  the  Society  of 
Gastrointestinal  Radiologists  in 
Scottsdale,  Ariz. 

Activities  of  physicians  from 
Orthopaedics  Indianapolis  include 
the  following:  Dr.  Terry  R.  Tram- 
mel presented  a program  on 
"Rogozinski  Lumbar  Spinal  In- 
strumentation: Preliminary  Re- 
sults of  108  Patients"  at  the  Pirst 
Annual  Symposium  on  Advanced 
Techniques  in  Spinal  Instrumenta- 
tion, held  in  New  York.  Dr. 
Michael  F.  Coscia  co-authored  the 
, study.  Dr.  D.  Kevin  Scheid  con- 
ducted a case  study  titled  "A 
Method  of  Intraoperative  Local- 
ization of  Osteoid  Osteoma  of  the 
I Femoral  Neck,"  published  in  the 


November  1992  issue  of  Journal  of 
Bone  and  Joint  Surgery. 

Dr.  Peter  R.  Foster  of  Mid- 
west Heart  Associates  in  India- 
napolis and  Dr.  Lawrence  E. 
Gering  of  Nasser,  Smith  & 
Pinkerton  Cardiology  in  India- 
napolis have  been  board  certified 
in  clinical  cardiac  electrophysiol- 
ogy by  the  American  Board  of 
Internal  Medicine. 

Dr.  James  W.  Strickland  of 
the  Indiana  Hand  Center  in  India- 
napolis was  elected  second  vice 
president  of  the  American  Acad- 
emy of  Orthopaedic  Surgeons.  He 
is  slated  to  become  president  in 
1995-1996. 

Dr.  Richard  C.  Rink,  chief  of 
pediatric  urology  at  Riley  Hospital 
for  Children  in  Indianapolis,  was 
elected  president  of  the  American 
Association  of  Pediatric  Urolo- 
gists. He  will  serve  a two-year 
term  beginning  in  January  1994. 

Dr.  Maurice  Arregui,  an  In- 
dianapolis surgeon,  spoke  on 
"The  Role  of  Ultrasound  in  the 
Diagnosis  of  Abdominal  Wall  and 
Groin  Hernias"  and 
"Laparoscopic  Hernia  Repairs, 
Complications  and  Their  Manage- 
ment" at  the  Hernia  2000  course 
in  Sydney,  Australia.  He  also 
spoke  at  the  Third  International 
Course  of  Laparoscopic  Surgery  in 
Goianias-Goias,  Brazil;  his  topics 
were  "Laparoscopic 
Splenectomy,"  "The  Role  of  ERCP 
in  the  Era  of  Laparoscopic 
Cholecystectomy"  and 
"Laparoscopic  Inguinal  Hernia 
Repairs."  During  both  meetings, 
he  demonstrated  with  live  surgi- 
cal procedures. 

Dr.  Robert  L.  Forste,  a Co- 
lumbus orthopaedic  surgeon,  has 
been  elected  chief  of  staff  at  Co- 
lumbus Regional  Hospital.  Dr.  G. 
Daly  Walker,  a Columbus  sur- 
geon, is  the  chief  of  staff-elect. 


Several  Indiana  ophthalmolo- 
gists recently  traveled  to  Hondu- 
ras with  the  Volunteers  for 
Optometric  Service  to  Humanity 
and  Lions  Club  to  set  up  tempo- 
rary eye  clinics  for  the  needy. 

They  included  Dr.  Richard  Boling 
of  Elkhart,  Dr.  Dan  Krach  and  Dr. 
J.  Rex  Parent  of  Fort  Wayne  and 
Dr.  Derek  Sprunger  of  Indianapo- 
lis. The  doctors  worked  in 
Tegucigalpa  and  Comayagua. 

Dr.  Robert  P.  Hooker  has 
been  elected  chief  of  staff  of 
Hendricks  Community  Hospital; 
he  is  staff  pathologist  for  the  hos- 
pital and  medical  director  of  the 
laboratory. 

Dr.  George  M.  Buehler  Sr. 

has  retired  after  43  years  as  a 
Jeffersonville  family  physician. 

Dr.  David  B.  Goldenberg, 
chief  of  radiology,  has  been 
elected  president  of  the  Hancock 
Memorial  Hospital  medical  staff. 

Dr.  G.  David  Beiser,  a 
Valparaiso  cardiologist,  has  been 
elected  chief  of  staff  at  Porter  Me- 
morial Hospital. 

Dr.  Alvan  Eller,  a Flora  fam- 
ily physician,  was  appointed  to 
the  lay  advisory  council  of  St. 
Elizabeth  Hospital  Center  in 
Lafayette. 

Dr.  Lee  McKinley,  a specialist 
in  critical  care  medicine,  has  been 
elected  chief  of  staff  at 
Bloomington  Hospital.  Dr. 

Brandt  Ludlow,  an  obstetrician/ 
gynecologist,  was  elected  chief  of 
staff-elect. 

Dr.  Joseph  Sala  and  Dr. 
Walter  Sala,  brothers  who  shared 
family  practice  offices  in  Gary  and 
later  moved  to  Merrillville,  have 
retired;  they  practiced  together  for 
half  a century. 

Dr.  James  E.  Hansen,  a Terre 
Haute  neurosurgeon,  was  elected 
to  the  Union  Hospital 
Foundation's  board  of  directors. 
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Dr.  James  P.  Poirier,  a 

Loogootee  general  practitioner, 
was  appointed  to  the  board  of 
Memorial  Hospital  and  Health 
Care  Center  in  Jasper.  He  also 
was  appointed  to  the  Indiana 
Division  of  the  American  Cancer 
Society  Board  of  Directors. 

Dr.  Wallace  A.  Scea,  an 
Elwood  family  physician,  was 
honored  by  the  Mercy  Hospital 
Governing  Board  with  an  etched 
photographic  plaque  that  will  be 
displayed  in  the  hospital.  He  was 
recognized  for  his  service  to  pa- 
tients and  the  community. 

Dr.  William  E.  Marcrum,  a 
Tell  City  family  physician,  re- 
ceived the  distinguished  service 
award  from  the  Tell  City  Jaycees. 

Dr.  Joe  G.  Conley,  a New 
Albany  radiation  oncologist,  re- 
ceived the  American  Cancer 
Society's  St.  George  Medal  in  rec- 
ognition of  his  volunteer  work  for 
the  society.  Dr.  Conley,  who  has 
served  three  terms  as  president  of 
the  ACS  Indiana  division,  is  re- 
sponsible for  recruiting  many 
physicians  into  the  ACS  and  for 
persuading  more  than  100  facili- 
ties in  the  state  to  provide  free  or 
low-cost  mammograms. 

Dr.  Kent  W.  Erb,  a Sheridan 
family  physician,  and  Dr.  Howard 
Luginbill,  a retired  Indianapolis 
psychiatrist,  were  among  a group 
of  people  from  the  United  States 
that  visited  Russia  for  three  weeks 
at  the  invitation  of  Russia's  De- 
partment of  Education.  Their 
mission  was  to  help  school  teach- 
ers develop  a curriculum  titled 
Christian  Ethics  and  Morals  in 
Today's  Society. 

Dr.  Paul  M.  Waitt,  a 
Noblesville  surgeon,  received  the 
Physician  Distinguished  Service 
Award  from  Riverview  Hospital 
in  Noblesville. 

Dr.  William  E.  Fitzkee,  an 


Albion  family  physician,  was  se- 
lected nationally  as  a representa- 
tive of  rural  physicians  for  a study 
by  the  Harvard  School  of  Public 
Health.  The  study  will  focus  on 
the  relative  complexity  of  certain 
medical,  surgical  procedures  and 
services  for  over  25  years  of  ser- 
vice. 

Dr.  John  E.  Joyner,  an  India- 
napolis neurosurgeon,  was  hon- 
ored at  the  Living  Legends  in 
Black  awards  banquet.  He  and 
seven  other  black  men  were  hon- 
ored for  their  contributions  to  the 
black  community. 

Dr.  David  W.  Zauel,  a 
Greencastle  ophthalmologist,  re- 
cently retired  from  the  U.S.  Army 
Reserves  after  21  years  of  service. 

Dr.  William  C.  Schafer  re- 
tired after  43  years  as  a Washing- 
ton, Ind.,  otolaryngologist. 

Dr.  Martin  Schmidt,  a Terre 
Haute  gastroenterologist,  was 
elected  to  the  Union  Hospital 
board  of  directors. 

Dr.  Robert  D.  Arnold,  an 
Indianapolis  obstetrician/ gyne- 
cologist, recently  delivered  his 
17,144th  baby,  making  it  his  final 
delivery.  Although  he  is  continu- 
ing his  office  practice  in  gynecol- 
ogy and  women's  health  care,  he 
has  stopped  delivering  babies.  □ 


New  ISMA  members 
Rashmi  R.  Abhyankar,  M.D., 
Terre  Haute,  family  practice. 

Zahid  Akram,  M.D.,  Terre 
Haute,  pulmonary  diseases. 

Candice  S.  Anderson,  M.D., 
Munster,  family  practice. 

Lolita  O.  Ang,  M.D., 
Schererville,  psychiatry. 

Nieves  C.  Antonio,  M.D., 
New  Albany,  anesthesiology. 

Mark  C.  Arvin,  M.D., 
Lafayette,  radiology. 

Rebecca  B.  Brewer,  M.D., 


Bloomington,  obstetrics  and  gyne- 
cology. 

Robert  L.  Burke,  M.D., 
Valparaiso,  orthopaedic  surgery. 

William  T.  Campbell,  M.D., 
Bloomington,  anesthesiology. 

William  D.  Carroll,  M.D., 
Bloomington,  internal  medicine. 

Jacob  M.  Chacko,  M.D., 
Anderson,  anesthesiology. 

Mario  B.  Cimafranca,  M.D., 
New  Albany,  anesthesiology. 

Carl  D.  Coppola,  M.D.,  New 
Albany,  otolaryngology. 

Emma  C.  H.  Coronel,  M.D., 
Jeffersonville,  anatomic/clinical 
pathology. 

Daniel  S.  Cotton,  M.D.,  Co- 
lumbia City,  internal  medicine. 

Mark  D.  Crowley,  M.D., 
LaPorte,  cardiovascular  diseases. 

Ronald  P.  Danis,  M.D.,  India- 
napolis, ophthalmology. 

Joseph  R.  Decamp,  M.D.,  Fort 
Wayne,  diagnostic  radiology. 

Dolph  M.  Denny,  M.D., 
Jeffersonville,  cardiovascular  dis- 
eases. 

Judith  A.  Deutsch,  M.D.,  In- 
dianapolis, infectious  diseases. 

Shashidhar  Divakaruni, 

M.D.,  Munster,  cardiovascular 
diseases. 

Todd  M.  Dudley,  M.D.,  India- 
napolis, internal  medicine. 

Anthony  K.  Duncan,  M.D., 
Louisville,  Ky.,  diagnostic  radiol- 
ogy- 

Rosalina  M.  Dy,  M.D., 
LaPorte,  anatomic /clinical  pathol- 
ogy- 

William  W.  Fedoriw,  M.D., 
Fort  Wayne,  pediatrics. 

Steven  E.  Fisher,  M.D.,  Fort 
Wayne,  orthopaedic  surgery. 

Douglas  R.  Flint,  M.D.,  India- 
napolis, family  practice. 

Sharon  F.  Hoover,  M.D., 
Muncie,  ophthalmology. 

Stephen  H.  Garry,  M.D., 
Lafayette,  emergency  medicine. 
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Lawrence  L.  Geller,  M.D., 
Jeffersonville,  urological  surgery. 

Souheil  F.  Haddad,  M.D., 
Bloomington,  neurological  sur- 
gery. 

Elizabeth  L.  Hamilton-Byrd, 

M.D.,  Indianapolis,  neurology. 

Karen  S.  Heard,  M.D.,  India- 
napolis, internal  medicine. 

B.  Matthew  Hicks,  M.D.,  Fort 
Wayne,  orthopaedic  surgery. 

Raymond  H.  Holderman, 
D.O.,  Olympia  Fields,  111.,  family 
practice. 

David  A.  Hornback,  M.D., 
South  Bend,  radiation  oncology. 

Steven  T.  Hugenberg,  M.D., 
Indianapolis,  rheumatology. 

Joseph  M.  Hunt,  M.D., 
Danville,  diagnostic  radiology. 

Paul  Jennings,  M.D.,  Goshen, 
orthopaedic  surgery. 

Janie  L.  Jones,  M.D.,  North 
Vernon,  family  practice. 

Miles  J.  Jones,  M.D.,  LaPorte, 
anatomic/ clinical  pathology. 

Robert  R.  Jones,  M.D.,  Fort 
Wayne,  ophthalmology. 

Timothy  J.  Kelly,  M.D.,  India- 
napolis, otolaryngology. 

Charles  F.  Kemper,  M.D., 
Jeffersonville,  pediatrics,  allergy. 

Kurt  Kessler,  M.D.,  Jasper, 
general  surgery. 

Sang  H.  Kim,  M.D.,  Muncie, 
ophthalmology. 

Seung  Soo  Kim,  M.D.,  Fort 
Wayne,  anatomic/clinical  pathol- 
ogy- 

David  H.  Kindred,  M.D., 
Lafayette,  obstetrics  and  gynecol- 
ogy- 

Joseph  A.  King,  M.D.,  Roch- 
ester, anesthesiology. 

Gary  S.  Kipp,  M.D.,  Jasper, 
obstetrics  and  gynecology. 

Ronald  F.  Kloc,  D O., 
Munster,  anesthesiology. 

Charles  L.  Lawler,  M.D., 
LaPorte,  internal  medicine. 

Mark  E.  Lemmons,  M.D., 
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Greenfield,  family  practice. 

Myron  I.  Lewyckyj,  M.D., 
Valparaiso,  ophthalmology. 

Barbara  Mansmann,  M.D., 
New  Albany,  pediatrics. 

Keith  W.  March,  M.D., 
Lafayette,  family  practice. 

Sue  A.  Maurer,  M.D.,  Fort 
Wayne,  obstetrics  and  gynecology. 

Bette  G.  Maybury,  M.D.,  In- 
dianapolis, neurology. 

Mitchell  Mazurek,  M.D.,  Fort 
Wayne,  physical  medicine  and 
rehabilitation. 

Mary  R.  McCullough,  M.D., 
Greensburg,  family  practice. 

Norman  A.  Miller,  M.D., 
Jeffersonville,  internal  medicine. 

James  R.  Milstead,  M.D., 
Frankfort,  emergency  medicine. 

Aijaz  M.  Mirza,  M.D., 
Wabash,  orthopaedic  surgery. 

Jeffrey  P.  Myers,  M.D.,  South 
Bend,  obstetrics  and  gynecology. 

Mark  A.  Nelson,  M.D., 
LaPorte,  gastroenterology. 

Paul  B.  Nelson,  M.D.,  India- 
napolis, neurological  surgery. 

Hema  U.  Patel,  M.D.,  India- 
napolis, neurology. 

Christopher  D.  Prevel,  M.D., 
Carmel,  plastic  surgery. 

Christopher  J.  Quinn,  M.D., 
Granger,  family  practice. 

Jyethirmai  K.  Reddy,  M.D., 
Fort  Wayne,  obstetrics  and  gyne- 
cology. 

Gene  K.  Richard,  M.D.,  Fort 
Wayne,  anatomic/clinical  pathol- 
ogy- 

Ralph  W.  Richter  Jr.,  M.D., 
East  Chicago,  hand  surgery. 

Christopher  P.  Rocco,  M.D., 
Anderson,  neurology. 

Karen  L.  Roos,  M.D.,  India- 
napolis, neurology. 

Bruce  T.  Rougraff,  M.  D., 
Indianapolis,  orthopaedic  surgery. 

Vicenta  A.  Salanova,  M.D., 
Indanapolis,  neurology. 

Dan  A.  Sapir,  M.D.,  Lafayette, 


anesthesiology. 

Steven  M.  Schneider,  M.D., 
Fort  Wayne,  psychiatry. 

Thomas  L.  Schumann,  M.D., 
Evansville,  occupational  medicine. 

Malavalli  N.  Seetharam, 

M.D.,  Indianapolis,  pediatrics. 

Erin  C.  Snyder,  M.D.,  New 
Albany,  family  practice. 

Eric  W.  Stark,  M.D.,  Lafayette, 
anatomic/clinical  pathology. 

Henry  A.  Stiene,  M.D.,  India- 
napolis, orthopaedic  surgery. 

Dennis  L.  Streeter,  D.O., 
Merrillville,  general  surgery. 

Rudolf  W.  Taubner,  M.D., 
Lafayette,  neurology. 

Phillip  D.  Toth,  M.D.,  India- 
napolis, internal  medicine. 

William  W.  Turner  Jr.,  M.D., 
Indianapolis,  general  surgery. 

Belinda  J.  Watts,  M.D.,  India- 
napolis, internal  medicine. 

Roger  F.  West  Jr.,  M.D.,  India- 
napolis, anesthesiology. 

James  A.  Westervelt,  M.D., 
Jeffersonville,  general  surgery. 

Jon  N.  Winther,  M.D.,  Fort 
Wayne,  emergency  medicine. 

Shahnour  Yaylayan,  M.D., 
Michigan  City,  child  psychiatry. 

Dennis  K.  Zawadski,  M.D., 
Yorktown,  pulmonary  diseases. 

Kert  Zijlstra,  M.D.,  Fort 
Wayne,  gastroenterology. 

Residents 

Daniel  D.  Feeney,  M.D.,  India- 
napolis, obstetrics  and  gynecol- 

°gy- 

Sheila  M.  Gamache,  M.D., 
Indianapolis,  cardiovascular  dis- 
eases. 

Judy  M.  Jackson,  M.D.,  India- 
napolis, radiation  oncology. 

Michael  G.  Khamis,  M.D., 
Indianapolis,  radiology. 

Dallas  E.  Peak,  M.D.,  India- 
napolis, emergency  medicine.  □ 
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At  least  one-third  of  all  breast  cancer  patients  could  have 

LUMPECTOMY  FOLLOWED  BY  RADIATION  THERAPY 


l/'lpihe  American  Cancer  Society,  the  American 
College  of  Surgeons  and  the  American 
College  of  Radiology  have  agreed  that 
women  whose  early  breast  cancer  was  detected 
by  mammography  are  candidates  for  breast' 
saving  treatment.  This  treatment  consists  of 
lumpectomy  with  axillary  node  sampling 
followed  by  radiation  therapy  to  the  breast. 
According  to  new  standards,  women  with  small 
lumps,  those  with  tumors  as  large  as  two  inches, 
and  even  some  women  with  positive  nodes  may 
be  candidates  for  this  treatment. 


The  purpose  of  the  breast-conserving  treatment 
is  to  treat  these  patients  adequately  but  with  a 
good  cosmetic  result.  Stage  for  stage,  patients 
treated  in  this  manner  have  the  same  longevity 
and  the  same  freedom  from  local  recurrence  as 
those  treated  with  mastectomy. 

For  copies  of  the  standards  please  contact 
Keri  Sperry,  American  College  of  Radiology, 
1891  Preston  White  Drive,  Reston,  VA  22091. 


AMERICAN 
CANCER 
? SOCIETY 


Hospital  Medical  Staff  Section 
21st  Assembly  Meeting 
Chicago  Marriott  Hotel 
June  10-14, 1993 


Reform  of  the  American  health  care  delivery  sys- 
tem is  the  issue  of  the  90s.  The  public  and  political 
debate  over  changing  our  health  care  delivery 
system  is  intense.  Significant  reform  legislation 
has  already  been  passed  in  several  states.  To  help 
you  lead  your  organization  in  a time  of  major 
change,  three  educational  programs  will  be  part  of 
this  HMSS  Assembly  Meeting. 

Negotiations  and  Conflict  Resolution 

Gain  new  skills  to  effectively  provide  leadership  in  negotiat- 
ing and  resolving  conflicts  that  arise  in  the  process  of  health 
care  delivery.  Learn  to  frame  negotiation  in  the  best 
interests  of  all  parties,  to  listen  actively,  to  use  positional 
bargaining  and  avoid  surprises. 

Review  and  Analysis  of  President  Clinton's  Health 
Care  Reform  Plan 

President  Clinton  is  expected  to  release  his  new  health  care 
reform  plan  in  May.  Participants  in  this  session  will  hear  a 
full  review  and  analysis  of  the  plan  from  leading  experts  in 
the  medical  field. 

Challenge  and  Change  in  the 
Managed  Care  Environment 

Develop  a comprehensive  understanding  of  the  current 
environment  in  health  care  highlighted  by  a discussion  of 
the  impact  of  President  Clinton's  plan  on  health  care 
delivery  system  reform.  Discover  steps  physicians  can  take 
to  deal  with  the  realities  of  managed  care. 

Don't  miss  this  opportunity  to  acquire  leadership 
skills  to  help  your  physician  community  succeed! 

For  more  information,  please  call 
312  464-4754  or  464-4761. 


Hospital 

Medical 

Staff 

Section 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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MEDICAL  DIRECTOR  - Looking  for  a 
change  from  the  hassle  of  private 
practice?  Correctional  industrial 
complex  seeks  a physician  with  a 
license  to  practice  medicine  in 
Indiana  with  two  years'  full-time 
licensed  experience  in  the  prac- 
tice of  medicine.  We  offer  set 
hours,  7:30  a.m.  to  4 p.m.,  Mon- 
day-Friday;  no  hospital  rounds; 
good  state  benefit  package;  and 
salary  based  on  experience.  Call 
James  G.  Bessler,  (317)  778-8011, 
ext.  1007,  for  details.  We  are  an 
Equal  Opportunity  Employer  M/F/H. 

BOARD-CERTIFIED  FP/INTERNIST; 

Join  a two-physician  group  in  west 
central  Indiana.  Work  in  a full- 
service  clinic  with  x-ray,  lab,  EKG, 
pharmacy  and  minor  surgery  facili- 
ties. Three  metro  areas  within  40 
minutes.  Three  state  parks,  two 
lakes  and  many  other  outdoor 
paradises  within  15  minutes.  Two 
satellite  clinics  and  hospital  within 
15  minutes.  The  cost  of  living  is  low 
with  a high  patient-to-doctor  ratio. 
Package  includes  $120,000  guar- 
anteed in  the  first  year,  paid  over- 
head, retirement  benefits,  tempo- 
rary housing,  four  weeks  vacation 
and  a wonderful  staff  to  work  with. 
Contact  P.  A.  Swaim,  Parke  Clinic, 
P.O.  Box  185,  Rockville,  IN  47872, 
(317)  569-6236. 

DIAGNOSTIC  RADIOLOGIST-BC/BE  - 

Immediate  opening  in  multi-spe- 
cialty clinic  comprising  approxi- 
mately 55  physicians.  Radiology 
department  currently  has  staff  of 
four  physicians  performing  67,000 
exams  yearly.  New  partner  should 
be  well  qualified  in  general  diag- 
nosis, mammography,  CT,  US,  NM, 
MRI  and  the  performance  of 
needle  biopsies.  Otherwise,  no 
interventional  or  angiography. 
Clinic  is  located  in  Munster,  a 
white-collar  community  of  21,000  in 
northwestern  Indiana  within  27 
miles  of  the  Chicago  Loop.  Grow- 
ing practice;  good  balance  be- 
tween income  and  time  off;  no 
night  call.  Interested  candidates 


please  contact  Katica  Sorak,  M.D., 
Hammond  Clinic,  7905  Calumet 
Ave.,  Munster,  IN  46321,  or  call 
(219)  836-5800,  ext.  1024. 

PEDIATRICIAN,  BC,  OR  PEDIATRI- 
CIAN-INTENSIVIST  to  join  general 
pediatrician  and  neonatologist- 
pediatrician  in  northwest  Indiana. 
Superior  schools  and  community, 
many  recreational  opportunities, 

50  miles  from  Chicago.  Six  weeks 
per  year  PGE  and  vacation.  Early 
full  partnership.  Send  CV  and 
cover  letter  to  Drs.  Covey  and 
Marquez,  South  Ridge  Pediatric 
Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Valparaiso,  IN 
46383. 

STUDENT  HEALTH  PHYSICIAN  for 

outpatient  medical  care  of  adoles- 
cents and  adults.  Primary  care 
physician  with  board  certification 
preferred.  Licensed  or  eligible  for 
Indiana.  No  weekend  or  night 
hours.  Excellent  benefit  package. 
Send  curriculum  vitae  to  Robert 
Hongen,  M.D.,  Medical  Director, 
Indiana  University  Health  Center, 
600  N.  Jordan  Ave.,  Bloomington, 

IN  47405.  Indiana  University  is  an 
Affirmative  Action/Equal  Opportu- 
nity Employer. 

OB/GYN,  INTERNAL  MEDICINE, 
FAMILY  PRACTICE  - Strelcheck  & 
Associates,  Inc.,  currently  repre- 
sents family  practice  positions  in 
Illinois,  Kansas,  Nebraska,  Ohio, 
Texas  and  Wisconsin  - some  near 
the  Minnesota  border;  internal 
medicine  positions  in  Wisconsin; 
ob/gyn  positions  in  southeastern 
Wisconsin.  We  would  be  happy  to 
provide  you  with  further  informa- 
tion. Please  call  toll-free,  1-800- 
243-4353,  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

DERMATOLOGY,  GASTROENTEROL- 
OGY, NEUROSURGERY,  OCCUPA- 
TIONAL MEDICINE,  ONCOLOGY, 
ORTHOPAEDICS,  ORTHOPAEDICS- 


HAND,  UROLOGY  - Strelcheck  & 
Associates,  Inc.,  an  extension  of 
our  clients'  recruiting  departments, 
has  positions  available  in  Wisconsin 
and  Michigan.  We  would  be 
happy  to  provide  you  with  further 
information.  Please  call  1-800-243- 
4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

BLOOMINGTON,  INDIANA  - Ambu- 
latory care  center/ED.  Group 
seeks  full-time  physician  to  prac- 
tice in  two  ambulatory  care  cen- 
ters and  hospital  emergency  de- 
partment. Competitive  salary  and 
full  range  of  benefits.  Scenic 
southern  Indiana  area  includes  I.U., 
Hoosier  National  Forest,  lakes  and 
exceptional  cultural  opportunities. 
Call  Ruth  Barrett  at  (812)  332-3443 
and  send  CV  to  3443  W.  3rd  St., 
Bloomington,  IN  47404. 

PHYSICIANS  AND  THEIR  FAMILIES 
WORKSHOP  - July  25-30,  1993. 
Grande  Butte  Hotel,  Mt.  Crested 
Butte,  Colo.  24  hours  of  ACCME 
credit,  24.5  AAFP  credit.  Contact 
The  Menninger  Clinic,  Topeka, 

Kan.,  1-800-288-7377. 

SIOUX  CITY,  IOWA  - An  excellent 
position  is  available  for  a BC/BE 
family  practice  physician  in  a new 
community  health  center.  A full 
range  of  family  practice  medicine 
is  needed  in  a community  that  is 
very  supportive  of  the  center. 

Sioux  City  is  a great  place  to  raise 
a family  and  has  excellent  public 
and  parochial  school  systems,  a 
community  college,  two  liberal  arts 
colleges,  a graduate  center,  two 
excellent  medical  centers,  a resi- 
dency training  program  (family 
practice),  etc.  The  center  offers  a 
competitive  compensation  and 
benefit  package,  paid  malprac- 
tice, etc.  For  more  information, 

Jeff  Hackett.  Executive  Director, 
Siouxland  Community  Health  Cen- 
ter, 1 709  Pierce  St.,  Sioux  City,  IA 
51105,  (712)  252-2477. 
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REFURBISHED  MEDICAL  EQUIPMENT 

- Omega  automatic  blood  pres- 
sure unit,  new.  Ritter  Procto  table. 
Portable  x-ray.  Shampaine  ob-gyn 
table.  Autoclaves.  Infant  and 
adult  scales,  color-coded,  excel- 
lent condition.  Lab  centrifuges. 
Mixed  bag  of  surgical  drapes, 
towels,  instrument  wraps  in  50  lb. 
boxes,  $100.  Microscopes, 

Olympus  sigmoidoscope.  Contact 
Bernard  Medical  Resources,  1 555 
Dixie  Highway,  Covington,  KY 
41011,  1-800-892-3716,  fax:  (606) 
581-5205. 

FAMILY  PRACTITIONERS/INTERNISTS- 
BC/BE  - Sainf  John's  Healfh  Care 
Corporation,  a member  of  fhe 
Holy  Cross  Health  System,  is  a 371  - 
bed  facility  in  central  Indiana. 

Saint  John's  was  recognized  by 
the  JCAHO  as  a top  10%  quality 
organization  in  the  nation.  Very 
competitive  compensation  and 
incentives  are  available  to  quali- 
fied physicians  locating  in  the  Saint 
John's  service  area.  Anderson, 

Ind.,  is  a pleasant  60,000-resident 
community  close  to  Indianapolis 
with  the  advantages  of  a major 
metropolitan  area.  Send  CV  or 
contact  Steven  Pavik,  Director, 
Medical  Staff  Affairs,  Saint  John's 
Health  Care  Corp.,  2015  Jackson 
St.,  Anderson,  IN  46016,  (317)  646- 
8303. 

EMERGENCY  CARE  PHYSICIANS  - 

Expanding  emergency  medicine 
group  seeking  career-minded  phy- 
sicians for  multiple  Indiana  loca- 
tions. Twenty-year  history  without 
a lost  contract.  Hourly  compensa- 
tion based  on  training,  experience 
and  qualifications.  Excellent  ben- 
efits include  401  (k)  pension  plan; 
malpractice,  health,  life  and  dis- 
ability insurance;  CME  allowance; 


and  ACEP,  ISMA  and  hospital 
dues.  Will  consider  all  physicians 
with  emergency  medicine  experi- 
ence and  interest.  Contact  Jim 
Gardner,  M.D.,  Director,  Corporate 
Development,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Suite 
A,  Bloomington,  IN  47403,  (812) 
333-2731. 

IMMEDIATE  CARE  PHYSICIANS  - 

Expanding  immediate  care  group 
seeks  career-minded  primary  physi- 
cians for  multiple  Indianapolis  loca- 
tions. Corporation  is  physician- 
owned  and  operated  with  1 1 
years  of  experience  in  Indianapolis 
metropolitan  area.  Compensation 
based  on  training,  experience  and 
qualifications.  Excellent  benefits 
include  401  (k)  pension  plan;  mal- 
practice, health,  life  and  disability 
insurance;  CME  allowance;  and 
ACEP,  ISMA  and  county  dues.  Will 
consider  all  primary  medical  disci- 
plines with  interest  in  outpatient 
medicine.  Full-time  opportunities 
only.  Contact  Jim  Gardner,  M.D., 
Director,  Corporate  Development, 
Emergency  Care  Physicians,  640  S. 
Walker  St.,  Suite  A,  Bloomington,  IN 
47403,  (812)  333-2731. 

PHYSICIAN  PRACTICE  OPPORTUNI- 
TIES - Statewide/nationwide/world- 
wide. All  specialties,  group/solo, 
varied  income  arrangements. 
Contact  Larson  & Trent  Associates, 
Box  1,  Sumner,  IL  62466-0001 . Tele- 
phone: (618)  936-2662,  936-2970  or 
(800)  352-6226. 

FAMILY  PRACTICE  opportunities 
available  in  Fort  Wayne,  Ind.  Prac- 
tice setting  extremely  flexible.  Solo 
or  group.  Salary  guarantee,  relo- 
cation and  other  expenses  paid. 

An  opportunity  to  practice  medi- 
cine and  leave  administrative  and 


billing  headaches  to  someone 
else.  For  complete  details,  con- 
tact our  physician  recruiting  officer 
at  (219)  489-2772,  ext.  415. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 

GENERAL  INTERNIST  - BC/BE.  To 
join  a busy  five-man  practice  with 
special  interest  in  hospital  intensive 
care,  plus  consultative  and  primary 
care  practice  in  the  Indianapolis 
area.  Will  offer  partnership.  Reply 
to  Box  19616,  Indianapolis,  IN 
46219. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct„  Cincinnati,  OH  45244,  (513) 
231-0922. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-fime,  ca- 
reer-orienfed  emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  3645  S.  East  St.,  Indianapolis, 

IN  46227-1240,  (317)  783-7474.  □ 
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"Ron’s  Rule — I give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
failed  me  yet. 

Ron  Richmond,  MD, 
joined  the 
CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 
A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  Soft- 
spoken  tor  a New  Yorker.  Ron  Richmond  knows... 

It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1-800—153-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


Opportunity  Hotline 

Taking  the  Search  out  of  Physician  Search 


Direct,  confidential  referral  to 
Family  Practice  and  OB/GYN 
practice  opportunities  NATIONWIDE. 

Call  us  toll  free  and  within  a 
few  weeks  you  will  be  contacted 
directly  by  hospitals,  clinics, 
or  doctors  groups  who  know  your 
practice  and  geographic  preferences 
and  are  interested  in  YOU. 


It’s  that  simple  and  no  recruiters 
are  involved  with  this  service. 

800-264-4456 
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PRAVACHOL  “ (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid  -lowering  drugs 
dunng  pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hyper- 
cholesterolemia Cholesterol  and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal 
development  (including  synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors 
decrease  cholesterol  synthesis  and  possibly  the  synthesis  of  other  biologically  acti\e  substances  derived  from 
cholesterol,  they  may  cause  fetal  harm  when  administered  to  pregnant  women  Therefore.  HMG-CoA  reduc- 
tase inhibitors  are  contraindicated  dunng  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  admin- 
istered to  women  of  childbearing  age  only  when  such  patients  are  highly  unlikely  to  conceive  and 
have  been  informed  of  the  potential  hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of 
drug,  therapy  should  be  discontinued  and  the  patient  appnsed  of  the  potential  hazard  to  the  fetus 
WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid -lowering  therapies,  have  been  associ- 
ated with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT.  AST)  values  to 
more  than  3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have 
been  reported  in  1.3%  of  patients  treated  with  pravastatin  in  the  U S.  over  an  average  period  of  18  months. 
These  abnormalities  were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment 
duration.  In  those  patients  in  whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who 
were  discontinued  from  therapy,  the  transaminase  levels  usually  fell  slowly  to  pretreatment  levels  These 
biochemical  findings  are  usually  asymptomatic  although  worldwide  experience  indicates  that  anorexia,  weak- 
ness. and/or  abdominal  pain  may  also  be  present  in  rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  dunng  therapy  with  pravastatin 
Serum  aminotransferases,  including  ALT  (SGPT).  should  be  monitored  before  treatment  begins,  every  six 
weeks  for  the  first  three  months,  every  eight  weeks  dunng  the  remainder  of  the  first  year,  and  penodically 
thereafter  (e.g..  at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop 
increased  transaminase  levels.  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subse- 
quently monitored  at  more  frequent  intervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper 
limit  of  normal  and  persist,  then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase 
elevations  following  discontinuation  of  therapy  may  warrant  consideration  of  liver  biopsy 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin 
(see  CONTRAINDCATIONS)  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a 
history  of  liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinet- 
ics/Metabolism). Such  patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended 
dosing  range,  and  titrated  to  the  desired  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been 
reported  with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported 
in  pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle 
weakness  in  conjunction  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the 
upper  limit  of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%). 
Myopathy  should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/a 
marked  elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pan,  tenderness 
or  weakness,  particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued 
if  markedly  elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy 
should  also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition 
predisposing  to  the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypo- 
tension; major  surgery;  trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncon- 
trolled epilepsy. 

The  nsk  of  myopathy  dunng  treatment  with  lovastatm  is  increased  if  therapy  with  either  cyclosporine, 
gemfibrozil,  erythromycin,  or  niacin  is  administered  concurrently  There  is  no  experience  with  the  use  of 
pravastatin  together  with  cyclosporine  Myopathy  has  not  been  observed  in  clinical  tnals  involving  small 
numbers  of  patients  who  were  treated  with  pravastatin  together  with  niacin.  One  trial  of  limited  size  involving 
combined  therapy  with  pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and 
patient  withdrawals  due  to  musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  com- 
pared with  the  groups  receiving  placebo,  gemfibrozil,  or  pravastatin  monotherapy  Myopathy  was  not  reported 
in  this  tnal  (see  PRECAUTIONS  Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was 
added  to  a previously  well  tolerated  regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was 
stopped  and  pravastatin  treatment  continued  Trie  use  of  fibrates  alone  may  occasionally  be  associ- 
ated with  myopathy.  The  combined  use  of  pravastatin  and  fibrates  should  generally  be  avoided. 
PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REAC- 
TIONS). This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with 
pravastatin. 

Homozygous  Familial  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors. 

Renal  Insufficiency  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying 
degrees  of  renal  impairment  (as  determined  by  creatinine  clearance)  No  effect  was  observed  on  the  pharma- 
cokinetics of  pravastatin  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31 .906).  A small  increase  was  seen  in  mean 
AUC  values  and  half-life  (ti/2)  for  the  inactive  enzymatic  nng  hydroxylation  metabolite  (SQ  31 .945).  Given  this 
small  sample  size,  the  dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impair- 
ment who  are  receiving  pravastatin  should  be  closely  monitored 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tender- 
ness or  weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs.  Gemfibrozil,  Niacin  (Nicotinic  Acid),  Erythromycin  See 
WARNINGS  Skeletal  Muscle 

Antipyrme  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of 
pravastatin.  Since  pravastatin  does  not  appear  to  nduce  hepatic  drug -metabolizing  enzymes,  it  is  not  ex- 
pected that  any  significant  interaction  of  pravastatin  with  other  drugs  (e  g,  phenytoin,  quinidine)  metabolized 
by  the  cytochrome  P450  system  will  occur. 

Cholestyramine/ Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in 
the  mean  AUC  of  pravastatin.  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after 
cholestyramine  or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in 
bioavailability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy.) 

Wariam  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarn  concomitantly  for 
6 days,  bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered 
Pravastatin  did  not  alter  the  plasma  protein -binding  of  warfann  Concomitant  dosing  did  increase  the  AUC  and 
Cmax  of  warfann  but  did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in 
mean  prothrombin  time  after  6 days  of  concomitant  therapy)  However,  bleeding  and  extreme  prolongation  of 
prothrombin  time  has  been  reported  with  another  drug  in  this  class.  Patients  receiving  warfann-type  anti- 
coagulants should  have  their  prothrombin  times  closely  monitored  when  pravastatr  is  initiated  or  the  dosage 
of  pravastatin  is  changed 

Cimetidine  The  AUC0.i2hr  fa*  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid 

Digoxm  In  a crossover  tnal  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  for 
9 days,  the  bioavailability  parameters  of  digoxin  were  not  affected  The  AUC  of  pravastatin  tended  to  increase, 
but  the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31 .906  and  SQ  31 .945  was  not  altered 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin  In 
addition,  there  was  a significant  increase  in  AUC.  Cmax.  and  Tmax  for  the  pravastatin  metabolite  SQ  31 .906 
Combination  therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended. 

In  interaction  studies  with  aspirm,  antacids  (1  hour  prior  to  PRAVACHOL).  ametidne,  nicotinic  acid,  or 
probucd,  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL  (pravastatin 
sodium)  was  administered 

Other  Drugs  Dunng  clinical  tnals,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was 
added  to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta- 
blockers.  or  nitroglycern. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulat- 
ing cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production. 
Results  of  clinical  tnals  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard 
to  possible  effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone 
response  to  human  chononic  gonadotropin  was  significantly  reduced  (p<0  004)  after  16  weeks  of  treatment 
with  40  mg  of  pravastatin.  However,  the  percentage  of  patients  showing  a >50%  nse  in  plasma  testosterone 
after  human  chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The 
effects  of  HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate 
numbers  of  patients  The  effects,  if  any.  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre  menopausal  females 
are  unknown  Patents  treated  with  pravastatin  who  display  clinical  o/idence  of  endocrine  dysfunction  should 
be  evaluated  appropriately.  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent 
used  to  lower  cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e.g.,  ketoconazole. 
spironolactone,  cimetidine)  that  may  dimmish  the  levels  or  activity  of  steroid  hormones 
CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear 
cell  infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a 
dose  that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking 
40  mg/day  Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 

A chemically  similar  drug  n this  class  produced  optic  nerve  degeneration  (Wallenan  degeneration  of  reti- 
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nogeniculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day.  a dose 
that  produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  m humans  taking  the 
highest  recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity).  This  same  drug  also  produced 
vestibulocochlear  Wallenan-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for 
14  weeks  at  180  mg/kg/day.  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the 
60  mg/kg  dose. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  in  a 2-year  study  in  rats  fed  pravastatin  at  doses 
of  10.  30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males 
at  the  highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body 
weight  basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given 
40  mg  pravastatin  as  measured  by  AUC 

The  oral  administration  of  10.  30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to 
5.0  times  human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant 
increase  in  the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled 
and  compared  to  controls  (p<0.05).  The  ncidence  was  not  dose-related  and  male  mice  were  not  affected 

A chemically  similar  drug  n this  class  was  administered  to  mice  for  72  weeks  at  25.  100,  and  400  mg/kg 
body  weight,  which  resulted  in  mean  serum  drug  levels  approximately  3.  15,  and  33  times  higher  than  the 
mean  human  serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose.  Lrver  carcnomas 
were  significantly  increased  n high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  ncidence  of 
90  percent  in  males.  The  ncidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose 
females.  Drug  treatment  also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose 
males  and  females.  Adenomas  of  the  eye  Hardenan  gland  (a  gland  of  the  eye  of  rodents)  were  significantly 
higher  in  high-dose  mice  than  in  controls. 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the 
following  studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Escherichia  coli, 
a forward  mutation  assay  in  L5178Y  TK  +/-  mouse  lymphoma  cells,  a chromosomal  aberration  test  in 
hamster  cells,  and  a gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no 
evidence  of  mutagenicity  in  either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on 
fertility  or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor, 
there  was  decreased  fertility  n male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect 
was  not  observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  1 1 weeks  (the 
entire  cycle  of  spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase 
inhibitor  at  180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogenic  epithelium) 
was  observed  Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicu- 
lar atrophy,  decreased  spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs.  The 
clinical  significance  of  these  findings  is  unclear 
Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDCATIONS 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or 
240x  (rat)  the  human  exposure  based  on  surface  area  (mg/meter2).  However,  in  studies  with  another  HMG- 
CoA  reductase  inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice.  PRAVACHOL  (pravastatin 
sodium)  should  be  administered  to  women  of  child-beanng  potential  only  when  such  patients  are  highly 
unlikely  to  conceive  and  have  been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while 
taking  PRAVACHOL  (pravastatin  sodium),  it  should  be  discontinued  and  the  patient  advised  again  as  to  the 
potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDCATIONS) 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established.  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4-month  long 
placebo-controlled  tnals,  17%  of  pravastatin -treated  patients  and  1.2%  of  placebo-treated  patients  were 
discontinued  from  treatment  because  of  adverse  experiences  attnbuted  to  study  drug  therapy,  this  difference 
was  not  statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were 
asymptomatic  serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints  Dunng  clini- 
cal tnals  the  overall  incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in 
younger  patients 

Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attnbution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  m the  placebo-controlled  tnals  are  identified  in  the  table  below,  also  shewn  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


All  Events  % 

Events  Attnbuted  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 4 1 1 ) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Pan 

4.0 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4 0* 

1.1 

1.3 

0.9 

Gastrointestinal 

Nausea/Vom  iting 

7.3 

7.1 

2.9 

3.4 

Diarrhea 

6.2 

5.6 

2.0 

1.9 

Abdominal  Fbm 

5.4 

6.9 

2.0 

3.9 

Constipation 

40 

7.1 

2.4 

5.1 

Flatulence 

3.3 

3.6 

2.7 

3.4 

Heartburn 

2.9 

1.9 

20 

0.7 

General 

Fatigue 

3.8 

3.4 

1.9 

1.0 

Chest  Pain 

3.7 

1.9 

0.3 

0.2 

Influenza 

2 4' 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  F^in 

10.0 

9.0 

1.4 

1.5 

Myalgia 

2.7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

6.2 

3.9 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1.0 

0.5 

Renal/Genitounnary 

Urinary  Abnormality 

2.4 

2 9 

0.7 

1.2 

Respiratory 

Common  Cold 

7.0 

63 

0.0 

0.0 

Rhinitis 

40 

4.1 

0.1 

0.0 

Cough 

2.6 

1.7 

0.1 

0.0 

'Statistically  significantly  different  from  placebo. 

The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal:  myopathy,  rhabdomyolysis 

Neurological  dysfuncton  of  certar  cramal  nerves  (ndudng  alteraton  of  taste,  impairment  of  extra-ocular  mexe- 
ment.  faaaJ  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  penpheral  neuropathy,  penpheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has 
included  one  or  more  of  the  following  features:  anaphylaxis,  angoedema.  lupus  erythematous-like  syndrome, 
polymyalgia  rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA, 
ESR  increase,  arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea, 
toxic  epidermal  necrolysis,  erythema  multiforme,  including  Stevens- Johnson  syndrome 
Gastrontestnal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change 
in  li\^r.  ana,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vromiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction 
Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosnophilia  has  been  reported  Eosinophil  counts  usually  returned  to  normal 
despite  continued  therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other 
HMG-CoA  reductase  inhibitors. 

Concomitant  Therapy:  Pravastatr  has  been  administered  concurrently  with  cholestyramine,  colestipol, 
nicotinic  acid,  probucol  and  gemfibrozil  Preliminary  data  suggest  that  the  addition  of  either  probucd  or 
gemfibrozil  to  therapy  with  lovastatm  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-chdesterd 
than  that  achieved  with  lovastatin  or  pravastatin  alone.  No  adverse  reactions  unique  to  the  combnatbn  or  in 
addition  to  those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis 
(with  or  without  acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used 
in  combination  with  immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid- lowering  doses  of  nicotinic 
acid.  Concomitant  therapy  with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recom- 
mended (See  WARNINGS  Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin. 

Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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Introducing  a new  program  that  helps  PRAVACHOL®  patients  get 
the  most  out  of  their  therapy... 


PRAVACHOL®  (pravastatin  sodium)  10  mg,  20  mg  tablets 


PROG 


vP 

R A M" 


Introducing  the  Pravachol ® 
PARTNERS  Program  ", 
exclusively  for  your  patients 
taking  PRAVACHOL. 

Designed  with  the  help  of  250  physicians,  this 
program  was  developed  to  enhance  patients’  commit- 
ment to  your  recommendations  about  diet,  exercise 
and  medication 

When  patients  join,  they'll  receive  an  informative, 
entertaining  video — Cholesterol:  The  Inside  Story , 
hosted  by  Regis  Philbin  and  Kathie  Lee  Gifford  — 
and  a subscription  to  a motivational  newsletter 
They'll  even  receive  savings  on  products  and  services 
that  can  help  them  maintain  an  enjoyable  low-fat, 
low-cholesterol  life-style. 

And  it's  easy  for  you  to  help  patients  enroll  — just 
call  1-800-572-1034  for  information  and  a supply  of 
enrollment  forms. 


Bristol-Myers  Squibb  Company 

PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated 
total  and  LDL-cholesterol  levels  in  patients  with  primary  hypercholes- 
terolemia (Types  lla  and  lib)  when  the  response  to  diet  alone  has  not  been 
adequate 

Please  see  following  page  for  brief  summary  of  full  Prescribing  Information. 
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YOCON* 

YOHIMBINE  HCI 


; DtKfijrtMi:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine  It  is  a crystalline  powder, 
odorless  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon  ■ is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patients  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general 
Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day  Reported 
therapy  not  more  than  10  weeks  3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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■stethoscope 


National  authorities  in  health  care  reform  will  participate  in  a forum 
during  the  1993  ISMA  Annual  Convention.  The  panel  discussion  of 
national  leaders  is  scheduled  from  10  a.m  to  1 p.m.  Saturday,  Oct.  16, 
and  will  be  followed  by  a health  reform  reaction  panel,  composed  of 
representatives  of  consumer  groups,  from  3 p.m.  to  5 p.m. 

Invited  panelists  include  Gov.  Howard  Dean,  M.D.,  of  Vermont; 

Gov.  Roy  Romer  of  Colorado;  Ira  Magaziner,  senior  policy  director 
of  the  Clinton  administration  health  system  task  force;  Richard 
Davidson,  American  Hospital  Association;  Steven  Schroeder,  M.D., 
the  Robert  Wood  Johnson  Foundation;  Uwe  Reinhardt,  Princeton 
University;  James  Todd,  M.D.,  American  Medical  Association;  and 
Lynn  Etheridge,  formerly  of  the  Jackson  Hole  Group.  At  press  time. 
Dr.  Todd  and  Etheridge  had  confirmed  that  they  would  participate. 

This  year's  convention  will  be  held  Oct.  15  to  17  at  the  Westin  Hotel 
in  downtown  Indianapolis.  Sheilah  Kast,  an  ABC  News  business 
and  economics  correspondent,  will  speak  at  the  IMPAC  luncheon,  set 
for  1 p.m.  Oct.  16.  Luncheon  tickets  are  $15. 

The  President's  Night  reception  and  dinner,  featuring  the  music  of 
The  Five  Easy  Pieces,  will  be  held  Oct.  16.  Tickets  are  $50  per  per- 
son in  advance  or  $55  at  the  door. 

ISMA  members  who  do  not  receive  a convention  brochure  but  are 
interested  in  attending  the  health  care  forum,  the  IMPAC  luncheon 
or  President's  Night  should  complete  and  return  the  registration 
form  on  page  353  of  this  issue. 

The  deadline  for  submitting  resolutions  to  Janice  Herring  at  the 
ISMA  for  consideration  by  the  1993  House  of  Delegates  is  Aug.  16. 


National  leaders  in  health  care 
reform  to  speak  at  ISMA 
convention 


Physicians  must  provide  OSHA  This  spring  marked  the  one-year  anniversary  for  implementation  of 

refresher  course  for  emolovees  the  Occupational  Safety  and  Health  Administration  (OSHA)  regula- 

tions on  bloodborne  pathogens.  Physicians  are  required  to  provide 
their  staff  members  with  an  annual  refresher  course  on  the  regula- 
tions. 

Physicians  themselves  are  not  subject  to  training  and  review  require- 
ments unless  they  are  designated  "employees"  of  an  organization, 
nor  are  they  required  to  take  a special  test  on  the  regulations.  Physi- 
cians are  required  to  review  and  update  their  practice  compliance 
plans  at  least  annually  or  whenever  a procedure  that  would  expose 
employees  to  possible  hazard  is  added  to  the  list  of  procedures  per- 
formed by  the  practice. 

The  ISMA  will  present  a workshop  on  OSHA  regulations  Sept.  1 in 
Merrillville  and  Sept.  8 in  Indianapolis.  For  more  information,  call 
Barbara  Walker  or  Jan  Hubbard  at  the  ISMA,  (317)  261-2060  or  1-800- 
257-4762.  J 
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INTRODUCING... 

LEDERLE  PARTNERS  IN  PATIENT  CARE M ASSISTANCE  PROGRAM 


BECAUSE  NOT  ONE  AMERICAN  SHOULD  FALL  THROUGH  THE  HEALTH  CARE  SYSTEM 

Prescription  medications  are  a cost-effective  component 
of  our  national  health  care  system.  Unfortunately,  there 
are  patients  with  limited  income  and  no  medical  insur- 
ance who  are  not  being  served  by  the  current  system. 

The  LEDERLE  PARTNERS  IN  PATIENT  CARE 
Assistance  Program  offers  a partnership  of  private  practice 
physicians,  retail  pharmacists,  and  Lederle  Laboratories. 

This  cooperative  effort  of  professional  practitioners  and 
Lederle  will  help  with  the  unmet  needs  of  these  special 
patients  by  providing  Lederle  prescription  pharmaceu- 
ticals free  of  charge. 

Contact  your  Lederle  Representative  or  call  our 
toll-free  number  to  receive  the  physician’s  simplified 


patient  enrollment  form.  Data  from  this  enrollment  form 
will  generate  a prescription  for  the  physician  to  review, 
sign,  and  give  to  the  patient.  The  patient’s  pharmacist  will 
dispense  the  medication  to  the  patient  and  be  reimbursed 
as  with  other  third-party  pay  prescriptions. 

To  enroll  patients  or  to  get  more  details,  contact  your 
Lederle,  Advantus,  Lederle  Oncology,  Lederle  Standard 
Products,  or  Storz  Ophthalmics  Representative.  Or  you 
may  call  1-800-LED-CARE. 
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■guest  editorial 

Improvements  in  health  care 


Philip  H.  Abelson 

In  efforts  to  contain  costs  of 
health  care,  all  aspects  of  the  com- 
plex system  should  be  scrutinized. 
Obvious  savings  could  be 
achieved  in  many  facets.  A re- 
duction of  punitive  awards  in 
malpractice  suits  would  lead  to  a 
reduction  in  the  number  of  costly 
defensive  clinical  tests  and  refer- 
rals. One  potential  objective  that 
should  be  approached  cautiously 
is  cost  reductions  for  pharmaceu- 
ticals. Expenditures  for  these 
constitute  about  7%  of  funds  de- 
voted to  health  care.  In  contrast, 
pharmaceuticals  have  been  re- 
sponsible for  about  half  of  the 
improvement  in  health  care  that 
has  occurred  during  this  century. 
In  this  period,  life  expectancy 
increased  from  about  50  to  76 
years,  and  extent  of  pain  and  suf- 
fering was  reduced.  In  the  future, 
life  span  may  or  may  not  be  in- 
creased much  more.  But  pros- 
pects are  excellent  that  pain  and 
suffering  will  be  diminished,  and 
maladies  attendant  to  aging  will 
be  ameliorated.  Again,  about  50% 
of  improvements  in  health  will  be 
due  to  new  drugs.  Central  to  this 
expectation  are  the  advances  be- 
ing made  in  genetics  and  molecu- 
lar biology.  These  are  providing 
means  of  identifying  causes  and 
mechanisms  of  diseases  and  clues 
as  to  how  best  to  deal  with  them. 
Much  of  the  relevant  knowledge 
involves  recombinant  DNA, 
genes,  and  detailed  information 
about  functions  and  three-dimen- 
sional structures  of  proteins. 

Biotechnology  has  created  a 
new  era  in  drug  development. 
Earlier  advances  based  on  discov- 
ery of  antibiotics  were  followed 
by  a trial-and-error  approach  in 
which  countless  thousands  of 
natural  products  and  synthetic 


chemicals  were  tested.  During 
that  era,  the  easy-to-discover 
drugs  were  found.  It  is  now  more 
difficult  than  formerly  to  create  a 
new  pharmaceutical,  but  the 
knowledge  base  and  experimental 
approaches  have  been  vastly  im- 
proved. A stream  of  new  drugs 
based  on  biotechnology  is  now 
on,  or  approaching,  the  market. 

As  many  as  16  of  these  new  phar- 
maceuticals have  been  approved 
by  the  U.S.  Food  and  Drug  Ad- 
ministration, and  more  than  130 
are  undergoing  clinical  testing. 
Targets  for  further  progress  in- 
clude cancer,  Alzheimer's  disease, 
cardiovascular  disease  and  AIDS. 

Newly  created  biotechnology 
companies  were  pioneers  in  the 
present  era  of  drug  development. 
They  have  been  particularly  effec- 
tive up  to  a point.  They  have 
mobilized  highly  trained  teams 
that  have  worked  long  hours  and 
imaginatively  to  identify  new 
potential  pharmaceuticals.  They 
have  been  motivated  by  a desire 
to  relieve  human  suffering.  They 
have  also  hoped  to  reach  the  pot 
of  gold  at  the  end  of  the  rainbow. 
That  journey  typically  requires  12 
years,  the  expenditure  of  large 
sums  of  money  and  experiencing 
many  triumphs  and  disappoint- 
ments along  the  way. 

On  average,  the  time  course  of 
research  and  development  (R&D) 
for  a drug  includes  three  and  a 
half  years  for  laboratory  and  ani- 
mal studies,  one  year  for  phase 
one  clinical  safety  studies,  two 
years  for  phase  two  clinical  effec- 
tiveness studies,  three  years  for 
phase  three  extensive  clinical  test- 
ing and  two  and  a half  years  for 
review  by  the  FDA. 

In  the  three-and-a-half-year 
initial  phase  of  drug  development, 
costs  were  limited  and  the  re- 
searchers often  were  content  with 
small  pay.  Venture  capitalists 


provided  funds.  But  clinical  trials 
are  expensive,  and  phase  three 
usually  involves  1,000  to  3,000 
patients.  To  meet  the  major  costs 
requires  large-scale  financing. 
During  the  interval  from  July  1990 
to  July  1991,  biotechnology  com- 
panies received  about  $2.6  billion 
from  external  financing  sources. 
Given  a continuation  of  the 
present  climate  of  price  pressure 
on  pharmaceutical  companies,  it  is 
doubtful  that  adequate  funds 
could  be  raised  in  the  stock  mar- 
ket or  elsewhere.  There  now  ex- 
ists a substantial  hazard  of  cessa- 
tion of  clinical  tests,  further  de- 
moralization of  staffs  of  the  bio- 
technology companies,  and  the 
disappearance  of  companies,  some 
of  them  to  be  swallowed  by  the 
large  traditional  firms. 

The  major  pharmaceutical 
companies  have  enjoyed  a sub- 
stantial period  of  prosperity  and 
could  withstand  some  trimming 
of  their  income.  One  estimate  is 
that  their  profit  margin  is  13%. 
This  translates  into  a profit  of 
about  $10  billion  on  sales  of  $76 
billion.  In  1992,  the  companies 
spent  about  $12.6  billion  on  R&D. 
If  profit  margins  were  reduced, 
the  major  firms  would  survive. 
They  would  probably  respond  to 
a smaller  net  profit  as  have  those 
in  other  industries  by  chopping 
R&D.  The  major  casualties  of 
excessive  price  pressure  on  drugs 
would  be  the  small  biotechnology 
companies,  the  rate  of  develop- 
ment of  new  drugs  to  relieve  hu- 
man suffering  and  global  leader- 
ship of  the  United  States  in  creat- 
ing new  pharmaceuticals.  □ 

The  author  is  a deputy  editor  of 
Science. 

This  editorial  liras  reprinted  with 
permission  from  the  2 April,  7993, 
issue  of  Science,  Vol.  260,  page  7 7. 
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The 

Indiana  State 
Medical 
Association 
is  pleased 
to  introduce 
the 

ISMA 

Insurance  Agency 

(formerly  known  as 
Affiliated  Physicians  Services) 

The  ISMA  Insurance  Agency 

is  owned  by  the  ISMA , and  serves 
ISMA  members. 

The  agency  carries  a broad  range 
of  life  and  health  insurance  prod- 
ucts, and  financial  planning  serv- 
ices from  a variety  of  providers. 
These  products  and  services 
are  exclusively  designed  and  dis- 
countedfor  ISMA  members. 


Indiana 

State 


& 


Medical  ^ 
Association 


Through  the  ISMA  Insurance 
Agency  the  ISMA  guarantees 
members  quality  service  from  spe- 
cially trained  agents.  astute  in 
their  knowledge  of  physicians' 
insurance  needs,  and  experienced 
in  servicing  members  of  medical 
associations.  Thus,  ISMA  members 
have  a keen  edge  when  making  life 
and  health  insurance  decisions, 
and financial  planning  choices. 


Call  the 

ISMA 

Insurance  Agency 


(800)  442-ISMA 

322  Canal  Walk 
Indianapolis,  IN  46202-3252 


‘Shake-up’ 


Bob  Carlson 
Indianapolis 


X_/ike  physicians,  hospitals 
and  insurance  companies,  the  $65- 
billion-a-year  U.S.  pharmaceutical 
industry  has  come  in  for  its  share 
of  scrutiny  from  the  presidential 
task  force  on  health  care.  Specifi- 
cally, American  drug  companies 
have  been  called  to  account  for 
raising  the  nation's  health  care  bill 
by  raising  drug  prices.  In  an  ef- 
fort to  control  rising  health  care 
costs,  the  task  force  may  include 
controls  on  drug  prices  in  its  rec- 
ommendations. 

Such  controls  would  be 
wrong,  says  August  Watanabe, 
M.D.,  group  vice  president  at  Lilly 
Research  Laboratories,  Eli  Lilly 
and  Co.,  in  Indianapolis.  Putting 
a cap  on  drug  prices  would  put  a 
cap  on  profits,  which  in  turn 
would  limit  investment  in  re- 
search and  development.  The  net 
result,  according  to  Dr.  Watanabe, 
would  be  a deterioration  in  the 
overall  quality  of  medicine. 

In  this  interview  with  Indiana 
medicine.  Dr.  Watanabe  points  out 
that  profitability  in  the  pharma- 
ceutical industry  is  already  being 
eroded  by  sharply  rising  costs,  not 
just  in  the  United  States  but 
world-wide.  He  sees  the  costs  of 
developing  and  launching  a new 
drug  rising  substantially  beyond 
the  current  estimate  of  $350  mil- 
lion by  the  end  of  the  century  and 
forecasts  an  industry  "shake-out," 
with  far  fewer  players  remaining 
in  the  game.  On  a brighter  note, 
he  also  talks  about  Lilly's  new 
drugs  - more  than  at  any  time  in 
the  company's  history  - now  in 
the  late  stages  of  research  and 
development. 

Dr.  Watanabe  came  to  Lilly  in 
1990  from  the  Indiana  University 
School  of  Medicine,  where  he  was 
chairman  of  the  Department  of 
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Medicine  and  director  of  the 
Regenstrief  Institute  for  Health 
Care.  He  is  responsible  for  phar- 
maceutical discovery  research  at 
Lilly.  He  also  continues  to  hold 
academic  appointments  as  profes- 
sor of  medicine  and  pharmacol- 
ogy and  toxicology  and  as  a mem- 
ber of  the  graduate  school  faculty 
at  the  IU  School  of  Medicine. 

He  previously  served  as  a 
consultant  to  Bristol-Myers  Co., 
Farmitalia  Carlo  Erba  and  Merrill- 
Dow  Research  Institute  and  as 
chief  of  cardiology  at  the  VA 
Medical  Center  at  IU. 

Dr.  Watanabe  has  given  nu- 
merous presentations  internation- 
ally, has  authored  or  co-authored 
more  than  100  publications  and 
has  been  a member  of  many  na- 
tional committees,  including  those 
of  the  American  College  of  Cardi- 
ology, American  Federation  for 
Clinical  Research,  American  Heart 
Association,  American  Society  for 
Pharmacology  and  Experimental 
Therapeutics,  the  U.S.  Food  and 
Drug  Administration  and  Na- 
tional Institutes  of  Health.  He  is  a 
fellow  of  the  American  College  of 
Cardiology  and  the  American 
College  of  Physicians.  Dr. 
Watanabe  is  a 1967  graduate  of 
the  IU  School  of  Medicine. 

Indiana  medicine:  How  have  the 
quality,  effectiveness,  safety  and 
variety  of  drugs  changed  in  re- 
cent decades? 

Watanabe:  They've  changed  in 
several  ways.  Perhaps  most  im- 
portantly, a lot  of  the  drugs  that 
we  now  use,  both  the  acute  drugs, 
which  are  given  for  short  periods 
of  time,  as  well  as  the  chronic 
drugs,  which  have  to  be  given  for 
days  or  months  or  sometimes 
indefinitely,  are  very  safe.  Like 


INDIANA  MEDICINE/July/August  1 


industry  predicted 


antihypertensives.  One  of  the 
reasons  there's  been  such  an  ad- 
vance in  treating  hypertension  is 
that  a lot  of  the  current  drugs  are 
very  safe.  In  fact,  a lot  of  them 
don't  have  any  side  effects  at  all. 

In  the  past,  there  were  some 
drugs  that  were  efficacious,  but 
they  had  a lot  of  side  effects  or 
safety  issues.  One  of  the  reasons 
that  Prozac,  one  of  the  Lilly  drugs, 
is  such  an  important  advance  in 
treating  depression  is  that  it's 
much  freer  of  side  effects,  much 
safer  than  some  of  the  earlier  gen- 
eration antidepressant  drugs.  So 
safety  has  clearly  improved. 

Effectiveness.  In  many  cat- 
egories, lipid-lowering  agents, 
antihypertensives,  antidepres- 
sants, drugs  for  osteoporosis,  we 
now  have  agents  that  are  much 
more  effective.  In  the  past,  we 
may  have  had  some  agents  that 
would  produce  a desired  thera- 
peutic effect,  let's  say  lowering  of 
blood  pressure,  but  they  weren't 
very  powerful.  And  so  a signifi- 
cant percentage  of  the  patient 
population  wouldn't  respond  to 
the  drugs  that  were  available. 

Now  we  can  treat  80%  to  90%  of 
the  patients  with  hypertension. 
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and,  therefore,  the  bad  conse- 
quences of  hypertension  are  much 
less  common.  Safety  and  quality 
are  interlinked.  If  you  have  a 
drug  that's  safer,  then  of  course 
the  quality's  better. 

I think  another  aspect  is  con- 
venience. In  the  older  days,  15,  20 
years  ago,  for  example,  there  were 
a number  of  drugs  that  were  rela- 
tively effective,  fairly  safe,  but  the 
patient  had  to  take  them  four 
times  a day.  Now,  if  a patient  has 
to  take  a drug  four  times  a day, 
can  you  imagine  how  difficult  that 
is  for  the  patient  to  remember? 

At  work,  or  play,  or  shopping  or 
whatever,  it's  very  difficult  to  be 
compliant.  Therefore,  even  though 

£ £ 

Probably  within  the 
next  year  there  will  be  a 
gene  discovered  that's 
responsible  for  breast 
cancer. 
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the  drug  is  available,  the  patient's 
not  getting  the  benefit  of  it.  A lot 
of  the  medications  now  are  once  a 
day  or  patches  that  can  be  placed 
on  the  skin  that  can  stay  there 
maybe  several  days,  maybe  a 
week,  maybe  even  longer.  Some 
others  are  actually  implanted 
under  the  skin.  There  are  much 
more  convenient  ways  of  taking 
drugs,  and  that's  another  feature 
that  adds  to  the  quality. 

A lot  of  the  modern  drugs  are 
very  potent,  much  more  potent 
than  the  older  drugs.  Much  less 
is  required  to  produce  the  desired 
therapeutic  response.  This  is  an- 


other example  of  improved  qual- 
ity because  that  means  there's  less 
of  the  chemical  that  the  patient 
has  to  take  in  order  to  get  the 
desired  effect. 

In  some  of  the  more  common 
diseases  such  as  hypertension  and 
hypercholesterolemia,  the  physi- 
cian now  has  half  a dozen  to  a 
dozen  different  drugs  to  choose 
from.  By  having  a whole  portfo- 
lio of  treatment,  they  can  almost 
customize  the  therapy  for  a given 
patient,  depending  on  the  indi- 
vidual needs  of  the  patient.  If  the 
patient  develops  side  effects  with 
one  kind  of  drug,  they  can  then 
switch  to  another.  Because  of  the 
greater  variety  [of  drugs]  in  many 
diseases,  we  can  treat  almost  ev- 
ery patient. 

Indiana  medicine:  Biotechnology 
has  captured  the  interest  of  the 
public  and  the  medical  profes- 
sion. How  do  you  see  the  impact 
of  biotechnology  in  terms  of  new 
developments  and  new  thera- 
pies? 

Watanabe:  Biotechnology  is  help- 
ing us  understand  pathophysiol- 
ogy of  diseases  much  better.  Re- 
cently there  was  the  announce- 
ment of  a newly  discovered  gene 
responsible  for  colon  cancer,  for 
example.  Probably  within  the 
next  year  there  will  be  a gene 
discovered  that's  responsible  for 
breast  cancer.  The  gene  involved 
in  certain  types  of  Huntington's 
disease  has  been  identified.  So 
the  biotechnology  approach  to 
research  helps  in  actually  under- 
standing disease  pathology. 

Based  on  that,  novel  approaches 
to  therapy  can  be  developed,  and 
targets  for  disease  can  be  more 
elegantly  identified,  and  then 
drugs  directed  against  those  tar- 
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gets  can  be  searched  for. 

Also  tied  to  that  are  more 
elegant  diagnostic  tests.  If  we 
know,  for  example,  the  genetic 
basis  for  a certain  kind  of  disease, 
then  eventually,  gene-based  diag- 
nostic tests  can  be  developed  so 
people  can  be  screened  for  the 
presence  of  certain  abnormal 
genes,  mutated  genes,  and  then 
it's  possible  to  predict  whether 
that  individual  will  develop  the 
disease. 

In  addition  to  all  that,  biotech- 
nology has  been  used  to  study 
various  key  proteins  that  are  in- 
volved in  the  normal  function  of 
the  body.  Biotechnology  allows 
us  to  characterize  those  protein 
structures  much  more  rapidly  and 
much  more  precisely  and  then 
this  allows  us  to  begin  to  search 
for  chemical  compounds  that 
could  eventually  become  drugs 
that  would  interact  with  these 
protein  structures  - enzymes, 
receptors  and  channels.  So  bio- 
technology helps  in  the  search  for 
new  possible  drugs. 

Finally,  biotechnology  is  used 
in  production  of  drugs.  Humulin, 
recombinant  human  insulin, 
which  is  a Lilly  product,  is  actu- 


ally produced  by  biotechnological 
engineering  of  cells  that  have  been 
genetically  modified  so  they  make 
insulin.  There  are  a number  of 
other  hormones,  such  as  human 
growth  hormone  and  erythropoi- 
etin that  are  made  by  recombinant 
technology.  Between  a half  dozen 
and  a dozen  drugs  now  on  the 
market  are  produced  by  biotech- 
nological approaches. 

Monoclonal  antibodies  are 
another  area  of  importance,  both 
in  diagnostics  and  therapeutics. 
Many  of  the  monoclonal  antibod- 
ies that  are  being  used  now  are 
modified  to  be  much  more  precise 
in  their  targeting  of  the  antigen 
and  also  much  closer  to  human 
types  of  proteins,  as  opposed  to 
animal  types  of  proteins  like  mu- 
rine proteins.  And  this  engineer- 
ing of  antibodies  is  accomplished 
by  biotechnological  approaches. 

Indiana  medicine:  Could  you 
describe  a typical  development 
cycle  and  cost  estimate  for  a new 
drug? 

Watanabe:  The  discovery  phase 
can  range  anywhere  from  a few 
years  up  to  maybe  a decade,  de- 
pending on  how  new  the  area  of 
research  is,  how  cutting  edge,  and 
on  the  complexity  of  the  problem. 
During  that  period  of  time,  some- 
times as  many  as  10,000  or  more 
compounds  might  be  synthesized 
to  look  for  certain  kinds  of  activ- 
ity against  the  disease  state  before 
a single  compound  moves  for- 
ward into  the  developmental 
phase. 

When  a compound  finally 
moves  into  development,  that 
phase  can  take  anywhere  from  six 
to  seven  years  on  the  low  end,  if 
everything  works  well,  or  more 
commonly,  if  things  don't  move 


quite  as  fast,  it  can  be  significantly 
longer  than  that,  up  to  12  or  14 
years.  The  total  duration  then 
could  be  anywhere  from  10  to 
about  20  years.  The  range  of  dis- 
covery/development time  for 
most  drugs  is  anywhere  from  10 
to  14  years. 

The  total  cost  of  all  this  varies 
from  drug  to  drug.  The  amount 
that  most  groups  now  agree  is 
fairly  accurate  for  discovery  and 
development  is  about  $350  million 
- about  a third  of  a billion  dollars 
per  new  chemical  entity  that  even- 
tually becomes  a drug  and  is  put 
on  the  marketplace. 

Indiana  medicine:  How  do  you 
respond  to  increasing  concern 
among  patients  and  physicians 
about  the  cost  of  prescription 
drugs? 

Watanabe:  We're  all  concerned 
about  rapidly  rising  health  care 
costs  and  the  increasing  percent- 
age of  our  national  expenditures 
that  goes  into  providing  health 
care.  But  we  also  need  to  remem- 
ber that  prescription  drugs  ac- 
count for  a very  small  percentage 
of  the  total  health  care  budget, 
anywhere  from  5%  to  7%  or  so, 
depending  on  the  specific  patient 
population  you  want  to  discuss  - 
clearly  less  than  10%,  a relatively 
small  part  of  the  overall  pie  that 
we  call  health  care  costs. 

If  one  discusses  specific  phar- 
maceutical agents  such  as  some  of 
the  modern  antidepressants,  the 
modern  lipid-lowering  agents,  the 
modern  antihypertensive  drugs, 
very  important  chronic  medica- 
tions, the  cost  per  day  for  the 
patient  is  relatively  small  com- 
pared to  other  kinds  of  therapy 
that  might  be  required  or  other 
kinds  of  economic  consequences  if 
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the  patient  didn't  take  those 
drugs.  For  example,  a lipid-low- 
ering agent  or  an  antihypertensive 
may  cost  anywhere  from,  let's  say 
$1  to  $3  a day,  which  isn't  really 
that  terribly  expensive.  In  fact 
that's  less  than  a pack  of  ciga- 
rettes. 

A pack-a-day  smoker  is 
spending  over  $2  a day  smoking 
cigarettes,  and  some  of  the  same 
individuals  will  complain  about 
having  to  spend  $2  a day  for  a 
drug  that  will  control  their  blood 
pressure.  So,  relatively  speaking, 
it's  not  that  high.  But  even  more 
important,  by  controlling  the 
blood  pressure,  the  patient  is  pre- 
venting the  development  of  ath- 
erosclerosis, which  might  lead  to 
heart  attacks,  or  angina,  which 
then  might  require  coronary  by- 
pass surgery  or  angioplasty, 
which  are  very  expensive  and 
lead  to  significant  disability. 

Antihypertensives  are  also 
given  to  prevent  stroke,  another 
terrible  disease,  [with]  terrible 
morbidity  [and]  terrible  disability 
that  usually  results.  And  if  one 
calculated  the  cost  of  a stroke  to 
society,  it's  extremely  expensive. 

In  many  cases  you're  removing  a 
productive  citizen  from  the  work 
force,  or  you're  disabling  a 
mother  or  father  who  can't  take 
care  of  their  family  as  well  any 
more,  etc.  So,  if  you  view  it  that 
way,  [the  drug]  really  isn't  that 
expensive. 

We  discussed  earlier  how 
long  it  takes  to  develop  a drug, 
anywhere  from  10  to  20  years 
total,  the  average  being  seven  to 
14  years.  We  also  discussed  the 
fact  that  it  costs  about  $350  mil- 
lion, on  average,  to  discover  and 
develop  a drug.  The  pharmaceu- 
tical companies  that  make  these 
investments  have  to  get  a return 


on  that  investment.  Otherwise, 
they  wouldn't  survive  and  there- 
fore would  not  be  able  to  continue 
to  do  all  this  research  and  devel- 
opment. But  there's  a limited 
time  during  which  they  can  get 
that  return  on  investment.  The 
patent  laws  in  the  United  States 
allow  patent  exclusivity  for  17 
years.  If  a patent  is  filed  and  pro- 
cessed and  maybe  even  issued 
during  the  late  discovery  phase  of 
a compound,  the  development 
time  could  consume  seven  to  10 
years  of  that  patent  life.  When 
the  drug  is  finally  launched,  in 
some  cases  there  are  only  five  to 
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seven  years  left  of  patent  exclusiv- 
ity. If  the  company  is  unable  to 
recover  a significant  part  of  its 
investment  during  that  remaining 
time,  it's  never  going  to  recover 
its  investment  because  the  generic 
competition  kicks  in  as  soon  as 
the  patent  runs  out.  So  there's  a 
time  window  during  which  the 
company  has  to  recover  all  of  its 
investments  for  that  particular 
product.  That's  another  factor 
that  determines  pricing. 

Let  me  add  one  more.  For  a 
pharmaceutical  company  to  be 
successful  and  discover  medica- 
tions that  are  going  to  be  available 
for  physicians  to  treat  patients 


with,  they  have  to  invest  a large 
percentage  of  their  profits  into 
R&D.  In  fact,  the  average  amount 
invested  by  the  large  multina- 
tional pharmaceutical  companies 
ranges  between  12%  and  17%. 

This  large  percentage  of  invest- 
ment in  R&D  is  relatively  unique 
to  the  pharmaceutical  industry. 
Most  other  large  industries  don't 
invest  at  that  level.  In  order  to 
invest  that  large  an  amount  into 
R&D,  there  has  to  be  an  adequate 
amount  of  profit  during  that  win- 
dow of  opportunity,  while  the 
patent  still  exists. 

There  is  a whole  variety  of 
factors  that  determine  pricing,  but 
I still  maintain  that  the  prices  are 
fairly  reasonable.  If  we  were  able 
to  come  up  with  a drug  for 
Alzheimer's  disease  that  costs 
anywhere  from  $2  to  $5  a day  to 
prevent  the  progression  of 
Alzheimer's  disease,  I think  that'd 
be  a pretty  good  bargain,  don't 
you?  Or  if  we  could  come  up 
with  a drug  that  would  stop  the 
progression  of  AIDS  and  maybe 
even  eliminate  the  virus,  but  the 
patient  would  have  to  take  the  pill 
daily  for  the  rest  of  their  lives  and 
if  it  costs  several  dollars  a day, 
maybe  even  $7,  $8  or  $10  a day,  I 
don't  think  most  patients  would 
complain  too  much. 

Indiana  medicine:  One  example 
one  runs  across  is  that  drugs  that 
cost  $10  in  1983  cost  $23  today. 
Can  you  comment  on  that  appar- 
ent disparity  in  the  rise  of  drug 
prices  relative  to  other  price  rises 
like  the  Consumer  Price  Index  or 
inflation? 

Watanabe:  If  you  select  an  indi- 
vidual drug  and  follow  it  over 
time,  it's  true,  perhaps  in  some 
cases,  the  rate  of  increase  in  price 
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is  greater  then  the  rate  of  increase 
in  the  CPI  or  inflation.  But  if  you 
look  at  all  of  the  pharmaceutical 
products  that  are  available  from  a 
company,  if  you  look  at  all  the 
prices  of  those  compounds  in  the 
aggregate,  the  rate  of  increase  in 
price  is  not  excessive  and  does  not 
exceed  the  rate  of  inflation.  In 
many  cases,  I think  it's  actually 
less  than  the  inflation  rate.  In 
Lilly's  case,  the  price  increase 
since  the  early  1970s  of  all  our 
drugs  in  the  aggregate  is  less  than 
the  rate  of  inflation.  What  you 
hear  politicians  stating  are  certain 
specific  examples  taken  out  of 
context  to  make  their  point. 

Indiana  medicine:  At  some  point 
in  Phase  I or  II  or  perhaps  even 
III,  does  it  happen  that  a com- 
pany just  looks  at  the  remaining 
exclusivity  on  a product  or  a po- 
tential product  and  says  maybe 
we  ought  to  get  out? 

Watanabe:  I'm  sure  there  are 
occasions  in  which  a company 
may  be  in  Phase  II  or  sometimes 
even  in  Phase  III  on  a new  drug 
and  something  happens.  Like 
maybe  a competitor  reveals  that 
they  also  have  a drug,  which  actu- 
ally looks  a little  bit  better,  but  is 
in  the  same  phase  of  develop- 
ment, or  maybe  even  a little  bit 
ahead.  The  company  may  actu- 
ally decide,  even  though  it  has 
already  spent  $200  million,  to  stop 
this  one  because  it's  not  going  to 
be  very  successful  commercially. 
Yes,  that  can  sometimes  happen. 

But  the  other  thing  that  some- 
times happens  is  early  in  Phase 
III,  after  development  has  been 
going  on  for  a number  of  years 
and  tens  of  millions  of  dollars 
have  been  spent,  an  important 
toxicity  may  be  found.  Develop- 


ment of  the  drug  would  have  to 
be  terminated.  In  other  words, 
there  are  lots  of  failures,  even  late 
in  development.  This  is  a very 
risky  business.  Even  when  a drug 
is  launched,  for  the  first  year  or 
two  you're  not  sure  that  there's 
not  some  pit  waiting  out  there  for 
you  to  fall  into  that  will  eventu- 
ally force  you  to  stop  the  drug. 
These  are  some  of  the  factors  that 
lead  to  the  high  cost. 

Indiana  medicine:  Some  of  the 
miracle  drugs  on  the  market  can 
literally  make  the  difference  be- 
tween life  and  death,  and  people 
are  willing  to  pay  the  price  no 
matter  how  expensive.  How  do 
drug  companies,  which  in  that 
case  could  charge  just  about  any- 
thing they  wanted,  determine 
their  price? 

Watanabe:  First  of  all  I think 
there's  the  desire  for  reasonable- 
ness. What  will  the  market  bear? 
How  will  the  patients  respond? 
How  w'ill  the  physicians  and  the 
payers,  who  are  the  decision-mak- 
ers as  far  as  which  drugs  to  use, 
how  would  they  respond?  The 
cost  of  producing  the  product  is 
considered.  In  some  cases,  bio- 
technology products,  for  example, 
are  more  expensive  to  produce 
than  certain  kinds  of  relatively 
more  simple  chemical  com- 
pounds. 

Competition  [is  also  consid- 
ered.] If  a drug  is  the  first  one 
out  there  and  therefore  it's  a ma- 
jor breakthrough,  that  usually 
means  a lot  more  was  invested  to 
get  it  there.  It  also  means  that 
there's  less  competitive  pressure, 
at  least  for  a while.  And  that  also 
influences  pricing  to  some  degree. 
And  then  of  course,  as  I men- 
tioned earlier,  the  company  has  to 


get  its  return  back  on  the  invest- 
ment, in  a limited  time  frame, 
during  that  window  of  opportu- 
nity while  the  patent  still  is  in 
force.  They  not  only  need  to  get 
the  return  back  but  they  have  to 
have  some  profit  in  order  to  be 
able  to  invest  in  R&D  and  try  to 
discover  drugs  for  the  future. 

The  patient  is  also  considered 
by  the  company.  In  other  words, 
we  try  to  be  as  reasonable  as  pos- 
sible and  provide  the  drug  at  the 
most  reasonable  possible  price. 

By  the  way,  I would  say  most 
large  pharmaceutical  companies 
have  programs  in  which  they  will 
provide  drugs  free  of  charge  for  a 
patient  who  needs  it  but  just  abso- 
lutely can't  afford  it  [because  he] 
doesn't  have  any  insurance,  can't 
get  Medicare  or  Medicaid,  or  for 
whatever  reason  cannot  in  any 
way  pay  for  it.  The  company  will 
provide  it,  free  of  charge.  And 
this  is  true  for  Lilly  as  well  as  our 
other  brethren  multinational  com- 
panies. 


In 


Indiana  medicine:  It  has  been 
said  that  Indiana  physicians  are 
extremely  loyal  to  brand  name 
pharmaceuticals  and  don't  gener- 
ally prescribe  generic  drugs.  Be- 
cause this  increases  health  care 
costs,  would  it  be  appropriate  to 
require  physicians  to  prescribe 
generic  drugs  for  Medicaid  pa- 
tients? 


Watanabe:  I don't  think  just  Indi- 
ana physicians  but  physicians  in 
general  want  to  be  very  assured 
and  confident  that  whatever 
they're  prescribing  has  the  safety 
and  efficacy  qualities  that  they're 
confident  of  in  a brand  name 
drug.  When  physicians  prescribe 
a drug  made  by  Pfizer  or  Merck 
or  Lilly,  they  know  the  research 
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that  went  into  it  and  they  know 
the  quality  controls  that  go  into 
the  development  and  manufactur- 
ing of  that  particular  drug. 

They're  confident  of  it,  and  that's 
why  they  specify  those  propri- 
etary types  of  drugs.  If  they  were 
confident  of  generic  versions  of 
those  same  drugs,  then  I'm  sure 
there  would  be  no  problem  pre- 
scribing them. 

But,  generic  companies  have 
been  spotty.  Some  of  them  have 
been  fine,  but  others  have  been 
unable  to  produce  top  quality 
products  and  some  of  them  have 
been  outright  fraudulent.  They've 
submitted  fraudulent  information 
to  the  FDA  in  order  to  get  their 
drugs  registered.  There  was  a 
major  scandal  on  this  several 
years  ago.  That  damages  the 
reputation  of  those  generic  com- 
panies, and  I think  that's  one  of 
the  reasons  that  some  physicians, 
not  only  Indiana  physicians,  have 
been  hesitant  to  prescribe  certain 
kinds  of  generic  drugs.  If  it  can 
be  verified,  proven,  over  time, 
that  certain  generic  drugs  are  just 
as  good  as  a brand  name  drug, 
then  there's  no  reason  why  they 


shouldn't  be  used  in  any  kind  of  a 
patient,  whether  that  be  Medicaid, 
Medicare  or  private  insurance 
reimbursement  types  of  patients. 

The  key  here  is  quality.  What 
we  have  to  ask  ourselves  is,  if  I 
had  to  take  a drug,  and  if  it  were 
available  as  a major  brand  name 
or  a generic,  would  I be  willing  to 
take  the  generic  just  as  confidently 
as  I would  take  the  major  brand 
name?  If  the  answer  to  that  is 
yes,  then  I should  be  able  to  pre- 
scribe it  for  my  patients.  If  the 
answer  is  no,  I'd  have  some 
doubts  for  myself  or  for  my  fam- 
ily member,  then  I'm  probably  not 
going  to  prescribe  it  for  my  pa- 
tient either. 

Indiana  medicine:  How  much  do 
pharmaceutical  advertising  and 
promotion  affect  the  cost  of 
drugs?  I think  the  rule  of  thumb 
is  something  like  20%  of  sales. 

Is  that  about  right? 

Watanabe:  I would  guess  it  to  be 
between  half  and  about  the  same 
as  the  R&D  costs,  anywhere  from 
7%  to  15%. 

Let  me  discuss  something  else 
in  this  line.  If  one  analyzes  all  of 
the  important  pharmaceutical 
agents  that  are  currently  used  or 
that  have  been  launched  in  the 
last  10  to  20  years,  greater  than 
95%  of  them  were  discovered  and 
developed  by  pharmaceutical 
companies.  This  is  something  that 
most  people  don't  realize.  A lot 
of  people  think  lots  of  drugs  came 
out  of  universities  or  the  National 
Institutes  of  Health.  That's  not 
true. 

Point  number  two,  the  vast 
majority  of  pharmaceutical  com- 
panies, again,  greater  than  95%, 
are  located  in  capitalistic  coun- 
tries. They  are  therefore  success- 


ful capitalistic  businesses.  Two 
major  reasons  that  pharmaceutical 
companies  in  the  United  States 
and  Western  Europe  and  now,  to 
a lesser  degree  Japan,  are  so 
strong  are  because  science  is  so 
strong  in  those  countries  and  be- 
cause those  are  capitalistic  coun- 
tries. The  combination  of  research 
and  the  desire  to  improve  human- 
ity by  making  advances  in  medi- 
cine, combined  with  the  profit 
motive,  is  very  powerful.  That's 
why  breakthrough  drugs  have 
been  discovered  and  developed. 

If  the  profit  incentive  were  re- 
moved and  everything  else  was 
maintained,  drug  discovery  and 
advances  in  medicine  would  be- 
gin to  fall  off  very  rapidly  and 
dramatically. 

That's  one  of  the  real  worri- 
some things  about  what's  happen- 
ing right  now  around  the  world 
but  also  here  in  the  United  States. 
Some  of  the  extreme  views  and 
positions  taken  by  politicians 
against  certain  aspects  of  medi- 
cine, including  the  pharmaceutical 
industry,  and  their  extreme  rheto- 
ric, attacking  the  industry  as 
price-gouging  and  so  forth,  if 
some  of  their  objectives  are  imple- 
mented - I think  it's  very  worri- 
some for  all  of  us.  I think  medical 
progress  is  going  to  be  dampened 
if  our  governments  remove  the 
profit  incentive,  which  is  very 
important  in  all  of  this.  There  has 
to  be  some  profit,  because  that's 
part  of  the  motivation  that  drives 
this  machine.  Also,  money  is 
reinvested  back  into  R&D,  which 
keeps  the  whole  thing  going, 
keeps  new  drugs  coming  forward. 
Advertising  and  marketing  are 
ways  of  gaining  some  profit  and 
maintaining  one's  position  vis-a- 
vis  the  competitors.  So  we've  got 
to  have  some  of  that. 
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Now,  obviously,  profit's  got 
to  be  within  reason,  and  that's 
what  we're  all  discussing  and 
negotiating  about.  I believe  that  it 
is  quite  reasonable,  and  it's  fair  to 
continue  to  discuss  that  in  an 
open  forum  as  we're  now  doing 
here  in  the  United  States.  But  we 
need  to  be  sure  that  we  don't  take 
it  too  far  and  completely  remove 
profitability  from  the  pharmaceu- 
tical indusfry.  Because  if  we  do 
that,  the  quality  of  health  care  is 
going  to  begin  to  deteriorate. 

Indiana  medicine:  At  the  annual 
Lilly  stockholders  meeting  there 
was  a report  regarding  new 
drugs  in  the  pipeline  at  Lilly. 
What  can  you  tell  us  about  the 
potential  new  products  from 
Lilly? 

Watanabe:  Between  now  and 
1994,  we're  going  to  have  close  to 
10  compounds  in  Phase  III,  and 
that's  unique  for  us  as  well  as 
relatively  unusual  for  the  indus- 
try. 

We  have  a drug  that  is  very 
promising  for  osteoporosis  called 
Raloxifene. 

We  have  another  compound, 
Fialuridine  (FIAU),  that  looks  very 
promising  for  hepatitis  B,  which  is 
a form  of  viral  hepatitis  in  which 
a certain  percentage  of  patients 
develop  a chronic  state.  If  that's 
not  eradicated,  those  patients  are 
at  risk  of  developing  cirrhosis  of 
the  liver,  sometimes  liver  failure. 
Sometimes  these  patients  need 
liver  transplantation.  Some  of 
these  patients  develop  liver  can- 
cer. This  is  a serious  disease. 

We  have  another  compound 
that  looks  very  promising  for 
schizophrenia  called  Olanzapine. 
Schizophrenia  is  perhaps  the  most 
common  of  the  serious  psychoses 


that  require  patients  to  be  hospi- 
talized in  psychiatric  hospitals.  If 
they're  not  hospitalized,  patients 
with  this  problem  are  often  dys- 
functional, so  they  can't  go  to 
school,  they  can't  maintain  em- 
ployment, can't  be  productive 
citizens.  Right  now,  most  of  the 
treatments  for  this  disease  are 
either  not  very  effective,  or  they 
cause  very  serious  side  effects, 
including  some  neurological  side 
effects. 

[Another  new  compound  is]  a 
new  form  of  insulin,  Humalog,  a 
form  of  insulin  that  has  a rapid 
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onset  and  offset  of  action  when- 
ever it's  injected  into  a patient.  In 
other  words,  it  behaves  much  like 
the  pancreas  behaves  whenever 
you  eat  a meal.  You  get  a quick 
increase  in  the  insulin  concentra- 
tion circulating  around  the  blood, 
and  then  it  rapidly  decreases  after 
you've  metabolized  the  food. 

This  form  of  insulin,  because  of  its 
rapid  onset  and  offset  of  action, 
allows  a diabetic  to  inject  himself 
at  the  beginning  of  a meal.  The 
current  insulins  that  are  available 
are  slower  in  their  onset  and  off- 


set and,  therefore,  have  to  be  in- 
jected by  the  patient  anywhere 
from  45  to  60  minutes  before  the 
meal.  This  is  inconvenient  and 
sometimes  can  lead  to 
hypoglycemia. 

And  then  there's  a drug  called 
Gemzar,  a new  anti-tumor  agent 
that  has  very  good  activity  against 
a number  of  solid  tumors  found 
in  the  breast,  colon,  pancreas  and 
lungs.  Currently  we're  develop- 
ing Gemzar  for  registration  for  a 
certain  type  of  lung  cancer  called 
non-small  cell  lung  cancer  as  well 
as  for  pancreatic  cancer.  This 
drug  also  looks  very  promising. 
We  hope  to  submit  the  registra- 
tion package  within  the  next  year 
or  so. 

Indiana  medicine:  Would  you 
speculate  on  what  the  future 
holds  for  the  major  pharmaceuti- 
cal companies  in  the  United 
States,  including  the  impact  of 
health  care  reform  on  drug  devel- 
opment? 

Watanabe:  Right  now  I think 
there  are  two  major  forces  occur- 
ring around  the  world  that  will 
eventually  affect  pharmaceutical 
companies  as  well  as  drug  devel- 
opment. Number  one,  rapid  and 
sustained  increases  in  costs  for 
R&D.  We  talked  about  the  $350 
million  [it  takes  to  discover,  de- 
velop and  launch  a drug].  By  the 
end  of  the  century  it'll  be  substan- 
tially more.  I don't  know  how 
much  more,  but  it'll  be  substan- 
tially more.  Cost  of  drug  devel- 
opment is  rising  dramatically.  At 
the  same  time,  there  is  greater  and 
greater  downward  pressure  on 
profitability.  All  of  the  discus- 
sions and  the  probable  legislation 
that  will  come  out  on  health  care 
cost  containment,  all  of  the  politi- 
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cal  forces  that  are  opposing  profit- 
ability in  the  pharmaceutical  busi- 
ness, are  putting  a lot  more  pres- 
sure on  the  ability  of  pharmaceuti- 
cal companies  to  generate  profit 
that  they  can  use  to  invest  into 
R&D.  These  two  forces  are  sort  of 
working  against  each  other  and 
that  is  going  to  impact  the  major 
pharmaceutical  companies,  not 
only  in  the  United  States  but 
around  the  world. 

What  it's  going  to  lead  to  is 
probably  some  increased  consoli- 
dation. In  other  words,  compa- 
nies will  be  forced  to  combine 
forces  and  go  into  alliances  in 
order  to  survive.  There  will  prob- 
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ably  be  fewer  really  successful 
major  pharmaceutical  companies 
in  the  next  century.  There  will 
likely  be  many  fewer  small  bio- 
technology companies.  Most  of 
them  will  not  exist  in  another 
decade  or  so.  They  will  either  be 
swallowed  up  by  larger  compa- 
nies, or  they  will  combine  with 
several  other  smaller  companies  to 
try  to  develop  critical  mass  in 
order  to  survive.  A number  of 
them  will  go  bankrupt. 

I think  there's  going  to  be  a 
shake-up  in  the  industry.  The 
strong  companies  will  get  stron- 
ger, maybe  even  will  align  with 
other  strong  companies  to  get 


even  better.  The  average-to-weak 
companies  will  either  go  into  alli- 
ances with  other  companies  or 
cease  to  exist.  If  the  political  pres- 
sures and  the  cost  control  pres- 
sures get  too  severe,  ultimately  I 
think  that  will  begin  to  have  a 
negative  impact  on  R&D,  and 
only  a few  of  the  really  successful 
companies  will  be  able  to  afford 
to  invest  in  R&D.  Less  of  it  will 
be  happening,  and  therefore  the 
overall  quality  of  medicine  will 
begin  to  deteriorate.  J 

This  interview  was  conducted  by 
Bob  Carlson , a health  care  communi- 
cations consultant  in  Indianapolis. 
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Managed  care  and 
managed  competition 

_ Preparing  for  an  uncertain  future 


T, 


he  old  adage  "if  it  ain't 
broke,  don't  fix  it"  has  been  used 
to  respond  to  various  reform  pro- 
posals in  support  of  maintaining 
the  status  quo.  In  the  context  of 
the  current  health  care  crisis,  how- 
ever, many  providers  and  con- 
sumers (and  most  politicians) 
agree  that  certain  aspects  of  the 
present  health  care  delivery  sys- 
tem are  indeed  broke  and  need  to 
be  fixed.  The  Indiana  Commis- 
sion on  State  Health  Policy  identi- 
fied the  following  10  items  as  root 
causes  or  problems  leading  to  the 
health  care  cost  escalation  crisis: 

1.  Lack  of  effectiveness  and  out- 
come measures  of  the  delivery 
of  health  care  services; 

2.  Inappropriate  reimbursement 
and  economic  incentives  to 
providers  and  consumers; 

3.  The  proliferation  of  technol- 
ogy; 

4.  Excessive  and  ineffective 
regulation  affecting  health 
care  providers; 

5.  The  delivery  of  unnecessary 
health  care  services; 

6.  Economic  and  demographic 
changes  in  the  health  insur- 
ance markets; 

7.  Lack  of  agreement  on  goals  or 
objectives  of  the  health  care 
delivery  system  among  con- 
sumers and  providers; 

8.  Societal  attitudes  toward  risk 
and  liability; 

9.  Underlying  conditions  in  soci- 
ety at  large,  which  in  turn 
make  demands  on  the  health 


care  delivery  system;  and 

10.  Dramatic  demographic  in- 
creases in  the  aged  portion  of 
the  population  over  the  next 
five  decades.1 

Last  year  in  the  102nd  Con- 
gress, the  Managed  Competition 
Act  of  1992  (H.R.  5936)  was 
drafted  and  introduced  by  the 
Conservative  Democratic  Forum 
in  an  effort  to  address  the  current 
health  care  crisis.  Whether  or  not 
the  concepts  of  managed  care  and 
managed  competition,  as  envi- 
sioned in  H.R.  5936,  will  address 
the  root  causes  or  drivers  of  the 
health  care  crisis  will  be  the  focus 
of  much  discussion  and  political 
maneuvering  at  both  the  federal 
and  state  levels  during  the  next 
few  years.  Even  though  it  is  not 
known  if  H.R.  5936  will  become 
law,  many  political  analysts  be- 
lieve that  concepts  contained  in 
the  Managed  Competition  Act  of 
1992  will  be  integral  to  President 
Clinton's  health  care  reform  pack- 
age. It  is  nearly  impossible  to 
accurately  predict  what  our  health 
care  delivery  and  payment  sys- 
tems will  be  like  two  or  more 
years  from  now.  It  is,  however, 
valuable  to  analyze  the  issues 
contained  within  some  of  the 
policy  concepts  that  are  being 
discussed  in  order  to  prepare  for 
the  uncertainty  of  the  future. 

Managed  care 

The  term  "managed  care"  com- 
monly refers  to  those  sets  of  rules 
that  are  used  by  third-party  pay- 
ers to  affect  access  and  payment 
for  the  services  provided.  These 
arrangements  are  characterized  by 
prior,  concurrent  or  retrospective 


296 


review;  patient  financial  incen- 
tives or  disincentives  concerning 
use  of  and  access  to  physicians, 
hospitals  or  free-standing  facili- 
ties; the  use  of  a closed  panel  of 
primary  care  or  "gatekeeper"  phy- 
sicians; a limitation  of  benefits 
and  types  of  treatments  available 
for  high  cost  patient  care  services; 
and  a myriad  of  important  con- 
tractual provisions  in  physicians' 
contracts.  While  HMOs  were  the 
major  initial  effort  of  managed 
care,  the  1980s  saw  the  develop- 
ment of  various  preferred  pro- 
vider organization  models  incor- 
porating characteristics  of  HMOs 
and  traditional  fee-for-service 
practices. 

Managed  competition 

In  contrast  to  managed  care,  man- 
aged competition  focuses  on  the 
insurance  or  financing  aspects  of 
patient  care  for  each  patient.  The 
Managed  Competition  Act  of  1992 
(MCA/92)  would  establish  a Na- 
tional Health  Board  (NHB),  which 
would  create  a set  of  health  ben- 
efits and  targets  aimed  at  bringing 
health  expenditures  into  line  with 
overall  economic  growth  of  the 
country's  economy.  The  NHB 
would  be  comprised  of  consum- 
ers, physicians,  health  care  pro- 
viders, government,  business  and 
others,  and  be  appointed  by  the 
president.  Standardized  claims 
forms  and  claims  processing  also 
would  be  established.2 3 4 5 6 7 8 9 

The  next  level  below  the  NHB 
would  be  the  Accountable  Health 
Plan  (AHP),  whose  role  would  be 
to  offer  standard  health  benefits, 
comply  with  insurance  reforms 
and  disclose  information  on  medi- 
cal outcomes,  cost  effectiveness 
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and  consumer  satisfaction.  The 
premise  is  that  AHPs  would  af- 
ford consumers  the  opportunity  to 
make  informed  choices  about  their 
health  care,  often  prodded  by  co- 
payments and  deductibles.  The 
unique  role  of  the  AHPs  would  be 
to  offer  high-quality,  low-cost 
health  care  by  offering  insurance 
and  health  care  delivery  as  a 
single  product,  utilizing  various 
existing  insurance  forms  including 
indemnity,  PPOs  and  HMOsd 

Below  this  level  of  structure 
would  be  the  Health  Plan  Pur- 
chasing Cooperative  (HPPC),  an 
organization  functioning  as  a bro- 
ker on  behalf  of 
individuals  and 
small  businesses 
to  purchase  the 
appropriate 
products  from 
the  available 
AHPs.  Large 
businesses,  how- 
ever, would  be 
able  to  buy  the 
insurance  products  directly  from 
the  AHP.4 

Will  the  MCA/92  address  current 
problems? 

Insurance  underwriting  and  esca- 
lating premiums  have  received 
significant  attention  in  the  media. 
In  an  effort  to  address  these  is- 
sues, the  AHPs  could  not  base 
rates  on  individuals'  medical  his- 
tory or  pre-existing  conditions. 
Only  geography,  and  to  a lesser 
extent,  age,  could  be  variables 
affecting  rates.  As  a result,  the 
AHP  focus  would  be  on  early 
intervention,  screening  and  immu- 
nization.5 

Universal  access,  the  rallying 
point  for  many  consumer  groups, 
is  addressed  by  the  MCA/92. 
Individuals  and  small  businesses 


would  work  through  the  HPPCs 
to  provide  universal  access.  All 
people  below  the  current  poverty 
threshold  would  receive  health 
insurance  paid  by  a new  govern- 
ment program.  Those  individuals 
and  families  falling  between  100% 
and  200%  of  the  poverty  threshold 
would  receive  some  type  of  fed- 
eral subsidy  to  purchase  a health 
plan.  States  would  no  longer  be 
required  to  finance  Medicaid  pro- 
grams, but  they  would  gradually 
assume  the  expenses  for  long-term 
care  for  the  poor.  Rural  and 
underserved  areas  would  experi- 
ence increased  funding  for  com- 


munity health  centers,  migrant 
health  centers  and  the  National 
Health  Service  Corps. 

Tax  incentives  or  disincentives 
for  health  insurance  have  been 
perceived  as  contributing  to  a 
system  that  insulates  costs  from 
health  care  decision  making.  Un- 
der the  MCA/92,  100%  of  a basic 
health  plan's  costs  would  be  tax 
deductible  for  all  businesses  and 
individuals,  including  self-em- 
ployed. Any  health  insurance 
coverage  above  the  basic  plan, 
however,  would  not  be  tax  de- 
ductible. Proponents  argue  that 
managed  competition  is  designed 
to  be  tax  revenue  or  budget  neu- 
tral. The  sources  of  revenue  (or 
cutback  in  expenditures)  that 
would  permit  this  budget  neutral- 
ity include  eliminating  the  limit 


on  income  subject  to  Medicare  tax, 
limiting  the  deductibility  of  health 
insurance  expenses  and  redirect- 
ing Medicaid  spending.7 

MCA/92  also  attempts  to 
acknowledge  the  need  for  tort 
reform  as  a component  of  the  total 
health  care  cost  issue.  It  seeks  to 
reduce  litigation  and  defensive 
medicine  behavior  and  associated 
costs  by  eliminating  certain  non- 
economic damages  in  lawsuits 
and  by  reducing  the  oftentimes 
long  statute  of  limitations.  This 
would  be  accomplished  by  the 
creation  of  federal  law  dealing 
with  tort  reforms  in  a way  that 
would  supersede 
state  laws  unless 
the  state  statutes 
were  more  strin- 
gent.8 

Business  and  legal 
considerations 

While  it  is  difficult 
to  envision  how 
such  a managed 
competition  system  will  be  imple- 
mented, it  is  certain  to  affect  the 
way  physicians  practice.  This 
system  will  require  more  physi- 
cians to  contract  with  AHPs,  mul- 
tiple hospital  systems  or  other 
integrated  delivery  providers  to 
offer  cost  effective  and  coordi- 
nated health  care  services.  Expe- 
rience with  current  managed  care 
plans  has  raised  legal  concerns 
with  which  physicians  should 
become  familiar.  While  the  legal 
issues  often  become  significant 
points  in  contract  negotiations 
between  a physician  and  a man- 
aged care  provider,  a physician 
should  address  preliminary  busi- 
ness issues  before  entering  into  a 
managed  care  arrangement. 

These  include: 

1.  What  are  the  business  goals 


Tax  incentives  or  disincentives 
for  health  insurance  have  been  perceived 
as  contributing  to  a system  that  insulates 
costs  from  health  care  decision  making. 
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and  objectives  of  your  prac- 
tice? 

2.  How  does  the  proposed  man- 
aged care  contract  fit  your 
business  goals  and  objectives 
in  terms  of: 

a.  market  share; 

b.  profit  from  the  use  or  non- 
use of  professional  ser- 
vices; 

c.  profit  from  the  use  or  non- 
use of  non-professional 
services; 

d.  profit  from  the  hospital 
risk  pool,  if  applicable;  and 

e.  experience  in  this  line  of 
business? 

3.  Do  you  have  the  proper  busi- 
ness organization,  structure 
and  relationships  to  deliver 
the  requisite  care,  or  will  you 
need  to  contract  for  the  deliv- 
ery of  certain  services? 

4.  Will  you  need  to  add  any 
facilities  or  services  (e.g.,  lab, 
x-ray,  computed  tomography, 
magnetic  resonance  imaging, 
waiting  rooms  and  seating, 
personnel,  examination  or 
outpatient  surgery  rooms, 
computers)? 

5.  Are  you  willing  to  deliver  the 
type  of  care  being  required  or 
demanded  by  the  managed 
care  entity? 

6.  Does  your  practice  generate 
the  necessary  cash  flow  to 
absorb  unusual  incurred  or 
accrued  expenses  faced  in  a 
managed  care  arrangement? 

7.  Do  your  financial  statements 
accurately  reflect  your  prac- 
tice? 

8.  How  experienced  are  you  in 
understanding  the  financial 
risks  and  loss  exposures  that 
can  occur  in  the  managed  care 
arrangement? 

9.  Are  you  willing  to  make  inter- 
nal financial  and  accounting 
changes  in  order  to  accommo- 


date the  requirements  of  the 
managed  care  business? 

10.  Do  you  have  the  computer 
resources  to  collect  and  ana- 
lyze the  prospective  income 
and  expense  elements  in  a 
managed  care  practice? 

11.  Do  you  understand  the  mar- 
ket and  market  trends  for  the 
development  of  your  practice, 
such  as: 

a.  relationship  with  major 
area  employers; 

b.  relationship  with  own 
patients; 

c.  geographical  location; 

d.  current  and  potential 
competitors;  and 

e.  reputation  in  the  commu- 
nity? 

Once  a physician  has  ana- 
lyzed the  business  issues  sur- 
rounding the  prospects  for  his  or 
her  practice  in  this  evolving  man- 
aged care/competition  system 
and  decides  to  enter  into  contracts 
with  managed  care  plans,  AHPs 
or  other  entities,  the  physician 
will  have  to  evaluate  the  contract 
terms  being  proposed.  Most  con- 
tracts may  appear  to  be  all-encom- 
passing and  non-negotiable,  but 
there  are  some  standard  provi- 
sions that  should  be  reviewed. 

An  initial  consideration  should  be 
the  length  of  the  contract  and  the 
ability  of  either  party  to  terminate 
it.  This  will  entail  determining 
those  circumstances  in  which  ei- 
ther party  may  terminate  "with- 
out cause,"  and  what  circum- 
stances may  serve  as  "cause"  for 
termination.  The  length  will  have 
more  significance  if  the  agreement 
is  exclusive  or  restrictive  to  the 
physician  in  other  ways. 

Many  managed  care  contracts 
contain  an  extensive  list  of  defini- 
tions, which  are  extremely  impor- 
tant because  they  define  the  terms 


that  are  used  throughout  the  con- 
tract. Physicians  and  other  pro- 
viders often  assume  that  a term  is 
used  in  its  common  or  ordinary 
sense.  That  can  be  a dangerous 
assumption,  however,  if  the  defi- 
nition section  of  the  contract  was 
more  restrictive  or  expansive  in 
the  definition  intended  for  the 
term  in  the  contract. 

Indemnification  and  hold 
harmless  clauses  continually  raise 
problems  for  both  parties  concern- 
ing the  scope  and  circumstances 
in  which  each  party  agrees  to 
indemnify  the  other.  Sometimes 
pre-negotiation  of  these  provisions 
will  be  one-sided.  While  recipro- 
cal arrangements  often  may  be  the 
best  and  fairest  resolution,  they 
can  lead  to  problems  as  well. 

These  provisions  are  essentially 
contractual  transfers  of  risk  from 
one  party  to  the  other.  As  a re- 
sult, the  parties  may  need  to  se- 
cure contractual  liability  insurance 
coverage  under  their  general  li- 
ability insurance  policies  to  finan- 
cially support  these  contractual 
obligations.  However,  if  this  is 
not  considered  or  if  the  physician 
is  unable  to  secure  such  insurance 
coverage,  he  may  be  placing  his 
entire  medical  practice  at  risk  by 
agreeing  to  sign  such  an  agree- 
ment. 

Medical  records  will  become  a 
very  thorny  legal  conundrum  as 
they  become  more  computerized 
and  as  access  is  sought  by  more 
reviewers  for  purposes  of  utiliza- 
tion and  outcome  analysis  as  well 
as  payment.  In  addition,  consid- 
eration should  be  given  to  the 
data  that  may  be  used  in  quality 
assessment  or  litigation  review, 
how  data  are  collected  and 
whether  the  managed  care/com- 
petition entity  is  acting  in  accor- 
dance with  the  Indiana  Peer  Re- 
view Statute.  Contract  terms  that 
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give  adequate  consideration  to 
these  issues  and  comply  with 
confidentiality  laws  also  must 
address  changing  technology  to  be 
beneficial. 

Physicians  in  Indiana  benefit 
from  the  protections  under  the 
Indiana  Medical  Malpractice  Act, 
also  called  the  Indiana  Compensa- 
tion Act  for  Patients  (INCAP).  It 
is  important  to  understand 
whether  the  managed  care/com- 
petition entity  is  "a  qualified 
health  care  provider"  under 
INCAP  and  whether  or  not  the 
insurance  provision  includes  that 
requirement.  If  one  of  the  parties 
is  not  included  under  INCAP,  the 
other  party  may  be  drawn  into 
litigation  in  state  court  as  opposed 
to  the  professional  confines  of  the 
review  procedures  under  INCAP. 

Insolvency  of  a managed  care 
entity  can  be  the  source  of  seri- 
ous financial  and  operational  dis- 
tress for  a contracting  physician. 
Insolvency  provisions  frequently 
will  require  the  physician  to  con- 
tinue to  provide  patient  care  to 
members  of  the  plan  even  though 
the  physician  has  not  been  paid 
for  past  services.  Bankruptcy 
proceedings  also  can  impose  limi- 
tations on  a physician's  ability  to 
terminate  a contract  even  though 
the  physician  may  believe  that 
termination  is  permitted  and  justi- 
fied under  the  contract  language. 
These  provisions  need  careful 
analysis.  It  will  be  interesting  to 
see  how  these  provisions  operate 
in  the  managed  competition  arena 
where  there  should  be  more  coor- 
dinated efforts  toward  universal 
access  to  care. 

Physicians  should  be  careful 
not  to  unintentionally  agree  to 
exclusively  provide  services  for 
one  particular  managed  care/ 
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competition  entity.  Although 
such  agreements  have  historically 
been  rare,  in  the  last  few  years 
more  managed  care  entities  have 
been  asking  for  exclusive  arrange- 
ments. This  may  be  motivated  by 
a desire  to  market  a particular 
panel  of  physicians  to  employers 
with  whom  the  physician  may 
already  have  a favorable  reim- 
bursement arrangement,  either 
directly  or  through  a third-party 
payer. 

Covenants  not  to  compete,  or 
restrictive  covenants,  also  have 
been  included  in  managed  care 
contracts  more  frequently  in  re- 
cent years  to  protect  the  managed 
care  entity's  business.  In  Indiana, 
a properly  drawn  restrictive  cov- 
enant is  usually  enforceable.  For 
the  physician,  however,  this  is  a 
very  serious  business  decision  and 
should  not  be  taken  lightly.  The 
era  of  managed  competition  will 
not  completely  change  the  tradi- 
tional personal  relationship  be- 
tween physician  and  provider, 
and  most  political  analysts  are 
saying  that  some  level  of  physi- 
cian choice  will  be  retained  in  any 
federal  initiative.  Thus,  this  will 
continue  to  be  an  important  con- 
tract clause  requiring  careful  at- 
tention and  negotiation. 

While  there  are  a variety  of 
other  legal  provisions  and  issues 
that  the  physician  must  evaluate 
before  entering  into  a managed 
care  contract,  the  above  list  fo- 
cuses on  several  of  the  more  sig- 
nificant issues  that  have  posed 
problems  for  large  numbers  of 
physicians  in  various  practice 
settings. 

In  conclusion,  two  trends  ap- 
pear to  be  emerging:  managed 
care  contracting  will  develop  fur- 
ther and  perhaps  evolve  into 


some  type  of  federal  initiative, 
like  the  MCA/92,  and  physician 
contracting  with  managed  care 
entities  will  become  even  more 
significant  to  the  practicing  physi- 
cian. Consequently,  physicians 
are  well  advised  to  prepare  for 
this  new  environment  by  develop- 
ing a better  understanding  of  the 
types  of  managed  care  contracts 
and  their  problematic  provisions 
and  to  manage  their  practices 
within  the  constraints  of  those 
contracts  and  provisions.  □ 

Glenn  T.  Troyer  and  David  E. 
Jose  are  partners  in  the  Indianapolis 
law  firm  of  Locke  Reynolds  Boyd  & 
Weisell  and  represent  physicians  and 
other  health  care  providers  as  part  of 
the  firm's  health  law  practice  group. 
Troyer  also  was  the  chairman  of  the 
Problem  Definition  Technical  Advi- 
sory Committee  of  the  Indiana  Com- 
mission on  State  Health  Policy. 


The  material  in  this  article  is 
provided  for  general  information  only 
and  should  not  he  understood  as  legal 
advice  concerning  any  particular 
situation. 
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Hospitals  buying 
physicians'  practices 


Morris  D.  Wildey 
Indianapolis 

Tames  Black,  M.D.,  has  been 
a physician  for  34  years.  In  the 
later  1980s,  he  ran  across  some 
business  needs  that  caused  him  to 
make  a major  decision  - he  sold 
his  suburban  Indianapolis  group 
practice  in  Brownsburg  in  1988  to 
Methodist  Hospital. 

Many  Indiana  physicians  to- 
day are  making  similar  arrange- 
ments with  hospitals.  As  they 
find  themselves  spending  more 
time  on  ways  to  handle  escalating 
costs  and  burdensome  govern- 
ment regulations  than  on  patient 
care,  hospitals  are  ready  to  come 
to  their  rescue. 

Hospitals  and  clinics  in  Indi- 
ana have  recognized  the  financial 
and  government  forces  that  are 
closing  in  on  private  physicians. 
The  institutions  have  set  up  man- 
agement companies  or  operations 
that  take  care  of  the  business- 
related  aspects  of  a practice. 

Those  services  range  from  helping 
relieve  doctors  of  the  pains  associ- 
ated with  patient  billings,  to  hir- 
ing and  training  office  staff,  to 
finding  furniture  for  the  office. 

For  instance,  in  the  Indianapo- 
lis area,  St.  Vincent  Hospital  has  a 
new  program  that  offers  business 
services  to  doctors.  Community 
Hospitals  will  set  up  new  doctors 
in  offices  complete  with  staff  to 
handle  paperwork.  Methodist 
Hospital  and  St.  Francis  Hospital 
Center  also  offer  similar  opera- 
tions. The  trend  is  growing  in 
other  parts  of  the  state  as  well  - 
Arnett  Clinic  in  Lafayette  and  St. 
Mary's  Medical  Center  in  Evans- 
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ville  are  examples. 

Certainly  the  buying/selling 
trend  is  not  a novelty  anymore. 
Versions  of  it  have  been  going  on 
for  five  or  more  years.  The  trend 
seems  to  have  shifted  to  a higher 
gear  recently,  though.  Higher 
operating  costs,  increased  govern- 
ment regulations  and  paperwork, 
and  other  factors  are  pushing  the 
reality  of  large  networks  of  pro- 
viders that  include  hospitals,  fam- 
ily doctors,  specialists,  laborato- 
ries and  business  services  into  the 
mainstream  of  Indiana  medicine. 

Although  doctors  have  differ- 
ent reasons  for  considering  selling 
a practice  or  turning  over  the 
business  aspects  to  a management 
service  and  hospitals  have  a vari- 
ety of  programs  for  doctors  who 
choose  to  join  a network,  there  are 
similarities  on  both  sides. 

For  doctors,  besides  determin- 
ing the  best  answer  to  the  busi- 
ness bottom-line  equation,  many 
simply  are  searching  for  ways  to 
devote  more  time  to  seeing  pa- 
tients and  less  of  it  filling  out 
papers  for  the  government. 

For  hospitals,  they  are  build- 
ing relationships  with  doctors  and 
diversifying  their  services,  which 
makes  them  stronger  institutions. 

Once  the  doctors  join  the  net- 
works, though,  are  all  their  busi- 
ness-related problems  solved? 

Are  there  ethical  concerns  to  be 
considered  on  both  sides  once 
primary  care  physicians  give  up 
their  independence  and  begin 
getting  a paycheck  from  a hospi- 
tal? 

The  public  press  in  Indiana 
has  started  examining  the  issue. 
Questions  being  asked  include: 

• Will  the  new  networks  cause 


higher  health  costs  because 
they  create  less  competition? 

• Are  hospitals  buying  primary 
care  practices  as  a hedge  on 
coming  health  care  reforms  to 
protect  their  market  share  of 
patients  and  revenue? 

• Who  does  the  physician  end 
up  being  responsible  to,  the 
hospital  or  the  patient? 

Marc  Rodwin,  author  of  Medi- 
cine, Money,  and  Morals  - Physi- 
cians' Conflicts  of  Interest  and  an 
associate  professor  of  law  and 
public  policy  at  Indiana  Univer- 
sity, also  has  raised  questions. 

If  nothing  else,  he  said,  in 
many  instances  "the  appearance 
of  conflict  of  interest  is  certainly 
there.  What  if  the  doctor  is  em- 
ployed by  a hospital  but  holds 
himself  out  as  an  independent? 
The  patient  is  unaware." 

Yes,  the  trend  is  controversial 
to  some.  Because  it  is  and  be- 
cause it's  growing,  Indiana  medi- 
cine asked  people  who  have  been 
involved  in  the  process  why  they 
made  the  decisions  they  did. 

"We  needed  a new  office,  and 
we  couldn't  decide  how  to  handle 
it  or  finance  it,"  Dr.  Black  said 
about  the  main  reason  that  caused 
him  to  begin  looking  at  several 
options  and  eventually  led  him  to 
hook  up  with  someone  else. 

Today  he  believes  his  decision 
was  a good  one.  In  the  beginning, 
though,  he  wasn't  sure.  His  prac- 
tice was  the  first  bought  by  Meth- 
odist when  the  principal  stayed 
with  the  business.  Dr.  Black  is  the 
practice  manager.  There  were  a 
lot  of  rough  edges  in  the  working 
arrangements  because  of  that. 

Over  time  they  smoothed  out. 
Dr.  Black  said  the  relationship 
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improved  when  Methodist  set  up 
a subsidiary.  Practice  Manage- 
ment Inc.,  and  the  last  two  or 
three  years  he  has  felt  comfortable 
about  having  sold  his  practice. 

Now  the  practice  benefits 
from  help  with  medical  records, 
accounting,  advertising,  cost  con- 
tainment, obtaining  financing  for 
acquiring  new  equipment,  train- 
ing and  maintenance  of  the  physi- 
cal plant. 

However,  he  added  that 
doesn't  mean  he  doesn't  have 
business  issues  remaining  to  ad- 
dress himself.  Plus,  the  arrange- 
ment with  Methodist  doesn't  au- 
tomatically make  more  time  avail- 
able for  the 
practice's  doctors 
to  see  more  pa- 
tients because 
someone  else  is 
doing  paperwork. 

The  arrange- 
ment is  not  a 
magic  cure  to 
business-related 
issues. 

"It's  too  sim- 
plistic to  say  sell- 
ing your  practice  frees  you  up  to 
see  just  patients,"  Dr.  Black  said. 
"It's  mostly  a business  decision.  I 
don't  mean  you  make  more 
money.  It's  nice  to  have  someone 
with  deeper  pockets  than  you 
have." 

Dr.  Black  has  four  partners, 
and  there  is  discussion  about  hir- 
ing another  doctor.  The  practice 
has  grown  every  year  since  it  was 
purchased,  but  he  admits  some  of 
the  growth  probably  would  have 
occurred  without  the  arrangement 
with  Methodist  Hospital. 

As  for  any  ethical  concerns, 
especially  in  the  area  of  patient 
referrals.  Dr.  Black  sees  no  prob- 
lem. There  are  legal  prohibitions 


against  what  some  call  "buying 
patients,"  he  said.  Besides,  his 
arrangement  with  Methodist  has 
never  come  close  to  the  issue. 

"I  believe  it  is  unwritten  in 
any  case  that  when  someone  pays 
the  bills  you  should  support 
them,"  he  said.  "(But)  I've  never 
felt  that  pressure." 

For  those  who  may  be  think- 
ing about  selling  their  practices. 
Dr.  Black  has  some  advice. 

"Spend  a long  time  talking," 
he  said.  "Make  sure  that  getting 
along  is  part  of  the  decision." 

Gordon  Welk,  M.D.,  had  a 
solo  practice  in  Rossville,  a com- 
munity of  about  1,500  people,  for 


18  years.  He  sold  it  in  1992  to  the 
Arnett  Clinic  in  Lafayette.  Selling 
his  practice  was  something  he  had 
considered  doing  for  the  last  four 
or  five  years  as  he  saw  his  profits 
decrease  and  his  expenses  in- 
crease. 

He  didn't  have  any  purchas- 
ing power  when  it  came  time  to 
buy  supplies.  When  he  needed 
immunizations,  he  didn't  need  a 
big  order  so  his  unit  costs  were 
high.  Then  came  what  he  de- 
scribed as  the  "final  blow"  - the 
CLIA  regulations. 

The  regulations  brought  more 
certificates  to  be  completed  and 
more  inspections  to  be  performed, 
both  of  which  meant  more  money 


had  to  be  spent. 

"They  (Department  of  Health 
and  Human  Services)  didn't  care 
if  you  were  one  horse  or  20,"  Dr. 
Welk  said  referring  to  practice 
size. 

Today  Dr.  Welk  enjoys  the 
advantages  of  being  part  of  a 
larger  operation.  Fie  doesn't  like 
the  fact  he  was  more  or  less 
forced  into  the  situation,  however. 

"The  small  rural  practices  are 
getting  really  creamed,"  he  said. 
"It's  a frustration  that  we  can't 
handle  anymore." 

Dr.  Welk's  marriage  with 
Arnett  Clinic  has  enabled  him  to 
spend  more  time  with  patients. 

That  doesn't  neces- 
sarily translate  into 
more  income, 
though.  Doctors 
such  as  Dr.  Welk 
who  sell  their  prac- 
tices are  just  hop- 
ing to  find  a way  to 
maintain  their  cur- 
rent income  stream. 

Although  his 
association  with 
Arnett  Clinic  has 
been  good.  Dr.  Welk  is  uneasy 
about  physicians  who  sell  their 
practices  to  hospitals. 

"Hospital  entities  buying 
practices,  I have  some  concern 
about  that,"  he  said.  "It's  buying 
population,  so  to  speak." 

His  speculation  on  that  matter 
is  one  thing,  but  he  said  he 
doesn't  need  to  guess  about  what 
is  going  to  happen  to  private 
practices  in  non-metropolitan 
areas. 

"The  pure  business  solo  prac- 
tice will  disappear,"  he  said. 
"HMOs  were  the  beginning.  It's 
the  same  thing  that  happened  to 
the  small  farmer.  Rural  America 
is  going  to  lose  the  M.D.-type  of 


For  those  who  may  be  thinking  about  selling 
their  practices,  Dr.  Black  has  some  advice. 
“Spend  a long  time  talking,  ” he  said. 
“Make  sure  that  getting  along  is 
part  of  the  decision.  ” 
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practice." 

St.  Vincent  Hospital  in  India- 
napolis is  a newcomer  in  the  area 
of  acquiring  primary  care  prac- 
tices. The  hospital  began  doing  so 
about  a year  ago. 

Mark  Fritz,  director  of  medi- 
cal staff  development,  already 
sees  a lot  of  good  coming  from 
the  arrangements  with  19  physi- 
cians at  seven  sites. 

The  physicians  couldn't  afford 
running  an  office  anymore,  he 
said.  Now  they  are  experiencing 
the  efficiency  coming  from  the 
operation  of  multiple  practices. 
That  has  put  doctors  back  to  work 
as  physicians  instead  of  as  busi- 
nessmen. 

The  hospital  itself  is  not  re- 
ceiving a direct  benefit  from  the 
purchases,  Fritz  said.  But  there 


are  indirect  advantages  that  come 
from  delivering  primary  care  ser- 
vices. Doing  so  makes  the  hospi- 
tal "kind  of  one-stop  shopping.  It 
helps  us  become  more  market- 
able." 

What  about  critics  who  charge 
that  hospitals  that  buy  private 
practices  are  doing  so  to  obtain 
sources  for  patients?  Fritz 
stressed  that  isn't  so  at  St. 

Vincent. 

"Physicians  can  send  their 
patients  anywhere,"  he  said.  "It's 
even  very  clear  in  the  contract  our 
physicians  can  be  on  other  hospi- 
tals' medical  staffs.  All  we're 
doing  is  running  the  office." 

As  for  a physician's  income 
when  the  practice  is  sold,  Fritz 
said  St.  Vincent  Hospital's  con- 
tracts are  productivity-based,  and 


income  is  determined  on  how 
much  the  doctor  works. 

"Theoretically,  physicians' 
incomes  should  go  up,"  he  said. 

Fritz  said  age  doesn't  seem  to 
be  a factor  in  a doctor's  decision 
to  sell  a practice,  although  a year 
ago  he  would  have  said  that  the 
option  was  mainly  for  physicians 
near  retirement. 

"Now  we  have  all  ages,"  he 
said.  "It's  for  anyone  who  says 
'I'm  tired  of  being  a business- 
man.'" □ 

The  author  is  the  owner  of  MW 
Communications,  an  Indianapolis 
communications  consulting  company, 
and  recently  was  named  editor  of 
Indiana  Business  Magazine. 


The  Principal  Edge  ® 
good  for  you  ...  good  for  your  business! 


We  can  offer  you  and  your  business  complete,  individualized  service 
in  business  and  personal  needs  analysis,  employee  benefits,  retire- 
ment analysis,  life,  disability  income  and  much,  much  more. 

Get  financial  products  that  give  you  an  edge  ...  The  Principal  Edge. 
Call  today  for  more  information. 

Anthony  F.  Khal,  CFP 

Agency  Manager 
1 1 555  N Meridian  St.  #300 
Carmel,  IN  46032 
(317)573-6556 

Principal  Mutual 
Life  Insurance  Company 
(The  Principal  ) 

Des  Moines,  Iowa  50392-0001 


Financial  products  that  give  you  an  edge.51" 


302 


INDIANA  MEDICINE /July/August  1993 


Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
— especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


human  insulin 
( recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

* Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  [recombinant  DNA  origin]). 

tHumulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  [recombinant  DNA  origin]). 


Global  Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

HI-791 8-B-349310  © 1993.  eli  lilly  and  company 


INDIANA  MEDICINE/July/August  1993 


303 


Physicians  can  help 
_end  the  violence  _ 


Tina  Sims 
Managing  Editor 

CdJary  Babcoke,  M.D.,  occa- 
sionally sees  patients  in  his 
Chesterton  family  practice  who 
have  been  abused  by  their 
spouses,  but  one  particular  case 
stands  out  in  his  memory. 

He  recalls  a Porter  County 
man  who  went  on  vacation  in  the 
South  and  “came  home  with  a 
wife."  The  husband  had  severe 
psychiatric  problems  and  threat- 
ened to  kill  his  wife  if  she  ever 
left  him.  After  Dr.  Babcoke  heard 
about  the  abusive  relationship,  he 
decided  to  intervene.  “I  recog- 
nized it  was  a problem  that 
needed  to  be  dealt  with  appropri- 
ately," he  said. 

When  Dr.  Babcoke  ap- 
proached the  man,  in  a 
nonjudgmental  way,  about  his 
threats,  he  replied  that  he  was  not 
serious  about  them.  The  abuse 
continued,  however,  and  Dr. 
Babcoke,  fearing  that  the  young 
woman's  life  was  in  danger,  asked 
her  if  she  knew  someone  who 
could  get  her  to  a safe  place. 

With  the  help  of  her  brothers,  the 
woman  fled  while  her  husband 
was  at  work.  Later,  the  husband 
committed  suicide.  "He  was  an- 
gry enough  to  take  his  own  life," 
Dr.  Babcoke  recalls. 

This  example  of  spouse  abuse 
is  not  uncommon.  Domestic  vio- 
lence is  the  single  largest  cause  of 
injury  to  women  in  the  United 
States  and  has  become  such  a 
concern  to  physicians  that  the 
American  Medical  Association 
launched  a National  Campaign 
Against  Family  Violence  to  edu- 


cate physicians  about  the  problem 
and  help  them  address  the  prob- 
lem in  their  communities.  The 
Centers  for  Disease  Control 
named  family  violence  a major 
public  health  threat. 

The  Indiana  State  Medical 
Association  also  viewed  family 
violence  as  enough  of  a health 
threat  to  adopt  a resolution  on  the 
issue  at  the  1992  House  of  Del- 
egates. The  resolution  calls  for 
the  ISMA  and  the  ISMA  Alliance 
to  participate  in  the  AMA's  cam- 
paign against  violence,  by  recom- 
mending establishment  of  local 
medical  society  violence  preven- 
tion committees  and  by  encourag- 
ing alliance  members  to  join  the 
National  Coalition  Against  Vio- 
lence. The  resolution  also  asks 
that  the  ISMA,  in  cooperation 
with  the  alliance,  encourage  alli- 
ance members  to  develop  pro- 
grams to  educate  the  public  about 
the  family  violence  problem,  to 
support  the  victims  of  family  vio- 
lence and  provide  physicians  with 
lists  of  resource  assistance  for 
patients  who  are  family  violence 
victims. 

Physicians  are  often  the  first 
professional  that  a victim  might 
turn  to  for  assistance  in  ending 
their  abuse  by  other  family  mem- 
bers. They  are  in  a unique  posi- 
tion to  acknowledge  the  violence 
and  assist  patients  in  getting  help. 
AMA  research  shows  that  80%  of 
Americans  feel  they  could  tell  a 
physician  if  they  had  been  either  a 
victim  or  a perpetrator  of  family 
violence.  The  patient's  trust  is 
there.  What's  needed  is  informa- 
tion that  the  physician,  who  wants 
to  let  the  patient  know  that  no- 
body deserves  to  be  abused,  can 


use  to  assist  that  patient  in  con- 
tacting victim  assistance  agencies. 

"Physicians  play  an  integral 
role  in  addressing  the  problem," 
says  Janet  French,  executive  direc- 
tor of  The  Caring  Place,  a shelter- 
based  program  that  serves  victims 
of  domestic  violence  and  their 
children  in  Lake,  Porter  and 
Starke  counties  in  northern  Indi- 
ana. She  encourages  physicians  to 
be  aware  of  signs  other  than 
physical  injuries  that  a patient 
may  be  abused,  such  as  suspicions 
that  an  injury  does  not  appear  to 
be  caused  in  the  way  the  victim 
explained  or  a reluctance  to  re- 
spond to  the  physician's  questions 
about  her  relationship  with  the 
abuser. 

Physicians  who  suspect  abuse 
are  urged  to  calmly  broach  the 
subject  with  the  victim.  "Not  to 
bring  it  up  continues  the  thought 
that  something  is  wrong  with  the 
victim,"  says  French.  She  says 
physicians  also  should  let  the 
victim  know  that  the  abuse  is  not 
her  fault. 

Domestic  violence  is  a "really 
complex  problem,"  says  French. 
Overcoming  long-held  notions 
about  women's  place  in  society 
remains  one  of  the  challenges  to 
ending  the  violence.  The  United 
States  was  founded  on  old  English 
law,  which  said  men  could  beat 
their  wives  and  viewed  women  as 
property,  French  explains.  Many 
remnants  of  such  beliefs  persist  in 
certain  segments  of  society,  con- 
tributing to  the  obstacles  in  pre- 
venting domestic  abuse. 

Violence  in  the  home  is  also 
considered  by  many  to  be  a pri- 
vate family  matter,  so  outsiders 
often  hesitate  to  get  involved. 


304 


INDIANA  MEDICINE /July/ August  1993 


French  says. 

Dr.  Babcoke  is  someone  who 
does  believe  in  getting  involved. 
When  he  suspects  abuse,  he  tries 
to  get  the  patient  to  talk  about  the 
problem  and  then  determine  if  she 
needs  to  get  help.  Getting  infor- 
mation from  patients  may  take 
time  and  gentle  persuasion,  but 
Dr.  Babcoke  has  found  some  tech- 
niques that  are  effective  in  his 
practice.  Questions  should  be 
asked  in  a non-threatening  man- 
ner to  put  the  patient  at  ease.  He 
also  tries  to  remain  neutral,  help- 
ful and  non-judgmental,  unless  he 
believes  there's  a definite  danger, 
he  says. 

Because  victims  of  abuse  are 
often  nervous  and  depressed,  Dr. 
Babcoke  says  he  tries  to  be  espe- 
cially gentle  in  his  questioning. 
Victims  feel  shame  and  guilt,  so 
they  are  not  likely  to  volunteer 
information  on  an  abusive  home 
unless  asked.  He  says  that  “Is 
everything  going  OK  at  home?" 
might  be  a more  appropriate 
question  than  "Is  your  husband 
beating  you?" 

"You're  just  trying  to  be  a 
problem  solver,"  he  says. 

Dr.  Babcoke  understands  why 
physicians  do  not  always  get  in- 
volved in  domestic  issues,  he  says. 
Sometimes,  physician  intervention 
can  result  in  both  the  abused  and 
the  abuser  turning  against  the 
physician,  he  says.  In  other  cases, 
physicians  may  believe  that  noth- 
ing will  change  as  the  result  of 
their  intervention. 

One  victim  whose  life  did 
change  as  a result  of  physician 
intervention  was  Teresa  Wilson  of 
Valparaiso.  An  alcoholic  and  the 
product  of  a dysfunctional  family, 
Wilson  was  married  for  eight  and 
a half  years  to  an  abusive  hus- 
band. The  abuse  escalated  from 


Right  questions  can  help  abused 


W hen  physicians  ask 
patients  about  abuse  in  their 
lives,  the  questions  should  be 
phrased  in  the  physician's  own 
words  and  in  a nonjudgmental 
way.  Here  are  some  examples 
of  recommended  questions 
from  the  American  Medical 
Association: 

Are  you  in  a relationship  in 
which  you  have  been 
physically  hurt  or  threat- 
ened by  your  partner? 

Have  you  ever  been  in  such 
a relationship? 

Are  you  or  have  you  ever 
been  in  a relationship  in 
which  you  felt  you  were 
treated  badly?  In  what 
ways? 

Has  your  partner  ever  de- 
stroyed things  that  you 
cared  about? 

Has  your  partner  ever 
threatened  or  abused  your 


children? 

• Has  you  partner  ever  forced 
you  to  have  sex  when  you 
didn't  want  to?  Does  he 
ever  force  you  to  engage  in 
sex  that  makes  you  feel  un- 
comfortable? 

• We  all  fight  at  home.  What 
happens  when  you  and  your 
partner  fight  or  disagree? 

• Do  you  ever  feel  afraid  of 
your  partner? 

• Has  your  partner  ever  pre- 
vented you  from  leaving  the 
house,  seeing  friends,  get- 
ting a job  or  continuing  your 
education? 

• You  mentioned  that  your 
partner  uses  drugs/alcohol. 
How  does  he  act  when  he  is 
drinking  or  on  drugs?  Is  he 
ever  verbally  or  physically 
abusive? 

• Do  you  have  guns  in  your 
home?  Has  your  partner 
ever  threatened  to  use  them 
when  he  was  angry?  □ 


verbal  "put-downs"  to  hitting  and 
forced  sex,  Wilson  says.  She  ac- 
cepted the  abuse  as  normal  behav- 
ior because  she  had  seen  her  step- 
father treat  her  mother  that  way. 

Dr.  Babcoke  suspected  abuse 
because  Wilson  had  bruises  and 
the  frequency  of  her  epileptic 
seizures  had  increased.  He  en- 
couraged Wilson  to  discuss  the 
problem  with  him,  asking  such 
questions  as  "Is  there  something 
you're  not  telling  me?"  and  "How 
are  things  at  home?" 

Wilson  finally  left  her  hus- 
band three  years  ago  when  he 


began  choking  her  and  threatened 
to  kill  her.  When  Wilson  showed 
up  in  Dr.  Babcoke's  office  with  a 
black  eye  and  bruises  on  her  face, 
he  sent  her  to  the  hospital  to  de- 
termine if  any  head  injuries  had 
occurred  and  encouraged  her  to 
file  a police  report.  He  also  re- 
ferred her  to  a psychiatrist  and 
recommended  that  she  attend  a 
co-dependency  support  group  and 
a battered  wives  support  group 
run  by  The  Caring  Place. 

"I  don't  think  I would  have 
made  it  through  the  three  years" 
without  Dr.  Babcoke,  says  Wilson. 
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The  three  years  refers  to  the  time 
she  spent  prosecuting  her  hus- 
band, from  whom  she  is  now 
divorced. 

Although  leaving  her  husband 
ended  the  physical  abuse,  she  had 
other  battles  ahead.  She  and  her 
two  sons  had  to  flee  their  home 
when  a bullet  went  through  the 
window.  (No  one  could  ever 
prove  who  fired  the  gun.)  Her 
husband  turned  her  family  and 
friends  against  her.  She  had  to 
fight  laws  that  appeared  to  favor 
the  accused.  “You  start  feeling 
like  you're  being  victimized  by 
the  system,"  she  says. 

Wilson  encourages  physicians 
to  keep  accurate  and  thorough 
records  documenting  any  bruises 
or  injuries  on  patients.  Such  evi- 
dence can  help  prosecute  the 
abuser,  she  says.  "Get  educated 
about  domestic  violence,"  she 
urges  physicians. 

Because  of  the  support  from 
her  physician,  Wilson  has  been 
able  to  turn  her  life  around.  Dur- 
ing her  marriage,  she  had  worked 
as  a drama  coach  and  as  cleaning 


Referral  information  for  victims 


The  following  information 
may  help  physicians  refer  pa- 
tients who  are  victims  of  do- 
mestic violence  to  the  right 
agency  or  assistance  program. 

Child  Abuse  - Child  Protec- 
tive Services.  Call  number 
under  "County  Govern- 
ment" in  telephone  direc- 
tory. 

Adult  Abuse  Hotline.  1- 
800-992-6978. 


• Indiana  Coalition  Against 
Domestic  Violence.  1-800-332- 
7385.  The  number  of  this 
statewide  referral  network  for 
programs  to  assist  families 
affected  by  domestic  violence 
is  answered  24  hours  a day. 

• Victim  Assistance  Programs. 

Each  county  has  a program  to 
assist  victims  of  any  violent 
crime.  The  number  is  usually 
listed  under  the  county 
prosecutor's  office  in  the  tele- 
phone directory.  □ j 


staff  in  a office  building.  Now 
she  is  a manager  for  Paul  Harris, 
a women's  clothing  store. 

She  has  become  active  as  an 
advocate  for  legislation  helping 
victims  of  abuse  and  designed  a 
domestic  violence  button  that  is 
sold  to  raise  money  for  the  Caring 
Place  in  Valparaiso.  The  button 
features  two  eyes,  one  of  which  is 
blackened,  and  the  message,  "In- 


diana, It's  Time  to  Stop  Looking 
the  Other  Way  When  It  Comes  to 
Domestic  Violence." 

Wilson  symbolizes  a success- 
ful abuse  survivor.  With  the  help 
of  physicians  and  other  health 
care  professionals,  the  violence 
may  end  for  the  other  women  and 
children  who  are  still  suffering.  O 


Alliance  joins  effort  to  end  abuse 


The  Indiana  State  Medical 
Association  Alliance  is  working 
to  help  victims  of  domestic 
violence. 

Joann  Wehlage  and  Diane 
Quinn,  co-chairmen  of  the 
ISMA  Alliance  Health  Promo- 
tions Committee,  have  selected 
domestic  violence  as  the  focus 
of  their  efforts  this  year.  Their 
main  goal  is  to  provide  physi- 
cians with  information  on  re- 
sources available  in  their  com- 
munities to  help  abuse  victims. 


Board  members  are  working 
with  county  health  promotions 
chairmen  to  help  them  compile 
such  lists. 

The  alliance  presented  a pro- 
gram on  domestic  violence  at  its 
annual  convention  in  April  and 
will  offer  physicians  statewide 
resources  on  domestic  violence  at 
an  exhibit  at  the  annual  ISMA 
convention  in  October. 

The  Vanderburgh-Southwest- 
ern Medical  Auxiliary  has  em- 
barked on  a two-year  health 
project  focusing  on  domestic  vio- 


1 


lence,  according  to  President-elect 
Shirley  Becker.  Speakers  from 
two  area  shelters  educated 
auxilians  about  abuse  last  year 
during  talks  at  the  monthly  meet- 
ings. This  year,  the  group  is  de- 
veloping a comprehensive  pro- 
gram to  educate  physicians  about 
domestic  violence  and  also  plans 
to  establish  an  advocacy  program 
in  which  auxiliary  volunteers 
would  assist  physicians  in  refer- 
ring abused  patients  to  the  proper 
agency  for  help.  □ 
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Millions  Victimized  by 
Family  Members 
Every  Year! 

Are  you  concerned  about  the  effects  of  family  violence  and 
victimization  within  your  community? 

Become  an  advocate  within  your  community  for  the  prevention  of 
family  violence. 


Violence  among  family  members  has  reached  staggering 
proportions.  Every  year  more  than  2 million  cases  of  child 
abuse  and  neglect  are  reported,  between  2 and  a million 
women  are  battered  by  their  spouses,  and  between  700,000 
and  1 . 1 million  of  the  elderly  population  are  abused. 

'Hie  American  Medical  Association  has  formed  a National 
Coalition  of  Physicians  Against  Family  Violence.  Through 
the  Coalition  the  American  Medical  Association  hopes  to 
involve  you  in  activities  that  address  issues  of  child  abuse, 
sexual  assualt,  domestic  violence  and  elder  abuse  because 
you  have  the  unique  ability  to  identify  the  symptoms,  first- 
hand. By  joining  the  National  Coalition  you  will  be  showing 
your  concern  about  the  effects  of  family  violence  and  victim- 
ization, and  will  become  a committed  advocate  within  your 
community  for  the  prevention  of  family  violence. 


Through  the  Coalition  you  will: 

• be  informed  about  local  contacts  and  referrals 

• become  aware  of  local  and  regional  resources 

• be  provided  with  information  regarding  model 
educational  programs 

• become  aware  of  treatment  guidelines  and  protocols. 

• have  access  to  newsletters,  public  education  materials 
and  other  publications 

• receive  an  official  membership  card  and  frameable 
poster  alerting  your  patients  of  your  interest  in  and 
concern  for  this  problem. 

The  only  cost  to  you  is  your  commitment  to  help  curb 

this  problem.  Simply  complete  the  membership  applica- 
tion form  below  and  mail  to  the  Department  of  Mental 

I lealth,  American  Medical  Association,  SIS  V State  Street, 

Chicago,  IL  60610. 


include  my  name  in  the  Coalition's  membership 


Name 

Address 

Citv/State/Zip 

Specialty 

Auxiliary  Member  □ Yes  □ No 

Area  of  interest  within  Family  Violence:  □ Child  Abuse 

□ Elder  Abuse 


Telephone  # 


Other  

Q]  Sexual  Assault  Q Domestic  Violence 
□ Other 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Prophylactic  knee  braces 
for  football:  Do  they  work? 


Gregory  T.  Hardin,  M.D. 
jack  Farr,  M.D. 

Henry  A.  Stiene,  M.D. 
Indianapolis 

Epidemiologic  studies  re- 
garding the  efficacy  of  prophylac- 
tic knee  braces  must  take  into 
consideration  many  variables. 

The  ideal  study  should  be  ran- 
domized and  prospective.  Con- 
trols should  be  simultaneous 
rather  than  historical.  Was  the 
diagnosis  established  by  a trainer 
and  confirmed  by  a physician? 
Rule  changes  may  negatively  im- 
pact injury  frequency /severity. 
What  role  did  playing  surface 
have  on  injuries?  Shoe  wear 
could  be  a factor,  as  some  authors 
have  noted  increased  of  foot  and 
ankle  injuries.  How  was  an  injury 
defined  or  classified?  Were  thigh, 
lower  leg,  or  foot  and  ankle  inju- 
ries assessed?  Did  the  study  criti- 
cally assess  a difference  in  injury 
frequency  and/or  severity  as  it 
pertained  to  medial  collateral  liga- 
ment injuries,  anterior  cruciate 
ligament  injuries,  meniscal  injuries 
or  combined  injuries?  Was  time 
missed  defined  (practice/ week/ 
game)?  When  studying  the  pro- 
phylactic knee  brace  literature 
currently  available,  one  must  ask 
these  questions  to  critically  deter- 
mine the  strength  and  deficiencies 
of  the  study. 

Nowalski  studied  20  patients 
who  had  anteroposterior  radio- 
graphs of  the  knee  with  and  with- 
out 40  pounds  of  valgus  stress 
applied  below  the  knee.  A sec- 
ond radiograph  was  obtained 
with  the  patient  wearing  a variety 
of  lateral-sided  prophylactic 


Abstract 


Knee  injuries  in  athletics  are  a major  problem  facing  the  sports 
medicine  community.  There  is  no  compelling  evidence  to  suggest 
that  the  likelihood  of  sustaining  a knee  injury  is  increasing;  however, 
more  knee  injuries  are  being  identified  and  treated  due  to  improved 
diagnostic  techniques.  Successful  prevention  of  knee  injuries  wifh  pro- 
phylactic braces  has  not  paralleled  the  substantial  advances  in  diag- 
nosis and  treatment  of  these  knee  problems.  This  article  summarizes 
the  current  data  available  and  makes  recommendations  for  subse- 
quent prophylactic  knee  brace  use. 


braces,  hinged  in  the  middle  and 
offset  from  the  knee.  Less  medial 
gaping  of  the  braced  knee  was 
noted.  This  was  the  first  pub- 
lished study  evaluating  prophy- 
lactic braces  to  protect  from  lateral 
applied  knee  forces. 

The  Anderson  Knee  Stabler 
Brace  was  developed  in  1978  by 
George  Anderson,  head  trainer  of 
the  Oakland  Raiders,  to  protect 
medial  collateral  ligaments  from 
re-injury.2  Anderson's  colleagues 
in  the  professional  and  college 
ranks  were  impressed  with  the 
reports  of  its  effectiveness  and 
began  using  it  on  their  athletes 
who  had  sustained  medial  collat- 
eral ligament  injuries.  Subse- 
quently, the  medical  staff  of  sev- 
eral teams  decided  that  the  brace 
could  more  importantly  be  used 
prophylactically.  As  the  word 
about  the  potential  to  protect  the 
medial  collateral  ligament  spread, 
some  were  not  careful  to  discern 
between  medial  collateral  liga- 
ment and  total  knee  protection. 
Considerable  controversy  remains 
on  how  effective  these  braces  are 
in  preventing  such  injuries. 

Hewson  et  al,6  Rovere  et  al, 


Paulos  et  ah  and  Teitz  et  al15  have 
reported  epidemiologic  studies 
that  have  been  nonsupportive  in 
substantiating  decreased  incidence 
of  medial  collateral  ligament  and/ 
or  anterior  cruciate  ligament  inju- 
ries when  prophylactic  knee 
braces  are  used  (Table). 

A medical  record  review  was 
presented  by  Hewson  et  alh  con- 
cerning the  University  of  Arizona 
intercollegiate  football  teams  over 
an  eight-year  period  (1977-1985). 
The  nonbraced  period  was  re- 
viewed from  1977  to  1981.  Follow- 
ing this,  the  Anderson  Knee  Sta- 
bler was  mandatory  for  all  prac- 
tices and  games  for  players  at 
greatest  risk,  including  linemen, 
linebackers,  and  tight  ends,  from 
1981  to  1985.  Results  showed  that 
the  number,  type  and  severity  of 
knee  injuries  were  similar  for  the 
braced  and  nonbraced  groups. 

Rovere  et  al  performed  a two- 
year  study  including  all  players 
on  the  Wake  Forest  Football  team 
using  the  Anderson  Knee  Stabler 
prophylactically  during  practice 
and  games.11  A two-year 
nonbrace  control  period  (two 
years  prior)  was  also  evaluated. 


e> 

d 


m 

ki 


le 

11 


308 


INDIANA  MEDICINE/July/August  1993 


Grade  I medial  collateral  ligament 
sprains  accounted  for  67%  of  inju- 
ries in  the  nonbrace  period  and 
62%  of  the  injuries  in  the  brace 
period.  During  both  periods, 
offensive  team  members,  espe- 
cially linemen,  had  the  most  knee 
injuries,  and  defensive  backs  the 
fewest.  Brace  use  did  not  signifi- 
cantly alter  the  relative  frequency 
of  injuries  by  player  or  position. 
This  study  concluded  that  the 
Anderson  Knee  Stabler  was  inef- 
fective for  prophylaxis.  Knee 
injuries  were  more  common  when 
braces  were  worn.  Since  brace 
wear  was  also  associated  with  leg 
cramping  and  added  financial 
expenditures,  the  authors  con- 
cluded that  they  could  not  recom- 
mend the  use  of  a prophylactic 
knee  brace  without  further  study. 

Teitz  et  al  used  the  members 
of  Division  I of  the  National  Col- 
legiate Athletic  Association 
(NCAA)  as  its  study  population.15 
Their  results  showed  that  in  1984 
and  1985,  players  who  wore  pro- 
phylactic knee  braces  had  a sig- 
nificantly higher  injury  rate  than 
unbraced  players.  Player  position, 
playing  surface,  mechanism  of 
injury  or  type  of  brace  did  not 
affect  the  rates  of  injury. 

Injuries  were  more  common 
during  contact  and  at  every  skill 
level  among  those  who  wore 
braces.  Tietz  et  al  concluded  that 
they  would  not  advise  preventive 
knee  bracing  among  college  foot- 
ball players.15 

Paulos  et  al,  in  a biomechani- 
cal study  using  prophylactic  knee 
braces  with  fresh-frozen  cadaveric 
knees,  measured  ligament  tension 
and  joint  displacement  at  static, 
nondestructive  valgus  forces  and 
at  low-rated  destructive  forces.9 
In  Part  I of  their  study,  no  signifi- 
cant protection  could  be  docu- 


Summary  of  principal  scientific  investigation 

SUPPORTIVE 

Hansen  Four-year  USC  injury  review  showed  reduction  injuries  and 

surgery  for  braced. 

Schriner  Review  of  25  Michigan  high  schools  found  5%  injury  rate  for 
unbraced  players  and  no  injuries  for  braced. 

Taft  University  of  North  Carolina  study,  three  years  before  bracing 

(no  braces)  and  three  years  after  (100%)  braces,  showed  some 
injury  reduction  and  significant  severity  reduction  (Grade  III 
down  70%). 


Paulos  Braces  that  increased  impact  duration  protect  ACL  more  than 

MCL.  Most  braces  provide  some  degree  of  protection  to  the 
ACL  with  direct  lateral  impact. 

Sitler  Most  highly  controlled.  Prospective  two-year  study  of  1,396 

West  Point  cadets.  Braced  defensive  players  had  a significant 
decrease  in  number,  but  not  severity,  of  knee  injuries.  No 
difference  in  foot  and  ankle  injuries. 

NON-SUPPORTIVE 

Hewson  Reduction  in  injury  frequency  and  severity  at  Arizona  due  to 
better  care,  not  braces. 

Rovere  Increase  in  MCL  strains  and  and  ACL  tears  during  bracing  at 

Wake  Forest. 


Teitz  Division  I team  survey  showed  braced  players  had  more  inju- 

ries than  non-braced. 

Paulos  Biomechanical  testing  suggested  potential  preloading  of  MCL. 

Now  stated  as  clinically  insignificant. 

Baker  Biomechanical  testing  showed  reduction  in  abduction  angle 

using  functional  brace  but  little  or  no  protection  with  prophy- 
lactic braces. 


Garrick 


Grace 

l 


Evaluated  six  studies  finding  significant  methodological  prob- 
lems and  conflicting  results.  "Impossible  to  state  with  assur- 
ance the  role  of  prophy lactic  knee  bracing  at  this  time." 


Two-year  high  school  study  showed  four  times  more  knee 
injuries  in  the  braced  group.  Dramatic  increase  in  foot  and 
ankle  injuries  in  braced  group  (3  x).2 
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merited  with  the  two  preventive 
braces  used.  Also,  four  poten- 
tially adverse  effects  were  noted: 
medial  collateral  ligament  pre- 
loading,  center  axis  shift,  prema- 
ture joint  line  contact  and  brace 
slippage.  In  part  II  of  their  study, 
brace-induced  medial  collateral 
ligament  pre-load  in  vivo  was 
negated  by  joint  compressive 
forces.10  In  summary,  Paulos  et  al 
K1°  concluded  that  most  prophy- 
lactic knee  braces  presently  avail- 
able are  biomechanically  inad- 
equate. 

Scientific  investigators  sup- 
porting the  use  of  prophylactic 
knee  bracing  include  Hansen  et 
al,  involving 
players  on  the 
University  of 
Southern  Califor- 
nia football  team 
from  1980  to 
1984.  These 
authors  con- 
cluded that  pro- 
phylactic knee 
bracing  was 
better  than  no 
bracing  in  reduc- 
ing injuries  and 
surgery. 

The  University  of  North  Caro- 
lina study  was  reported  by  Taft  et 
al.14  This  study  documented  the 
football  team's  experience  from 
1980  through  1982,  when  no 
braces  were  used,  and  from  1983 
through  1985,  when  all  team 
members  were  required  to  wear 
prophylactic  knee  braces.  These 
authors  concluded  that  bracing 
was  helpful  in  decreasing  the 
severity  and  frequency  of  knee 
injuries. 

Schriner  et  al  reported  a sur- 
vey of  1,246  players  from  25  high 
schools  in  Michigan  during  the 
1984  football  season.12  Diagnoses 
were  made  by  physicians  as  re- 


ported by  coaches,  and  only  knee 
injuries  from  lateral  forces  and 
hyperextension  were  analyzed. 
They  found  a 5%  injury  rate  for 
unbraced  players  and  no  injuries 
for  braced  players. 

Recently,  two  prospective, 
randomized  studies  evaluated 
prophylactic  knee  braces  resulting 
in  contradictory  conclusions.4-13 
Grace  et  al4  evaluated  580  high 
school  football  players  over  a two- 
year  period.  The  prophylactic 
knee  braced  athletes  had  a signifi- 
cantly higher  knee  injury  rate 
(p<0.001)  and  foot  and  ankle  in- 
jury rate  (p<0.01).  Their  results 
questioned  the  efficacy  of  prophy- 


lactic knee  braces  and  called  atten- 
tion to  their  potential  adverse 
effects  on  adjacent  distal  joints. 

A study  by  Si  tier  et  al13  from 
West  Point  noted  a decrease  in 
frequency  but  not  the  severity  of 
knee  injuries  with  prophylactic 
brace  use.  This  prospective  two- 
year  study  evaluated  1,396  intra- 
mural tackle  football  players  with 
an  average  age  of  19.3  years. 

Seven  hundred  five  controls  and 
691  braced  athletes  were  involved. 
A significant  decrease  in  fre- 
quency and  total  number  of  me- 
dial collateral  ligament  knee  inju- 
ries was  noted  in  braced  defen- 
sive, but  not  braced  offensive, 


players.  Retrospectively,  they 
assessed  all  players  for  foot  and 
ankle  injuries  and  noted  no  sig- 
nificant differences  between  the 
two  groups. 

Prophylactic  knee  bracing 
remains  controversial.  They  have 
not  consistently  been  shown  to 
prevent  or  reduce  the  severity  of 
injuries  to  the  anterior  cruciate 
ligament  or  menisci.  Several  stud- 
ies have  shown  a trend  toward  a 
reduced  incidence  of  these  inju- 
ries. With  the  exception  of  the 
West  Point  Study,13  most  have 
overgeneralized  and  cannot  docu- 
ment that  prophylactic  knee 
braces  are  the  cause  of  increased 
or  decreased  inju- 
ries. 

The  American  Acad- 
emy of  Orthopaedic 
Surgeons  in  1985 
stated,  "Efforts  need 
to  be  made  to  elimi- 
nate the 

unsubstantiated 
claims  of  currently 
available  prophylac- 
tic knee  braces  and 
to  curtail  the  inevi- 
table misuse,  unnec- 
essary costs,  and 
medical/legal  problems."1 

The  American  Orthopaedic 
Society  for  Sports  Medicine  and 
The  Journal  of  Bone  and  Joint  Sur- 
gery (in  an  editorial,  January 
1987),  have  taken  the  same  posi- 
tion. The  American  Academy  of 
Pediatrics  went  even  further  with 
its  position,  recommending  that 
prophylactic  lateral  knee  bracing 
not  be  considered  standard  equip- 
ment for  football  players  because 
of  lack  of  efficacy  and  the  poten- 
tial of  actually  causing  harm. 

Conclusion 

Prophylactic  knee  braces  remain 
controversial  and,  for  the  most 


The  American  Academy  of  Pediatrics 
went  even  further  with  its  position, 
recommending  that  prophylactic  lateral 
knee  bracing  not  be  considered  standard 
equipment  for  football  players  because  of 
lack  of  efficacy  and  the  potential  of 
actually  causing  harm. 
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part,  have  been  shown  to  be  inef- 
fective in  preventing  knee  injuries 
in  collegiate  and  high  school  play- 
ers. Most  studies  have  design 
flaws  and  bias,  and  therefore  no 
conclusions  can  be  drawn  at  this 
time.  Mandatory  prophylactic 
knee  bracing  cannot  be  recom- 
mended until  further  prospective 
and  biomechanical  studies  can 
demonstrate  otherwise.  □ 

The  authors  are  affiliated  with 
Specialty  Centers  for  Orthopaedic 
and  Rehabilitative  Excellence 
(SCORE),  with  offices  in  Indianapolis 
and  Terre  Haute. 


Correspondence  and  reprints: 
Greg  T.  Hardin,  M.D.,  1550  E. 
County  Eine  Road,  Suite  200,  India- 
napolis, IN  46227. 
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Estate  tax  planning 
using  the  unified  credit 


Joel  M.  Blau,  CFP 

AMA  Investment  Advisers  Inc. 

^Estate  tax  planning  is  truly  a 
selfless  endeavor.  However,  your 
planning  today  will  guarantee 
that  your  children  or  other  heirs 
will  keep  more  of  your  estate  by 
paying  less  in  estate  taxation. 

Can  these  laws  change? 

There  already  have  been  political 
discussions  on  this  subject.  As 
one  estate  attorney  shared  with 
me,  "The  difference  between 
death  and  taxes  is  that  death 
doesn't  get  worse  each  time  Con- 
gress meets." 

The  two  main  components  of 
estate  tax  law  are  the  unlimited 
marital  deduction  and  the  unified 
credit.  The  unlimited  marital 
deduction  allows  a person  to 
leave  a spouse  the  entire  estate 
without  any  current  estate  taxa- 
tion. The  unified  credit,  on  the 
other  hand,  allows  a person  to 


leave  a maximum  of  $600,000  of 
property  to  a beneficiary  other 
than  a spouse.  This  $600,000  ex- 
emption translates  into  an  estate 
tax  savings  of  $192,800,  which  is 
commonly  referred  to  as  the  uni- 
fied credit.  This  credit  is  impor- 
tant since  federal  estate  taxes  start 
at  37%  and  can  increase  to  more 
than  50%. 

The  most  common  mistake 
people  make  is  to  fully  maximize 
the  unlimited  marital  deduction 
without  regard  to  the  unified 
credit.  By  leaving  all  of  the  prop- 
erty to  your  spouse,  you  are  not 
taking  advantage  of  the  credit. 
Upon  the  death  of  the  surviving 
spouse,  the  beneficiary  of  the  es- 
tate will  pay  a higher  tax  on  the 
estate  than  necessary  because  one 
of  the  credits  has  not  been  used. 

Estate  tax  planning  strategies 
can  best  be  addressed  through  the 
use  of  trusts.  A trust  allows  you 
to  leave  the  $600,000  of  property 
ultimately  to  your  children,  with 


your  spouse  having  limited  access 
to  it  during  the  spouse's  lifetime. 
A trust  allows  you  to  address  the 
needs  of  your  spouse  while  taking 
advantage  of  the  unified  credit  at 
the  death  of  both  you  and  your 
spouse.  This  arrangement  is 
called  a family,  unified  credit  or 
"B"  trust.  Estates  greater  than 
$1.2  million  can  use  other  types  of 
estate  planning  techniques  to  re- 
duce the  amount  of  estate  tax 
liability. 

The  proper  estate  planning 
legal  documents,  drafted  by  an 
attorney,  are  just  one  step  in  coor- 
dinating your  overall  estate  plan. 
You  also  should  take  steps  to 
minimize  the  impact  of  estate 
taxes  that  remain  after  proper 
documents  have  been  prepared.  □ 

The  author  welcomes  readers' 
questions.  He  can  be  reached  at 
1-800-262-3863. 
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No  matter  how  you  look  at  it,  the  future  is 
always  just  beyond  your  grasp.  That’s  why 
you  need  to  know  Whipple  & Company’s 
Medical  Group  Services  Division.  We  can 
help  you  make  the  right  choices,  no  matter 
what  lies  ahead.  We’ve  earned  a reputation  in 
the  medical  community  for  visionary 
management  and  financial  solutions  that 
prepare  our  clients  for  change.  We’re  always 
just  a little  ahead  of  the  rest,  pointing  the  way 
to  efficiency  and  growth.  Whipple  & 

Company  offers  a whole  range  of  services 
for  both  large  and  small  practices-from  new 
practice  strategies  to  joint  venture 
analysis... fee  schedule  design  to 
reimbursement  assistance...office 
automation  to  practice  efficiency  reviews... 
compensation  formulas  to  personal  financial 
planning.  Most  important,  Whipple  & 
Company  offers  the  insight  that  can  only 
come  from  experience,  understanding  and  a 
commitment  to  easing  the  complexities  of 
running  a medical  practice  today.  Call 
Whipple  & Company  soon.  You’ll  see. 
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Certified  Public  Accountants 
Medical  Group  Services  Division 
8425  Woodfield  Crossing  Blvd. 
Suite  400 

Indianapolis,  IN  46240 
317469  7776 


Orchids  blossom  under 
surgeon's  care 


Tina  Sims 
Managing  Editor 

.Eldon  Gerig,  M.D.,  finds 
that  his  surgical  skills  come  in 
handy  in  the  greenhouse. 

As  an  orchid  grower  in  his 
spare  time.  Dr.  Gerig  knows  that 
sterile  techniques  are  crucial  to 
success  in  surgery  as  well  as  in 
horticulture.  The  Mishawaka 
surgeon  also  is  aware  that  he 
must  be  committed  and  ready  for 
challenges  in  both  fields. 

Dr.  Gerig  first  started  growing 


orchids  more  than  10  years  ago, 
after  friends  in  Puerto  Rico  sent 
the  Gerigs  home  from  a visit  with 
some  of  the  orchid  plants.  Al- 
though he  had  always  been  inter- 
ested in  plants  and  flowers,  Dr. 
Gerig  had  never  tried  cultivating 
orchids,  so  he  was  intrigued  by 
the  challenge. 

He  started  with  a few  orchids 
under  lights  in  his  basement  but 
soon  saw  a need  to  expand.  A 
greenhouse  was  added  to  the  rear 
of  the  house  to  accommodate  his 
blossoming  hobby.  Now  he  has 
outgrown  that  greenhouse,  so  the 


new  home  that  the  Gerigs  are 
building  will  include  an  even 
larger  greenhouse. 

The  greenhouse  features  an 
automatic  misting  system  and  a 
unit  that  automatically  injects 
fertilizer  into  the  watering  system. 
It's  heated  by  an  underground  hot 
water  system  that  keeps  the  tem- 
perature above  60  degrees. 

His  collection  of  more  than 
500  orchids  includes  at  least  50 
species  out  of  the  more  than 
20,000  species  that  are  available. 
"There  are  so  many  different 
kinds.  That's  what  makes  it  inter- 
esting," says  Dr.  Gerig. 

Because  it  takes  five  years  for 
some  of  the  orchids  to  bloom,  he 
also  enjoys  the  surprise  element 
involved.  Getting  them  to  bloom, 
however,  can  sometimes  present  a 
challenge.  "You  have  to  be  com- 
mitted to  it,"  says  Dr.  Gerig. 

When  a plant  refuses  to  bloom,  he 
moves  it  to  a new  location  in  the 
greenhouse,  hoping  that  a differ- 
ent light  or  temperature  will  spur 
flowering.  "Usually  I can  get 
them  to  bloom,"  he  says. 

"You  have  to  know  the  cul- 
ture of  each  one,"  he  says  of  his 
plants.  "You  can't  treat  them  all 
alike."  Orchids  vary  in  their  light, 
temperature  and  moisture  require- 
ments. Most  orchids,  however, 
are  similar  in  that  they  need  to  be 
potted  in  a coarse  media  such  as 
bark  mix,  not  soil,  although  there 
are  a few  terrestrial  orchids,  he 
points  out. 

Modern  technology  helps  Dr. 
Gerig  tend  for  his  plants.  He 
keeps  a record  on  a home  com- 
puter of  his  orchids  according  to 
light  and  temperature  require- 
ments. 


Dr.  Gerig  shows 
off  some  of  the 
orchids  bloom- 
ing in  his  green- 
house. 
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Beetles  and  snails  can  pose  a 
threat  to  orchids,  so  "you  have  to 
keep  after  them"  to  prevent  the 
insects  from  mutilating  the  plants 
and  blooms,  says  Dr.  Gerig. 

Because  orchids  have  such  a 
long  life  span,  viruses  - "the 
scourge  of  the  orchids"  - can  be 
even  more  of  a problem,  he  says. 

If  an  orchid  is  attacked  by  a virus, 
"you  might  as  well  throw  it 
away." 

He  shares  the  beauty  of  his 
hobby  with  his  office  and  his 
church.  Each  week,  he  prepares 
an  arrangement  of  blooming  or- 
chids to  decorate  his  office.  He 
also  takes  floral  displays  to  the 
Kern  Road  Mennonite  Church  for 
the  enjoyment  of  other  church 
members. 

One  orchid  in  his  office 
caught  the  eye  of  the  woman  who 
was  designing  an  informational 
brochure  on  Dr.  Gerig's  practice. 
She  liked  it  so  much  she  used  a 
close-up  color  photo  of  the 
Phalaenopsis  on  the  cover  of  the 
brochure. 

Always  eager  to  educate  him- 
self further  on  his  hobby,  Dr. 

Gerig  has  a sizeable  collection  of 
orchid  books  and  is  a member  of 
the  Michiana  Orchid  Society.  The 
society's  monthly  meetings  feature 
guest  speakers,  "bring  and  brag" 
sessions  and  tours  of  greenhouses. 


including  Dr.  Gerig's. 

He  also  learns  by  participating 
in  orchid  shows  in  which  entries 
are  judged.  He  is  especially 
proud  of  the  best  of  class  award 
he  won  for  best  Dendrobium  at 
the  1986  Illinois  Orchid  Society 
Mid-America  Show  in  Chicago. 

He  faced  stiff  competition  there, 
including  entries  from  Hawaii, 
where  orchids  grow  wild. 

Dr.  Gerig  has  considered  be- 
coming an  orchid  show  judge,  a 
position  that  requires  five  to  eight 
years  of  training.  He  also  may  try 
hybridization,  a process  he  says 
would  be  easy  with  his  back- 
ground as  a surgeon. 

His  roots  are  actually  in  the 


soil.  He  grew  up  as  an  "Iowa 
farm  boy"  and  graduated  from 
the  State  University  of  Iowa  Medi- 
cal School.  Even  before  he  started 
growing  orchids,  he  was  always 
interested  in  plants  and  has  com- 
pleted a landscaping  course. 

He  and  his  wife,  whom  he 
met  at  Goshen  College,  have  lived 
in  Mishawaka  since  1962.  His 
three  children  followed  him  into 
medicine;  two  sons,  Winston 
Gerig,  M.D.,  and  Kevin  Gerig, 
M.D.,  are  surgeons  in  practice 
with  him,  and  his  daughter,  Nita 
Gerig,  M.D.,  is  a pathology  resi- 
dent at  the  Indiana  University 
School  of  Medicine.  □ 


Wanted:  Physicians  to  profile 

Do  you  know  a physician  with  a particularly  interesting  or 
unusual  hobby  or  pursuit  outside  of  medicine?  Indiana  medicine 
wants  your  suggestions  on  people  to  consider  featuring  in  its  regu- 
lar series  of  profiles  of  physicians  who  have  found  rewarding  ways 
to  fill  their  leisure  time. 

Past  physician  profiles  have  included  a rock  musician,  a model 
railroader  and  a winemaker.  We're  looking  for  physicians  from 
throughout  the  state,  from  Evansville  to  Elkhart,  from  Clinton  to 
College  Corner. 

Mail,  call  in  or  fax  your  suggestions  to  Tina  Sims,  Managing 
Editor,  Indiana  medicine  , 322  Canal  Walk,  Indianapolis,  IN  46202, 

(317)  261-2060  or  1-800-257-4762,  fax  (317)  261-2076.  □ 
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Common  insurer  creates 
potential  conflict  of  interest 


Editor's  note:  This  report  urns 
submitted  by  the  Indiana  State  Medi- 
cal Association/Physicians  Insurance 
Co.  of  Indiana  Task  Force. 

Indiana  physicians  should  be 
aware  of  the  potential  dangers  of 
a common  insurer  for  a hospital 
and  its  staff  physicians. 

Hospital  professional  liability 
insurers  are  not  prohibited  from 
also  offering  coverage  to  physi- 
cians, nor  are  physician  insurers 
barred  from  also  marketing  poli- 
cies to  hospitals.  Several  large 
national  insurers  and 
physician-owned  in- 
surers in  several 
states  have  units  serv- 
ing both  market  audi- 
ences. 

Nonetheless,  if  a 
hospital  insurer  fo- 
cuses on  staff  physi- 
cians and  places  mar- 
keting emphasis  on 
the  theoretical  advan- 
tages of  a common  insurer,  i.e., 
economies  in  claims  services,  pre- 
mium discounts,  various  com- 
bined programs  or  premium  dis- 
counts, physicians  should  be 
aware  of  potentially  serious  con- 
flicts of  interest. 

The  responsibility  of  an  em- 
ployer for  the  negligent  acts  of  an 
employee  is  well  established  in 
case  law.  This  applies  to  hospitals 
and  their  employees,  including 
any  employed  physicians;  how- 
ever, private  physicians  who  have 
staff  privileges  or  an  independent 
contractor  relationship  as  an  indi- 
vidual, group  or  corporation,  are 
not  employees  in  the  legal  sense. 
Those  physicians  remain  legally 


liable  for  their  negligent  acts.  In 
many  instances,  including  claims 
involving  the  physician  and  an 
employee  of  the  hospital,  claims 
services  and  defense  from  a com- 
mon insurer  may  not  only  be  in- 
appropriate for  the  insured  physi- 
cian, it  may  be  injurious. 

Physicians  have  a legitimate 
concern  over  the  common 
insurer's  pragmatic  evaluation  of 
the  relative  importance  of  the 
interests  of  one  physician  policy- 
holder as  opposed  to  a hospital 
policyholder  whose  annual  pre- 
mium obviously  is  many  times 


greater.  Additionally,  claims  phi- 
losophies and  objectives  may  con- 
flict. Hospitals  may  agree  to  a 
quick  settlement  of  relatively  mi- 
nor claims,  whereas  physicians 
desire  firm  opposition  to  un- 
founded claims  to  protect  their 
professional  reputations. 

Many  hospitals  self-insure  up 
to  certain  limits  of  exposure  and 
assume  responsibility  for  settle- 
ment decisions  for  claims  under 
that  amount.  In  such  instances, 
the  common  insurer  could  sup- 
port a nuisance  settlement  since  it 
would  be  financially  responsible 
only  for  the  physician's  portion. 
Today,  physicians  could  find  their 
individual  claims  records  in  the 


National  Practitioner  Data  Bank 
adversely  impacted  by  the  desire 
of  the  hospital  and/or  common 
insurer  to  settle,  rather  than  fight. 

Another  potential  disadvan- 
tage for  physicians  sharing  cover- 
age with  a hospital's  insurer  could 
include  the  loss  of  premium  dis- 
counts for  loss-free  experience 
and/or  effective  risk  management, 
assuming  the  insurer  offers  such 
discounts. 

Changes  within  the  health 
insurance  industry,  which  could 
be  magnified  and  expanded  by 
legislated  health  care  reforms, 

already  are  spawning 
new  contractual  and 
professional  relation- 
ships among  physi- 
cians, hospitals,  PPOs, 
HMOs,  managed  care 
plans  and  purchasers 
of  health  services. 

New  issues  of  legal 
liability  are  arising. 
Historic  legal  doctrines 
are  being  challenged. 
Courts  have  recognized  that 
health  care  providers,  even  while 
serving  in  an  employed  status, 
have  individual  liability  for  pa- 
tient injury  caused  by  their  failure 
or  refusal  to  follow  specific  guide- 
lines or  instructions.  Although 
employers  are  liable  for  the  acts  of 
employees,  they  also  have  the 
legal  right  to  sue  negligent  em- 
ployees to  recover  damages.  Pri- 
vate physicians  have  been  de- 
clared agents  of  hospitals  with 
which  they  have  an  independent 
contractor  relationship.  In  turn, 
hospitals  have  been  held  liable  for 
the  performance  of  private  physi- 
cians whose  services  they  actively 
promoted  and  advertised.  Man- 


Certainly  legal  precedents  are  changing, 
but  one  tenet  remains  clear  and  firm: 
the  individual  responsibility  of  the 
physicians  to  uphold  the  prevailing 
standard  of  care. 
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aged  care  plans  that  set  forth  spe- 
cific practice  parameters  and  be- 
come involved  in  treatment  deci- 
sions assume  liability  for  their 
actions,  but  the  participating 
physician's  duty  to  perform 
within  the  prevailing  standard  of 
care  is  not  lessened. 

The  Clinton  administration's 
task  force  on  health  care  reform  is 
addressing  the  issue  of  medical 
malpractice  by  exploring  a con- 
cept called  enterprise  liability. 

This  untested  approach  would 
transfer  all  liability  from  individu- 
als to  the  accountable  health  plan. 
The  basis  of  liability  would  still  be 
the  acts  of  the  practitioner  or  pro- 
vider, thus  raising  serious  ques- 
tions of  constitutional  rights.  Fur- 
ther, there  is  no  evidence  that  this 


approach  would  either  reduce  the 
incidence  of  claims  or  the  substan- 
tial legal  costs  associated  with 
malpractice  claims  and  suits.  In- 
deed, patients  might  well  be  more 
inclined  to  sue  the  faceless,  deep- 
pocketed  health  care  plan  than  the 
physicians  with  whom  they  have 
a personal  relationship.  Enter- 
prise liability  is  seen  by  many  as  a 
boon  for  trial  attorneys  and  a 
curse  for  physicians  and  other 
health  care  professionals  whose 
professional  futures  could  be 
marred  by  unwarranted  allega- 
tions of  negligence. 

For  all  of  the  above  reasons,  it 
is  important  that  Indiana's  private 
physicians  insist  on  high-quality 
coverage  that  focuses  specifically 
on  themselves  and  their  corporate 


entities.  To  be  certain  that  your 
interests  are  not  secondary,  your 
coverage  should  not  be  tied  to, 
allied  with  or  dependent  on  any 
coverage  provided  by  your  in- 
surer to  a hospital  or  any  other 
health  care  entity.  A common 
insurer  can  create  problems  not 
only  with  claims  services,  but 
with  rate  levels,  underwriting 
acceptability,  risk  classification, 
risk  management  services,  the 
insurer's  long-term  commitment 
to  your  protection  - and  even 
your  future  ability  to  practice 
medicine  in  the  setting  of  your 
choice. 

For  additional  information, 
contact  the  ISMA/PICI  Task  Force 
or  the  PICI  Customer  Service  De- 
partment. □ 
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The  postnatal  period  is  a 
time  of  transition  from  a fetal 
circulatory  pattern  to  that  of  the 
newborn.  The  neonate  is  at  risk 
for  several  cardiovascular  abnor- 
malities, the  most  common  being 
the  patent  ductus  arteriosus.  This 
article  will  review  the  embryology 
and  anatomy  of  the  ductus  arte- 
riosus and  discuss  its  clinical  im- 
plications with  a focus  on  physiol- 
ogy and  pathophysiology.  Fi- 
nally, we  will  review  current 
treatment  considerations  in  the 
preterm  infant  and  infants  with 
cyanotic  congenital  heart  disease. 

Embryology,  anatomy  and  physi- 
ology of  the  ductus  arteriosus 

The  ductus  arteriosus  is  embryo- 
logical  ly  derived  from  the  sixth 
embryonic  arches,  which  are  iden- 
tifiable during  the  sixth  and  sev- 
enth week  postconception.  The 
sixth  embryonic  arches  appear  as 
vascular  communications  between 
the  aortic  sac  and  dorsal  aorta 
(Figure  i).  The  aorta  and  the  pul- 
monary artery  are  formed  during 
septation  of  the  truncus  arteriosus. 
At  this  time,  the  sixth  embryonic 
arches  appear  contiguous  with  the 
pulmonary  artery.  The  ventral 
portion  of  the  right  arch  becomes 
the  proximal  portion  of  the  pul- 
monary artery  while  the  dorsal 


Abstract 


Patency  of  the  ductus  arteriosus  is  one  of  the  more  common 
problems  of  the  neonate.  Although  the  ductus  arteriosus  usually 
closes  within  the  first  days  of  life,  persistent  patency  can  complicate 
the  clinical  status  of  a newborn.  The  ductus  arteriosus  also  may  play  a 
role  in  the  pathophysiology  of  persistent  pulmonary  hypertension  of 
the  newborn  and  in  some  forms  of  congenital  heart  disease.  Diagno- 
sis of  patent  ductus  arteriosus  can  be  suspected  clinically  but  should 
be  verified  by  echocardiography  before  treatment.  Accurate  diag- 
nosis, early  intervention  and  proper  treatment  are  necessary  to  de- 
crease the  immediate  risks  and  minimize  the  potential  for  long-term 
complications. 


portion  regresses.  The  ventral 
portion  of  the  left  arch  is  absorbed 
into  the  pulmonary  trunk,  and  the 
dorsal  segment  becomes  the  duc- 
tus arteriosus  (Figure  l).12 

Histologically,  the  ductus 
arteriosus  differs  from  both  the 
aorta  and  the  pulmonary  artery. 
The  aorta  and  pulmonary  artery 
are  classified  as  elastic  arteries, 
whereas  the  ductus  arteriosus  is 
considered  a muscular  artery. 

The  ductus  arteriosus  develops 
during  fetal  life  from  a single 
layer  of  elastic  fibers  and  a single 
layer  of  flattened  endothelial  cells' 
into  a structure  that  contains  spi- 
rals of  smooth  muscle  cells,  a 
large  amount  of  loosely  organized 
ground  substance  and  very  few 
elastic  fibers.  The  structure  of  the 
ductus  arteriosus  at  term  is  con- 
ducive to  development  of  infold- 
ing and  obliteration  after  birth. 

Patency  of  the  ductus  arterio- 
sus during  fetal  development  is 


important  for  delivery  of  oxygen 
and  nutrients  from  the  placenta. 
Blood  oxygenated  in  the  placenta 
flows  through  the  umbilical  vein 
to  the  ductus  venosus.  The  blood 
then  flows  into  the  inferior  vena 
cava  before  entering  the  right  side 
of  the  heart,  where  it  mixes  with 
venous  blood  from  the  superior 
vena  cava  (Figure  2).  Because  fetal 
pulmonary  vascular  resistance  is 
greater  than  systemic  vascular 
resistance  and  due  to  anatomic 
features  of  the  right  atrium,  the 
relatively  well  oxygenated  blood 
from  the  right  atrium  is  diverted 
from  the  pulmonary  artery  across 
the  patent  foramen  ovale  and 
ductus  arteriosus  to  the  left  side 
of  the  heart  and  aorta;  blood  with 
higher  nutrient  and  oxygen  con- 
tent is  thereby  supplied  to  body 
tissues. 

Patency  of  the  ductus  arterio- 
sus is  maintained  through  an  ac- 
tive process.  Prostaglandin  E2  and 
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Figure  1:  The  development  of  the  ductus  arteriosus  from  the  sixth 
embryonic  arches. 


Figure  2:  The  fetal  circulation  is  characterized  by  the  presence  of  ana- 
tomic shunts  between  the  pulmonary  circulation  and  the  systemic  circu- 
lation (the  ductus  arteriosus  and  the  foramen  ovale). 


the  relative  hypoxemia  of  the  fe- 
tus are  believed  to  be  the  princi- 
pal active  agents  responsible  for 
maintaining  patency.4  In  the  fetus 
and  preterm  infant,  decreased 
plasma  clearance  and  metabolism 
result  in  elevated  levels  of  pros- 
taglandin E2.  Increased  sensitivity 
of  ductal  tissue  to  the  vasodilating 
action  of  prostaglandin  E;  and 
elevated  prostaglandin  E2  levels 
are  thought  to  be  the  major  factors 
contributing  to  persistent  and 
recurrent  ductal  patency  in 
preterm  infants.  The  major  source 
of  prostaglandin  E2  during  fetal 
life  is  unknown.  Intramural  pro- 
duction of  this  prostaglandin  has 
been  demonstrated,  but  other 
possible  sources  include  the  pla- 
centa and  other  endothelial  sur- 
faces. The  oxygen  tension  of  um- 
bilical venous  blood  is  approxi- 
mately 30  Torr.  This  relative  hy- 
poxemia may  contribute  to  ductal 
patency  indirectly  by  blunting  the 
oxygen  stimulus  for  ductal  clo- 
sure. Other  vasoactive  sub- 
stances, including  prostacyclin 
and  adenosine,  may  also  contrib- 
ute to  ductal  patency  in  the  fetus 
although  the  significance  of  their 
roles  has  yet  to  be  explained.13'9 

At  birth,  the  increase  in  blood 
oxygen  tension  traversing  the 
ductus  arteriosus  is  thought  to  be 
the  principal  stimulus  necessary 
to  initiate  ductal  contraction.  It  is 
not  yet  clear  whether  oxygen  is  a 
direct  stimulus,  requires  as  yet 
unidentified  vasoactive  mediators 
(e.g.,  thromboxanes,  adenosine 
triphosphate,  bradykinin,  hista- 
mine, acetylcholine)  or  potentiates 
other  mediators  (neural  and  hor- 
monal agents)  to  induce  ductal 
closure. 610 

In  the  normal  full-term  infant 
at  birth,  functional  closure  of  the 
ductus  occurs  with  contraction  of 
the  smooth  muscle  fibers  and  is 
followed  by  coalescence  of  the 
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Table  1 

Clinical  manifestations 
of  the  patent  ductus 
arteriosus  with  left-to- 
right  shunting 

• Tachypnea 

• Tachycardia 

• Hepatomegaly 

• Decreased  peripheral  perfu- 
sion 

• Bounding  peripheral  pulses 

• Widened  pulse  pressure 

• Hyperdynamic  precordium 

• — Systolic  murmur 

• Apnea 

• Cardiomegaly  and  increased 
pulmonary  vasculature  on 
chest  radiograph 

• Increased  oxygen  require- 
ment and  ventilatory  needs 

V J 


Table  2 

Clinical  manifestation  of 
the  patent  ductus 

arteriosus  with  right-to- 
left  shunting 

• Cyanosis  (greater  in  lower 
extremities  if  shunting  across 
a patent  ductus  arteriosus) 

• - Systolic  murmur 

• Pre-and  post-ductal  oxygen 
tension  difference  greater 
than  10% 

• Impairment  and  lability  of 
oxygenation 


• Decreased  pulmonary  vascu- 
lature on  chest  radiograph 


mucoid  intramural  substance, 
ischemia,  cytonecrosis  and  fibrotic 
transformation  to  the  ligamentum 
arteriosus.  Functional  closure  of 
the  ductus  arteriosus  usually  oc- 
curs in  the  first  one  to  two  days  of 
life,  but  the  potential  for  the  duc- 
tus arteriosus  to  reopen  may  per- 
sist for  an  additional  seven 
days.1011  In  premature  infants, 
ductal  closure  usually  occurs  later 
and  prolonged  patency  is  com- 
mon; this  may  result  from  the 
persistent  sensitivity  of  the 
preterm  infant's  ductus  arteriosus 
to  hypoxemia  and  circulating 
prostaglandin  E:. 

Closure  of  the  ductus  arterio- 
sus is  important  for  transition  to 
the  postnatal  circulation  in  all 
neonates,  including  those  born 
near  term.  In  utero  closure  of  the 
ductus  arteriosus  may  be  compli- 
cated by  development  of  fetal 
pulmonary  hypertension  second- 
ary to  an  increase  in  pulmonary 
vascular  muscle  development;  this 
may  precipitate  the  clinical  find- 
ings of  persistent  pulmonary  hy- 
pertension of  the  neonate  after 
delivery.1213  For  this  reason,  preg- 
nant women  should  not  take 
medications  that  inhibit  pros- 
taglandin production,  such  as 
aspirin  and  indomethacin. 

Clinical  presentation 

The  clinical  manifestations  of 
patent  ductus  arteriosus  can  be 
categorized  according  to  the  direc- 
tion of  blood  flow  through  the 
ductus.  Nineteen  percent  of  low- 
birthweight  infants  will  develop 
evidence  of  increased  left-to-right 
shunting  through  the  ductus  dur- 
ing the  first  two  weeks  of  life.14  In 
these  infants,  pulmonary  arterial 
pressure  falls  below  systemic  arte- 
rial pressure,  and  blood  flow  is 
increased  to  the  pulmonary  vascu- 


lature. These  infants  may  demon- 
strate effects  of  pulmonary  vascu- 
lar volume  overload,  such  as 
tachypnea,  tachycardia, 
hepatomegaly  and  decreased  per- 
fusion.15 In  many  infants,  espe- 
cially those  born  prematurely, 
initial  signs  may  include  bound- 
ing peripheral  pulses,  widened 
pulse  pressure,  low  diastolic 
blood  pressure  and  a hyper- 
dynamic precordium  (Table  1). 

A systolic  ejection  murmur  at 
the  upper  left  sternal  border  is  the 
most  common  auscultatory  find- 
ing in  the  premature  infant. 

Chest  radiographs  often  demon- 
strate cardiomegaly  with  in- 
creased pulmonary  vasculature. 
Infants  may  have  increased  oxy- 
gen requirements  and  ventilatory 
needs  as  a result  of  decreased 
lung  compliance  and  pulmonary 
edema.  The  procedure  of  choice 
for  positive  diagnosis  of  patent 
ductus  arteriosus  and  exclusion  of 
ductal  dependent  cardiovascular 
lesions  is  color  flow  Doppler 
echocardiography;  someone  expe- 
rienced in  color  flow  Doppler 
echocardiography  should  perform 
this  procedure.  The  cardiac 
anatomy  should  be  visualized  to 
obtain  the  best  possible  view  of 
the  ductus  and  the  color-enhanced 
flows  through  the  ductus.  The 
descending  aorta  in  the  ductal 
region  should  be  carefully  visual- 
ized to  exclude  masked  periductal 
coarctation  of  the  aorta. 

Right-to-left  shunting  through 
the  ductus  arteriosus  and/or 
patent  foramen  ovale  results  in 
decreased  blood  flow  to  the  lungs. 
This  phenomenon  may  occur  in 
term  and  near-term  neonates  with 
persistent  pulmonary  hyperten- 
sion of  the  newborn  (persistent 
fetal  circulation).  For  these  in- 
fants, increased  pulmonary 
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Table  4 

Management  of  patent 
ductus  arteriosus 


Table  3 


Complications  of  untreated  patent  ductus 
arteriosus  in  the  neonate 


Cardiopulmonary 


Gastrointestinal 


Pulmonary  edema 
Decreased  lung  compliance 
Cardiac  volume  overload 
Myocardial  insufficiency 

Necrotizing  enterocolitis 


Renal 


Renal  insufficiency 


Central  nervous  system 

V 


Possible  intraventricular  hemorrhage 


vasoreactivity  increases  pulmo- 
nary arterial  pressure,  which  pre- 
cipitates right-to-left  shunting. 
Oxygenation  is  impaired,  and 
oxygen  lability  is  characteristic 
(Table  2).  On  physical  examina- 
tion, a systolic  murmur  may  be 
noted  and  cyanosis  is  often 
present.  Right-to-left  shunting  at 
the  ductal  level  may  be  demon- 
strated by  lower  oxygen  satura- 
tions in  the  lower  extremities  than 
in  the  right  upper  extremity  or 
head.  Right-to-left  shunting  at  the 
atrial  level  will  not  show  this  dis- 
crepancy. Chest  radiographs  of- 
ten demonstrate  decreased  pulmo- 
nary vasculature.  Differentiating 
whether  a cyanotic  neonate  is 
suffering  from  severe  persistent 
pulmonary  hypertension  or 
cyanotic  congenital  heart  disease 
may  be  difficult,  and  referral  to  a 
tertiary  center  is  usually  recom- 
mended. 

Complications 

Clinical  complications  of  a patent 
ductus  arteriosus  with  left-to-right 
shunting  are  usually  the  result  of 
one  of  two  mechanisms.  First, 


problems  with  pulmonary  gas 
exchange,  related  to  increased 
pulmonary  edema,  are  manifest  as 
respiratory  distress,  recurrent 
apnea  and/or  ventilatory  failure 
and  may  be  superimposed  on  the 
atelectasis  associated  with  hyaline 
membrane  disease.15  These  prob- 
lems may  result  in  prolonged 
exposure  to  barotrauma  and  high- 
inspired  oxygen  with  subsequent 
development  of  parenchymal  lung 
damage  and  chronic  lung  disease 
(bronchopulmonary  dysplasia). 

The  second  mechanism  re- 
sponsible for  complications  of 
patent  ductus  arteriosus  is  related 
to  a "vascular  steal"  phenomenon 
with  an  associated  tissue 
hypoperfusion/ reperfusion  injury. 
In  the  gastrointestinal  tract,  this 
mechanism  may  be  manifest  ini- 
tially as  feeding  intolerance.  Sig- 
nificant shunting  across  the  duc- 
tus arteriosus  along  with  high 
intestinal  intraluminal  solute  load, 
intermittent  reperfusion  of  the 
intestinal  vascular  bed,  and 
bacteremia  are  believed  to  be  risk 
factors  for  development  of 
necrotizing  enterocolitis.1617  The 


• Fluid  restriction 

• Diuretic  therapy 

• Oxygen 

• Ventilatory  support 

• ± Inotropes 

• Indomethacin 

• Surgical  ligation 

V J 


kidneys  are  also  sensitive  to  duc- 
tal shunt  associated 
hypoperfusion  with  development 
of  renal  insufficiency,  or  failure  in 
the  most  extreme  cases.  In  the 
central  nervous  system,  hypox- 
emia, acidemia  and  perturbation 
of  autoregulatory  responses  as 
consequences  of  changes  in  cere- 
bral perfusion  may  precipitate 
intraventricular  hemorrhage.18 
Persistent  metabolic  acidosis  and 
myocardial  insufficiency  second- 
ary to  diminished  coronary  artery 
perfusion  in  the  presence  of  in- 
creased cardiac  work  may  also 
complicate  the  presence  of  patent 
ductus  arteriosus  with  a large  left- 
to-right  shunt  (Table  3). 


Treatment 

Because  persistent  or  recurrent 
patency  of  the  ductus  arteriosus  is 
a common  problem  in  low- 
birthweight  infants  and  poten- 
tially associated  with  several  life 
threatening  complications,  treat- 
ment is  usually  recommended 
when  left-to-right  ductal  flow  is  of 
hemodynamic  significance  and 
before  the  onset  of  complications 
(Table  4). 

The  initial  management  of  a 
premature  infant  with  a hemody- 
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Age 

< 48  hrs 
2-7  days 
> 8 days 


Table  5 

Indomethacin  dosing* 

1st  dose 

0.2  mg/kg 
0.2  mg/kg 
0.2  mg /kg 


2nd  and  3rd  dose 

0.1  mg/kg 
0.2  mg /kg 
0.25  mg/kg 


*12-hour  intervals  between  doses  are  recommended. 


namically  significant  patent  duc- 
tus arteriosus  may  include  oxygen 
administration  and  mechanical 
ventilation  with  emphasis  on 
maintaining  a relatively  high-end 
distending  pressure  (5-7  cmHUO). 

In  addition,  fluid  restriction  and 
diuretic  therapy  are  often  used.14 
By  reducing  intravascular  volume, 
pulmonary  edema  may  be  re- 
duced through  reduction  in  left 
ventricular  end-diastolic  pressure 
and  increased  plasma  oncotic 
pressure  within  the  pulmonary 
arterioles.  Reduction  of  the  hy- 
drostatic pressure  gradient  across 
the  ductus  arteriosus  with  reduc- 
tion in  intravascular  volume  may 
also  contribute  to  decreased  pul- 
monary edema  and  ductal  closure. 
With  decreased  pulmonary 
edema,  lung  compliance  may  im- 
prove and  allow  reduction  in  ven- 
tilatory support  and  oxygen  re- 
quirement. In  our  experience, 
fluid  restriction  and  diuretic 
therapy  alone  are  infrequently 
effective  in  achieving  ductal  clo- 
sure. 

Cardiac  glycosides  (e.g., 
digoxin)  are  not  part  of  the  rou- 
tine management  of  patent  ductus 
arteriosus.  Myocardial  contractil- 
ity in  the  premature  infant  ap- 
pears to  be  maximal,  obviating  the 
need  for  further  inotropic  support. 


In  addition,  there  is  a higher  inci- 
dence of  arrhythmias  and 
subendocardial  ischemia  in  infants 
treated  with  digoxin.20  McGrath 
studied  the  effect  of  digoxin  in 
infants  with  and  without  fluid 
restriction  and  concluded  that 
digoxin  did  not  affect  outcome.21 
Occasionally,  inotropes  such  as 
dopamine  or  dobu famine  may  be 
helpful  in  maintaining  adequate 
cardiac  output  until  ductal  closure 
is  completed.  However,  the  level 
of  inotropic  activity  must  be 
weighed  against  the  potential  for 
increased  system  vascular  resis- 
tance which  may  result  in  in- 
creased left-to-right  shunting 
across  the  patent  ductus  and  sys- 
temic hypotension. 

Indomethacin  is  often  used  to 
treat  the  premature  infant  with 
symptomatic  patent  ductus  arte- 
riosus. The  initial  dose  of 
indomethacin  is  usually  0.2  mg/ 
kg  given  intravenously.  Doses  are 
usually  scheduled  at  12-hour  in- 
tervals for  three  doses  (Table  5). 

An  increase  in  dose  related  to  age 
is  based  on  the  increase  in  clear- 
ance of  indomethacin  with  age. 
Some  researchers  have  advocated 
following  indomethacin  levels22-23 
but  difficulties  obtaining  these 
levels  in  a timely  manner  pre- 
clude their  use  in  many  institu- 


tions.  We  prefer  intravenous  ad- 
ministration rather  than  enteral 
administration  of  indomethacin 
due  to  potential  for  gastric  hemor- 
rhage and  perforation  with  the 
enteral  route.24 

In  addition  to  the  beneficial 
effects  on  closure  of  the  patent 
ductus  arteriosus,  indomethacin 
also  may  produce  undesirable 
side  effects.  Transient  renal  insuf- 
ficiency frequently  follows  admin- 
istration of  indomethacin.  This 
effect  is  related,  at  least  in  part,  to 
vasopressin  release.25 
Indomethacin  depresses  pros- 
taglandin synthesis,  thereby  de- 
creasing the  inhibitory  action  of 
prostaglandins  on  vasopressin. 
Renal  insufficiency  associated 
with  indomethacin  may  be  mani- 
fested by  oliguria  (urine  output 
<0.6  cc/kg/hour),  azotemia  (BUN 
>29  mg/dL),  increased  serum 
creatinine  levels  (>1.7  mg/dL), 
decreased  free  water  clearance 
and  decreased  fractional  excretion 
of  sodium  and  chloride.  In  addi- 
tion, hyponatremia  may  occur 
secondary  to  congestive  heart 
failure,  renal  hypoperfusion  and 


Table  6 


Relative 

contraindications  to 
indomethacin 


• Oliguria 

• Azotemia 

• Elevated  serum  creatinine 

• Thrombocytopenia 

• Bleeding  diathesis 

• Recent  intraventricular  hem- 
orrhage 

• Necrotizing  enterocolitis 

• Hyperbilirubinemia 
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potentiation  of  antidiuretic  hor- 
mone action.  These  effects  appear 
to  be  transient,  with  return  to 
normal  function  within  several 
days  of  stopping  indomethacin. 

Inhibition  of  prostaglandin 
production  by  indomethacin  may 
decrease  platelet  aggregation,  an 
effect  that  may  last  longer  than 
one  week.25  Because  of  this  effect 
and  possible  contribution  to  de- 
velopment of  intracranial  hemor- 
rhage, Gersony  and  colleagues  did 
not  administer  indomethacin  dur- 
ing the  national  collaborative  trial 
in  the  presence  of  intracranial 
hemorrhage  within  the  preceding 
seven  days.26  Although  the  effect 
of  indomethacin  on  platelet  aggre- 
gation may  increase  the  risk  of 
intracranial  hemorrhage  in 
preterm  infants,  the  relative  sig- 
nificance of  this  effect  has  recently 
been  questioned.  Several  investi- 
gators have  concluded  that 
indomethacin  may  actually  de- 
crease the  risk  of  intracranial  hem- 
orrhage in  preterm  infants27'29; 
therefore,  administration  of 
indomethacin  during  an  active 
intracranial  hemorrhage  must  be 
carefully  considered  by  the  clini- 
cian. In  light  of  these  complica- 
tions, indomethacin  may  be 
contraindicated  in  the  presence  of 
acute  renal  failure,  oliguria,  el- 
evated creatinine,  azotemia, 
thrombocytopenia,  bleeding 
diatheses,  hematochezia,  recent 
intracranial  hemorrhage  (within 
seven  days),  necrotizing 
enterocolitis  or  hyperbilirubinemia 
(Table  6).  Urinary  output,  weight, 
platelet  count,  serum  creatinine, 
blood  urea  nitrogen  and  electro- 
lytes should  be  monitored  during 
administration  of  indomethacin. 

In  addition,  infants  should  be 
observed  for  signs  of  intracranial 
hemorrhage,  gastrointestinal 


bleeding  and  feeding  intolerance. 
We  often  discontinue  feedings 
during  the  course  of  indomethacin 
administration. 

Although  most  studies  have 
demonstrated  that  the  optimal 
time  for  indomethacin-induced 
ductal  closure  is  before  14  days  of 
age,  there  are  case  reports  of  suc- 
cessful ductal  closure  in  which 
indomethacin  has  been  given  to 
infants  older  than  20  days  of  age 
with  hemodynamically  significant 
patent  ductus.30  Infants  younger 
than  34  weeks  gestation  may  re- 
tain enough  sensitivity  to 
indomethacin  that  it  may  be  rea- 
sonable to  consider  repeating  a 
course  of  indomethacin  once  or 
twice  in  infants  younger  than  34 
weeks  postconceptual  age  before 
surgical  intervention.31 

There  is  no  advantage  to  treat- 
ing infants  born  prematurely  with 
indomethacin  before  the  develop- 
ment of  clinical  evidence  for 
patent  ductus  arteriosus.32,33 
Mahoney  et  al  enrolled  104  infants 
with  birth  weights  between  700 
and  1300  g in  a double-blind  con- 
trolled trial  to  determine  whether 
treatment  with  indomethacin  on 
the  first  day  of  life  altered  mor- 
bidity in  very  low-birthweight 
infants.32  There  was  a decreased 
incidence  of  large  left-to-right 
shunts  through  a patent  ductus 
arteriosus,  but  there  was  no  de- 
monstrable decrease  in  long-term 
morbidity  or  outcomes. 

After  therapy  with 
indomethacin,  some  infants  will 
have  recurrent  patency  of  the 
ductus  arteriosus.  Recurrence  is 
probably  related  to  several  factors 
associated  with  very  low-birth- 
weight and  extreme  prematurity. 
First,  continued  production  of 
vasodilatory  prostaglandins  after 
administration  of  indomethacin 


may  induce  relaxation  of  the  pre- 
viously constricted  ductus.34  Sec- 
ond, in  premature  infants  with 
lower  gestational  ages,  the  ductus 
arteriosus  appears  more  sensitive 
to  the  vasodilatory  effects  of  circu- 
lating prostaglandin  E2.7  Third, 
since  obliteration  of  the  ductal 
lumen  requires  sustained  constric- 
tion of  smooth  muscle  and  fibrotic 
transformation,  immaturity  of  the 
mechanisms  involved  in  this  pro- 
cess may  permit  reopening.  Fi- 
nally, in  the  presence  of  intermit- 
tent hypoxemia  associated  with 
the  respiratory  distress  syndrome, 
the  ductus  arteriosus  of  the 
preterm  infant  may  reopen.  Re- 
cently Hammerman  et  al  investi- 
gated the  effects  of  prolonged 
indomethacin  therapy  (0.2  mg/ 
kg/q  12  hours  x 3 doses  then  0.2 
mg/kg/day  x 5 days)  on  ductal 
closure.35  They  found  that  pro- 
longed administration  of 
indomethacin  resulted  in  fewer 
recurrences  of  ductal  opening  and 
decreased  need  for  surgical  inter- 
vention. 

If  pharmacotherapy  fails  to 
dose  a patent  ductus  arteriosus, 
surgical  ligation  may  be  neces- 
sary. Wagner  and  coworkers  con- 
cluded that  surgical  ligation  is  a 
safe  and  effective  means  of  closing 
the  patent  ductus  arteriosus  in 
small  premature  infants.36  Among 
the  268  operations  in  their  study, 
one  death  was  directly  attribut- 
able to  the  surgical  procedure, 
and  short-term  mortality  was  only 
3%.  Intraoperative  complications 
were  problems  that  may  be  ex- 
pected to  occur  in  premature  in- 
fants (e.g.,  hypothermia,  bradycar- 
dia, hypotension  and  ventilatory 
difficulties)  during  surgery.  De- 
spite the  low  rate  of  surgical  mor- 
bidity and  mortality  after  PDA 
ligation,  some  preterm  neonates 
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have  unstable  postoperative 
courses  for  one  to  two  days.  De- 
crease in  arterial  oxygen  satura- 
tion may  occur  following  ductal 
closure  because  of  temporary  ven- 
tilation perfusion  mismatching. 

To  minimize  this  potential  compli- 
cation, administer  a second  or 
even  third  course  of  indomethacin 
before  surgery.  If  facilities  permit, 
surgical  ligation  within  the  neona- 
tal unit  may  minimize  complica- 
tions associated  with  transport  of 
these  tiny  infants  to  and  from  the 
operating  room.  Judicious  use  of 
vasopressors  such  as  dopamine  or 
dobutamine  may  be  beneficial 
postoperatively  to  augment  car- 
diac function. 

Ductus  arteriosus  and  congenital 
heart  disease 

The  ductus  arteriosus  may  play  an 
important  role  in  congenital  heart 
lesions.  The  complications  of 
cyanotic  heart  lesions,  particularly 
those  causing  pulmonary  outflow 
tract  obstruction,  may  be  amelio- 
rated by  the  presence  and  persis- 
tence of  a ductus  arteriosus.  In 
these  lesions,  blood  flow  to  the 
lungs  is  dependent  on  ductal 
blood  flow.  Since  closure  of  the 
ductus  can  result  in  clinical  dete- 
rioration and  a significant  de- 
crease in  pulmonary  blood  flow. 


maintenance  of  ductal  patency  is 
often  necessary  until  further 
interventional  measures  can  be 
taken.  Infants  with  coarctation  or 
atresia  of  the  aorta  and  hypoplas- 
tic left  heart  syndrome  may  have 
systemic  arterial  circulation  sup- 
plied primarily  from  the  pulmo- 
nary circulation  through  the  duc- 
tus arteriosus.  Closure  of  the 
ductus  arteriosus  may  result  in 
hypotension,  decrease  in  blood 
flow  to  abdominal  organs  and  the 
lower  extremities,  shock  and/or 
death.  Patency  of  the  ductus  arte- 
riosus may  be  maintained  with 
constant  infusion  of  0.025  to  0.10 
mcg/kg/min  prostaglandin  E,. 

We  usually  use  an  initial  dose  of 
0.1  mcg/kg/min  and,  after  ductal 
patency  has  persisted,  gradually 
decrease  the  dose  to  limit  poten- 
tial side  effects.  Side  effects  of 
prostaglandin  E,  include  apnea 
(12%,  may  be  severe),  fever  (16%), 
rash  (15%),  central  nervous  sys- 
tem irritability  (16%)  and  possibly 
increased  incidence  of  infection.37 

Summary 

Patent  ductus  arteriosus  is  a rela- 
tively common  complication  of 
prematurity.  Some  infants  may 
appear  asymptomatic  initially  but 
then  develop  significant  hemody- 
namic compromise  and  sequelae. 


Although  some  infants  will  im- 
prove with  fluid  restriction,  di- 
uretics, increased  end  distending 
pressures  and  time,  others  will 
require  pharmacotherapy  or  sur- 
gery. Risks  and  benefits  for  each 
approach  require  individualiza- 
tion to  the  patient's  needs  and 
clinical  status.  Prompt  recogni- 
tion and  treatment  of  a patent 
ductus  arteriosus  are  necessary  to 
minimize  short-term  and  long- 
term morbidity.  In  addition,  for 
those  neonates  with  ductal  depen- 
dent congenital  heart  lesions, 
maintaining  ductus  arteriosus 
patency  with  prostaglandin  Ej 
may  be  life-saving.  □ 

The  authors  are  with  the  Depart- 
ment of  Pediatrics,  Section  of  Neona- 
tal-Perinatal Medicine,  Indiana  Uni- 
versity School  of  Medicine,  India- 
napolis. 
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lames  Whitcomb  Riley  Hospital  for 
Children,  RR  208,  702  Barnhill' 
Drive,  Indianapolis,  IN  46202-5210. 
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Over  50  Physicians 
Have  Chosen  Our 
Special  Way  Of  life. 


You  could,  too. 

Q 

vjince  1917,  Caylor-Nickel  Clinic  has  maintained  a 
reputation  of  excellence.  Not  only  in  state-of-the-art  diagnosis  and 
treatment  but  also  excellence  in  our  physicians'  professional  and 
personal  lifestyles. 

As  a Caylor-Nickel  physician,  you  will  benefit  from  the  many  advan- 
tages of  group  practice.  Built  in  referrals  and  the  group’s  tradition  help 
maximize  your  income.  No  investment  is  required.  Experienced  busi- 
ness administrators  are  in  place  to  handle  all  of  your  management 
headaches.  We  do  it  all.  Plus,  large  groups  will  more  easily  survive  the 
continual  changes  expected  in  the  delivery  of  health  care. 

Over  50  physicians  will  be  available  for  consultations  and  call  coverage. 
Also  housed  in  the  Clinic  complex  is  Caylor-Nickel  Medical  Center,  a 
150  bed  hospital.  Handling  rounds  and  emergencies  will  no  longer 
disrupt  your  schedule. 

Our  package  includes  a competitive  salary  guarantee  plus  productivity 
bonuses,  paid  malpractice  insurance,  a company  car,  vacation  and  CME 
days,  free  medical  care  for  your  entire  family,  dental,  prescription, 
$300,000  term  life  insurance,  disability  insurance  and  much  more. 

Caylor-Nickel  is  situated  in  Bluffton,  about  30  minutes  south  of 
Indiana’s  second  largest  city,  Fort  Wayne.  In  1991,  Bluffton  was 
awarded  the  first  ever  “Most  Outstanding  Community  of  the  Year”  by 
the  Indiana  Chamber  of  Commerce.  You  can  enjoy  a quiet  country 
lifestyle  while  taking  advantage  of  the  “Big  City”  only  30  minutes  away. 

Because  of  increased  patient  volume,  Caylor-Nickel  has  practice  oppor- 
tunities available  for  the  following  doctors: 

•Internal  medicine  ‘Otolaryngology 

•Pediatrics  •Anesthesiology 

•Family  Practice  ‘Radiology  MR] 

•Invasive  Cardiology  ‘Orthopedic  Surgery 

To  receive  a recruitment  packet  and  video,  call  Gregg  A.  Kurtz,  CPC. 
He’ll  give  you  more  choice  information  about  Caylor-Nickel's  special 
way  of  life. 


Caylor-Nickel  Clinic,  P.C. 

One  Caylor-Nickel  Square  • Bluffton,  Indiana  • 46714 
1-800/756-2663 
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scientific  editorial 


Proton  beam  therapy  using 
the  IU  Cyclotron  Facility 


Ned  B.  Hornback,  M.D. 

George  Sandison,  Ph.D. 

Charles  Bloch,  Ph.D. 

John  Cameron,  Ph.D. 

Paul  D.  Nelson,  M.D. 

w ithin  the  next  few 
months,  the  Indiana  University 
Cyclotron  Facility  in  Bloomington 
will  become  the  third  radiation 
therapy  treatment  center  in  the 
United  States  to  offer  proton  beam 
therapy.  Initially,  patients  with 
tumors  and  vascular  malforma- 
tions of  the  brain  and  advanced 
head  and  neck  tumors  will  be 
selected  for  treatment.  Develop- 
ment of  this  proton  therapy 
project  required  close  cooperation 
between  the  Indianapolis  and 
Bloomington  campuses  and  is 
made  possible  through  support 
grants  from  the  Intercampus  Re- 
search Fund,  the  Indianapolis 
Research  Support  Committee  and 
the  Biomedical  Research  Support 
Committee  of  Indiana  University. 
In  addition,  a generous  $300,000 
support  grant  from  the  Indiana 
Lions  Club  Cancer  Control  Pro- 
gram provided  the  funds  for  de- 
veloping a patient  treatment  facil- 
ity at  the  Cyclotron. 

Fligh-energy  proton  beam 
therapy  is  not  a new  treatment 
modality  and  has  been  used  to 
treat  more  than  12,000  patients 
worldwide.  These  treatments 
began  31  years  ago  at  the  Harvard 
facility,1  which  is  now  one  of  the 
13  treatment  centers  in  the  world 


offering  this  unique  form  of 
therapy.  Because  of  high  con- 
struction costs  and  the  unusually 
large  numbers  of  highly  trained 
individuals  required  to  operate 
and  maintain  the  sophisticated 
equipment,  few  patients  in  the 
United  States  are  treated  with  this 
therapy.  In  addition,  most  proton 
facilities  have  been  designed  and 
built  for  basic  nuclear  physics 
research.  An  exception  is  the 
hospital-based  proton  accelerator 
in  use  in  California  at  Loma  Linda 
Medical  Center.2 

Advantages  of  proton  therapy 

Proton  beam  therapy  has  a signifi- 
cant advantage  over  conventional 
radiation  therapy  because  proton 
beams  often  can  treat  tumors  at 
anatomical  sites  that  are  difficult 
or  impossible  to  treat  using  con- 
ventional therapy.  This  is  prima- 
rily due  to  the  higher  concentra- 
tion of  dose  in  the  tumor  relative 
to  the  surrounding  normal  tissue. 

Three  major  physical  charac- 
teristics of  proton  beams  are  re- 
sponsible for  this  advantage34: 

1 . Protons  are  heavy  particles 
(1836  x mass  of  an  electron) 
and  have  a positive  charge  of 
one. 

2.  Proton  penetration  in  matter 
is  finite  and,  accordingly,  the 
dose  immediately  beyond  the 
end  of  their  penetration  range 
is  virtually  zero. 

3.  The  depth  of  penetration  of 
protons  into  tissue  is  a func- 
tion of  their  energy. 


Proton  beams  deposit  large 
amounts  of  energy  just  before 
their  maximum  depth  of  penetra- 
tion, resulting  in  a highly  local- 
ized dose  known  as  the  "Bragg 
Peak"  (Figure).  By  varying  the 
energy  of  the  beam,  the  Bragg 
Peak  can  be  concentrated  at  any 
depth  within  the  body.  Thus,  the 
clinical  interest  in  proton  therapy 
is  based  on  the  ability  of  the  beam 
to  deliver  a precise  uniform  dose 
of  radiation  across  the  target  tis- 
sue with  a minimal  dose  being 
delivered  to  the  surrounding  nor- 
mal tissue.  By  using  single  or 
multiple  proton  beams,  smaller 
treatment  volumes  are  produced 
for  selected  anatomical  sites  com- 
pared to  x-  and  gamma  ray 
therapy. 

Proton  beam  therapy  can  be 
given  as  both  fractionated  and 
single-dose  therapy.  Single-dose 
proton  therapy  is  planned  in  con- 
junction with  the  stereotactic  pro- 
grams of  the  Section  of  Neurologi- 
cal Surgery  at  the  Indiana  Univer- 
sity Medical  Center. 


Clinical  results  of  proton  therapy 

As  of  June  1991,  a worldwide  total 
of  11,763  patients  have  been 
treated  with  proton  beams  in  13 
centers.3  Approximately  46%  of 
all  patients  treated  with  protons 
had  benign  intracranial  lesions, 
i.e.,  pituitary  adenoma  and  arte- 
riovenous malformations.  An 
additional  32%  were  treated  for 
malignant  tumors  of  the  retina. 
Among  the  other  categories,  tu- 
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mors  of  the  base  of  skull  and  cer- 
vical spine  represent  the  two  next 
most  common  sites  of  treatment. 
Because  proton  beam  facilities 
were  built  primarily  for  research 
in  physics  laboratories,  severe 
restrictions  have  been  placed  on 
treatment  techniques;  as  a result, 
only  a few  anatomical  areas  in- 
volving tumors  were  considered 
for  treatment. 

These  limitations  included: 

1.  A horizontal  treatment  beam 
only.  This  is  opposed  to 
isocentric  linear  accelerators 
currently  used  in  cancer  cen- 
ters. Isocentric  linear  accelera- 
tors permit  360°  rotation  of 
the  treatment  head,  which 
allows  tumors  to  be  treated 
from  any  angle. 

2.  Limited  energy  of  the  proton 
beams.  Some  proton  beam 
facilities  have  energies  avail- 
able that  permit  only  the 
treatment  of  tumors  lying 
close  to  the  surface. 

3.  Restricted  availability  of  treat- 
ment time.  In  most  centers, 
the  treatment  beam  is  avail- 
able for  only  a few  days  at  a 
time,  which  severely  restricts 
the  number  of  treatments  that 
can  be  given. 

Despite  these  limitations,  im- 
pressive results  have  appeared  in 
the  literature.  Uveal  melanoma, 
an  uncommon  malignancy,  has 
been  treated  primarily  at  three 
centers,  and  the  combined  results 
have  produced  an  impressive  96% 
actuarial  local  control  with  a con- 
trol rate  of  99%  within  the  treated 
area.  The  few  failures  reported 
occurred  along  the  margins  of  the 
treatment  area  or  at  distant  sites 
within  the  globe.5  The  local  con- 
trol rates  are  among  the  highest 
reported  in  the  literature  for  hu- 
man tumors  of  one  type  occurring 


Figure:  The  central  axis  depth  dose  curve  comparing  a 200  MeV  proton 
beam  with  a 10  MeV  x-ray  beam. 


in  one  anatomical  site  treated  by 
external  beam  radiation  therapy. 
Visual  outcome  has  been  judged 
to  be  good,  despite  the  exception- 
ally high  doses  of  radiation  used. 
Deaths  in  this  series  were  princi- 
pally the  consequence  of  distant 
metastasis. 

The  other  major  category  of 
tumors  treated  by  proton  beam 
techniques  was  the  sarcomas  of 
the  skull  base.  These  tumors 
present  especially  difficult  treat- 
ment problems  because  of  the 
complex  and  critical  anatomy  in 
that  area.  The  immediately  adja- 
cent brain,  brain  stem,  cranial 
nerves,  blood  vessels,  eyes  and 
middle  ear  make  definitive  surgi- 
cal resection  rarely  feasible  and 
limit  the  amount  of  radiation  that 


can  be  given  to  this  area.  Using 
currently  available  radiation 
therapy  (x-  and  gamma  ray)  tech- 
niques and  doses  (5000  cGy),  local 
control  rates  of  36%  at  3.5  years 
can  be  achieved.6  Proton  beam 
therapy  has  produced  actuarial 
five-year  local  control  rates  in  215 
patients  (85  chondrosarcomas  and 
130  chordomas)  of  the  skull  base 
and  cervical  spine  at  91%  and 
65%,  respectively.3 

Treatment  of  malignant  tu- 
mors in  other  sites  is  under  way 
with  early  results  of  tumor  control 
either  equal  to  or  surpassing  stan- 
dard proton  therapy.3 

Proton  Radiation  Oncology 
Group 

When  the  Indiana  University  Cy- 
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clotron  is  activated  for  proton 
beam  therapy,  Indiana  University 
will  become  an  active  member  of 
the  Proton  Radiation  Oncology 
Group,  which  is  sponsored  by  the 
U.S.  National  Cancer  Institute  and 
the  American  College  of  Radiol- 
ogy- 

The  Proton  Radiation 
Oncology  Group,  formed  in  May 
1991,  is  responsible  for  the  follow- 
ing: 

1.  Stimulating  interest  in  activat- 
ing clinical  trials  in  the  differ- 
ent proton  therapy  centers  in 
the  United  States  and  abroad. 

2.  Organizing  and  managing  the 
proton  therapy  clinical  trials. 

3.  Providing  data  management 
of  patients  treated  with  proton 
therapy. 

4.  Encouraging  the  prompt  re- 
porting of  results  from  the 
trials. 

The  cooperation  between  the 
Bloomington  campus  and  the  1U 


Medical  School  in  Indianapolis 
has  allowed  the  Cyclotron  to  be- 
come a proton  beam  therapy  facil- 
ity in  addition  to  a research  facil- 
ity. It  will  offer  great  potential 
therapeutic  advantage  to  the  resi- 
dents of  Indiana  and  the  Midwest. 
Initial  clinical  trials  began  early  in 
1993,  and  the  proton  beam  will  be 
available  for  more  extensive  use  at 
the  end  of  1993.  □ 

Drs.  Hornback,  Sandison  and 
Bloch  are  with  the  Indiana  University 
School  of  Medicine,  Department  of 
Radiation  Oncology,  in  Indianapolis. 
Dr.  Cameron  is  with  the  III  Depart- 
ment of  Physics,  Cyclotron  Facility, 
in  Bloomington.  Dr.  Nelson  is  with 
the  III  School  of  Medicine,  Section  of 
Neurological  Surgery,  in  Indianapo- 
lis. 


Correspondence  and  reprints : N. 
Hornback,  M.D.,  Indiana  University 
Medical  Center,  535  Barnhill  Drive, 


Indianapolis,  IN  46202. 
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■drug  names 


Look-alike  and  sound-alike 

drug  names 

LORABID 

LAROBEC 

Category; 

Cephalosporin 

Vitamin 

Brand  name: 

Lorabid,  Lilly 

Larobec,  Roche 

Generic  name: 

Loracarbef 

Multivitamin 

Dosage  fomis: 

Capsules,  powder  for 
suspension 

Tablets 

MIVACRON 

MEVACOR 

Category: 

Muscle  relaxant 

Antihyperlipidemic 

Brand  name: 

Mivacron,  BW 

Mevacor,  MSD 

Generic  name: 

Mivacurium  chloride 

Lovastatin 

Dosage  forms: 

Injection 

Tablets 

Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

Ljook-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scriber.  Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 
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To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you'd  never  expect.  So,  if 
you’d  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you’ve  checked  us  out,  you  won’t 
even  consider  any  other  location  as 
an  option. 


University  Place 

Conference  Center  & Hotel 

On  the  Campus  of  Indiana  University  • Purdue  University 
INDIANAPOLIS 


Features 

University 

Place 

278-room  AAA  4-Diamond  hotel 

i s 

Resources  of  two  major  universities 

s 

338-seat  auditorium  with  sloped  seating 

\S 

Unmatched  A/V  capabilities 

IS 

Award-winning  restaurants 

\S 

385-car  underground  garage 

\S 

Full-time  A/V  staff 

]S 

Utrnkey  Conference  Planning  Service 

\S 

Skywalk  to  Olympic-class  sports  facilities 

\S 

Thirty  soundproof  meeting  rooms 

\S 

Two  tiered  meeting  rooms 

S’ 

Videoconferencing 

l s 

Computerized  audience  response  system 

\S 

Continuous  refreshment  service 

is 

800-627-2700 

(In  Indiana  317-274-3196) 
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■ physicians'  directory 


CARDIOLOGY 

- DIAGNOSTIC  & INTERVENTIONAL 

NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 

William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

providing 

Cardiology  & Cardiac  Catheterization 

Cass  A.  Pinkerton,  M.D. 

Transesophageal  Echocardiography 

James  W.  Van'l  assel,  M.D. 

Stress  Echocardiography 

Dennis  K.  Dickos,  M.D. 

Doppler  & Echocardiography 

John  D.  Slack,  M.D. 

Exercise  Stress  Testing 
Coronary  Angioplasty 

Charles  M.  (Jrr,  M.D. 

Nuclear  Cardiology 

Jane  Howard,  M.D. 

Pacemaker  Surveillance 

James  H.  Adlam,  M.D. 

Holter  Monitoring 
Percutaneous  Valvuloplasty 

V.  Michael  Bourmque,  M.D. 

Electrophysiology  Testing 

Prank  J.  Green,  M.D. 

Coronary  Atherectomy 

Nancy  A.  Branyas,  M.D. 

Myocardial  Biopsy 

Charles  P.  Taliercio,  M.D. 

Automatic  Implantable 
Cardioverter  Defibrillator 

Bruce  F.  Waller,  M.D. 

A-V-Node  Ablation 

Thomas  F.  Peters,  M.D. 

Signal  Averaged  Electrocardiography 

Lawrence  E.  Gering,  M.D. 

Nutrition  Services 
Cardiac  Rehabilitation 

Edward  I .A.  Pry,  M.D. 

Tilt  Table  Testing 

James  B.  Hermiller,  M.D. 

Permanent  Pacemaker  Implantation 

Office:  317-871-6666 

With  additional  offices 

Suite  400 

1-800-732-1482 

located  in: 

St.  Vincent  Professional  Building 

1 -800-CHD-PTCA 

Anderson  • Brazil 

8402  Harcourt  Road 

1-800-CAD-PTCA 

Carmel  • Kokomo 

Indianapolis,  Indiana  46260 

FAX:  317-871-6019 

Marion  • Terre  Haute 

THE 

HEART  CENTER  OF 

INDIANA 
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■ physicians'  directory 


CARDIOLOGY 


A new  era  in  heart  care  has  begun... 

Now  open 


of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  W.  Jefferson  Btvd. 
Fort  Wayne,  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


1-800-777-2297 
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physicians'  directory 


CARDIOLOGY 


Indiana 

Heart 

Physicians, 

Inc. 


Indianapolis/Beech  Grove  Medical  Center 
112  North  17th  Avenue,  Suite  300 

Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center 317-781-3636 

Toll  Free  (Nationwide) 800-992-2081 

Consulting  Offices  at: 

Greenwood  • Shelbyville  • Martinsville 

Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Columbus 

Office 812-379-2020 

Toll  Free  (Indiana) 800-331-4765 


Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephomc  Pacemaker  Analysis 

Noninvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 


Physicians 

FI  O Hickman.  Jr„  M.D  , FACC 
Thomas  M.  Mueller.  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M D , Ph  D , FACC 
Jeffrey  L.  Christie,  M.D.,  FACC 
Stephen  H Kliman,  M D.,  FACC 
Thomas  C.  Passo,  M D.,  FACC 
Emily  A Diltz,  M D , FACC 
John  E Batchelder,  M.D  , FACC 
Mark  D.  Cohen,  M.D  , FACC 
William  J.  Berg,  M D , FACC 
Thomas  D Hughes,  D O.,  FACC 
George  E.  Revtyak,  M D.,  FACC 
Jeffrey  R Mossier,  M D 
Irwin  Labin,  M D,  FACC 


at  Columbus 

David  J Hamilton,  M.D  , FACC 
Kevin  C.  Preuss,  M D,  FACC 


providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 
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CARDIOLOGY 


Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 
Don  B.  Ziperman,  M.D.,  F.A.C.C. 
Bradley  A.  Weinberg,  M.D. 


are  pleased  to  announce  the  association  of 

Richard  A.  Hahn,  M.D. 

for  the  practice  of  cardiology. 


• Cardiology  & Cardiac  Catheterization 

• Coronary  Angioplasty 

• Laser  Angioplasty 

• Coronary  Atherectomy 

• Echocardiography 

• Transesophageal  Echocardiography 

• Color  Flow  Imaging 


• Nuclear  Cardiology 

• Stress  Testing 

• Holter  Monitoring 

• Pacemaker  Surveillance 

• Permanent  Pacemaker  Implantation 

• Evaluation  of  Cardiac  Risk  Factors 

• Cardiac  Rehabilitation  Program 


East  Location 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office~(317)  355-1500 
Referring  Physician  Line~(317)  355-1100 


North  Location 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office- (31 7)  841-5385 
Referring  Physician  Line- (31 7)  841-5386 
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CARDIOLOGY 


DERMATOPATHOLOGY 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Diseases 

Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Diseases  and  Advanced  Achievement 
in  Internal  Medicine 


providing 
Cardiology 
Electrocardiogram 
Exercise  Stress  Testing 
Doppler  & 

Echocard  iography 
Stress 

Echocardiography 
Holter  Monitoring 


703  Chapel  Pike 
Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 


Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


DERMATOPATHOLOGY  LABORATORY,  INC. 


Larry  J.  Buckel,  M.D.  Howard  R.  Cray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 

m 

Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 

DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 
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DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 

For  rates,  write  or  call  Indiana  medicine, 
322  Canal  Walk,  Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients  in 
Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

BEECH  GROVE 

CRAWFORDSVILLE 

DANVILLE 

GREENCASTLE 

GREENSBURG 

KOKOMO 

LEBANON 

SURGERY  CENTER 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

7439  Woodland  Drive,  Indianapolis,  IN  46278 


o. 


Member,  American  Society 
of  Plastic  and  Reconstructive  Surgeons 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


317-328-1100 
1-800-332-3943 
FAX:  317-328-6948 


Wally  Zollman  M.D.,  F.A.C.S.,  Twatchai  Yamcharern  M.D.,  F.A.C.S.,  Richard  S.  Troiano  M.D.,  F.A.C.S.,  H.  Marshall  Trusler,  M.D.,  F.A.C.S. 


PLASTIC  SURGERY 

MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Stephen  W.  Perkins,  md,  facs 

• William  R.  Nunery,  md.  fac.s 

• Ronald  T.  Martin,  md 

• A.  Michael  Sadove,  md,  fac.s 


Facial,  Ophthalmic  & General 
Plastic  Surgery  • Anesthesiology 
Licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

“Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM.  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT.  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchia!  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N.  SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS:  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 

BREAST  DISEASES 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John  s 

2210  Jackson  Sireet 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Risk  assessment  Indianapolis,  IN  46260 

Surgical  Oncology 

of  the  breast  Appointment  by  referral 


^JDIANA  MEDICINE/July/ August  1993 


337 


■ physicians'  directory 


INTERNAL  MEDICINE  HEMODIALYSIS 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm.  Alley,  M.D.,  FACP 
George  W Applegate,  M D 
Richard  Bloch,  M D 
Charles  B Carter,  M.D 
William  H Dick,  M D , FACP 
Theodore  F Hegeman,  M D 


Douglas  F Johnstone.  M.D 
Wendy  L Kindig,  M D 
LeRov  H King,  Jr.,  M D FACP 
Barry  F.  Krieble,  M D 
Mary  A Margolls,  M.D 
Tim  E Taber.  M D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  46202 
Tel:  317-924-8425 


By  Physician  Referral 


Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation.  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 


DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 


For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE.  INC. 

1801  N.  Senate  Blvd.,  Suite  #355 
Indianapolis.  Indiana  46202 
317-924-8425 

Outpatient  renal  consultation  may  be 
scheduled  at  any  location. 


HAND  SURGERY 


. ^ 

HAND  SURGERY 


JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  ot  added  qualifications  in  surgery  of  the  hand. 


SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof  Bldg 

3417  S Sherman  Dr  . Suite  F 1550  E.  County  Une  Rd  , Suite  315 

Beech  Grove,  IN  46107  Indianapolis,  IN  46227 

(317)783-1319  (317)888-0004 
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PSYCHIATRY 


You  Don 't  Have  to  Be  Sick  to  Get  Better 


The  Davis  Psychiatric  Clinic,  Inc. 


Child,  Adolescent,  Adult,  Geriatric,  Marital,  Sexual.  Forensic,  Substance  Abuse.  Consultant  Service  and 

Psychological  Testing  and  Evaluation 

Larry  Davis,  M.D. 

Judith  Campbell  M.D. 


1431 N.  Delaware  263-3200 
Child  and  Adolescen  t 263 -5204 


R.  Peter  Mohlman.  M.D. 
William  E.  Murray,  M.D. 


5orth  Side  Office 

11075  S.  Pennsylvania  571-6011 

24  Hour  Emergency  631-3466 


PSYCHIATRY 


Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John  s 

2210  Jackson  Scree: 

Artier  scr  i^ocrc  46C  6 

1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


NEUROLOGY 


Shirley  M.  Mueller,  M.D. 

General  Neurology 

Practice  Dedicated  Touard  Problems  Associated  With 
Numbness-Weakness-Ditziness  And  Pain  Including  Headache 

Testing  Available 

North:  St.  Vincent's  P'ofessumal  Bldg.,  Suae  120,  Indianapolis 
Tuesday,  Thursday  & F -iday  • 317-871-6000 
South:  Community  South  Professional  Bldg.,  Suite  M,  Indianapolis 
Monday  & Wednesdar • • 317-887-7790 
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NT 


VASCULAR  SURGERY,  P.C. 


Vasciilar_i 

Diagnostics 

~ Mobile 

Mon-invasive 

~ Testing 


Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Sajjad  M.  Hussain,  M.D. 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  336-6413 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  581-6020 


The  Vascular  lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 


340 


INDIANA  MEDICINE/July/ August  199. 


■ physicians'  directory 


ASTHMA  & ALLERGY 

ORTHOPAEDIC  SURGERY 

FRANK  WU,  M.D. 

DIPLOMATE, 
AMERICAN  BOARD 
OF  ALLERGY  & 
IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317) 872-4213 


|^K 

• ORTHOPAEDIC  SURGERY 

• JOINT  REPLACEMENT 

• BACK  SURGERY 

k y \ 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 

Professional 
Orthopaedics,  Inc. 

Of  Orthopaedic  Surgery 

1400  North  Ritter  #320 
Indianapolis,  IN  46219 

(317)  355-1600 

James  L.  Kaiser,  M.D 

OFFICE  ANSWERS  DAY  & NIGHT 

355-1600 

355-1600 

If  No  Answer  Call 

631-3466 

We’re  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 


Our  60- bed  hospital  features  sophisticated 
high-tech  equipment,  a total  barrier-free 
environment  and  highly  trained  therapists. 

Give  us  a try.  Your  patients  and  you  will  be 
pleased  with  the  results. 

- William  J.  Lester,  MD. 

Rehabilitation  Medical  Director 


Kokomo 


Hospital 


A Continental  Medical  Systems  Facility 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injury  • Spinal  Cord  Injury  • Amputation  • Orthopedic  Disorders 
Neurological  Disorders  • Ventilator  Weaning  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)452-6700 


Joint  Commission 

on  Accreditation  o I Healtficate  Organizations 


For  Referral  or  Admission 
Information 
1 -800-886-LIFE 
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ONCOLOGY  — HEMATOLOGY 


INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany  — Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Central  Office  Located  in  the  By  ram  Gates  Middleton  House 
Listed  on  the  National  Register  of Historic  Places 
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RADIATION  ONCOLOGY 


Physicians: 

ROGER  ROBISON 
TAE  CHUNG 
ED  DVORAK 


Radiation  Oncology  Services  for  Southwest  Indiana 


VINCENNES 
Good  Samaritan  Hospital 

(812)  885-3939 


BRAZIL 

Clay  County  Hospital 

(812)  448-2675 


ROGER  ROBISON,  M.D.,  EA.C.P.  TAE  CHUNG,  M.D.  ED  DVORAK,  M.D. 

M.D.  Anderson,  Chicago  Hines,  V.A.,  U.T.M.B.  Galveston, 

1980  1976  1974 


24-Hour  Consultation  - 812-331-8018 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

DEVDAS  SHETH,  M.D. 


Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827  0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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TRANSPLANTATION 


Heart  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 
Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 

Transplantation  offers  patients 

Program  Cardiologist:  Douglas  Pitts,  M.D. 

with  end-stage  organ  disease  their  only 

Kidney  Transplantation 
Pancreas  Transplantation 

Surgical  Director:  Brian  Haag,  M.D. 

opportunity  for  true  rehabilitation... 

Surgeons:  Larry  Stevens,  M.D., 

Dale  A.  Rouch,  M.D. 

Program  Nephrologist:  Charles  Carter,  M.D. 

Lung  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 
Program  Pulmonologist: 

Michael  Niemeier,  M.D. 

Methodist  Transplant  Center 

24-hour  referral:  800  772-7788 

Liver  Transplantation 

Surgical  Director : Dale  A.  Rouch,  M.D. 
Surgeons:  Larry  Stevens,  M.D., 

Brian  Haag,  M.D. 

Program  Pediatric  Gastroenterologist: 

Susan  Maisel,  M.D. 

Program  Hepatologist:  Stephen  C.  Pappas,  M.D. 

Bone  Marrow  Transplantation 

Co-Director:  Luke  Akard,  M.D. 
Co-Director:  Jan  Jansen,  M.D.,  Ph.D. 

M Methodist 

H Hospital  OF  INDIANA 

Corneal  Transplantation 

Surgical  Director:  Stephen  Johnson,  M.D. 

Tissue/Bone  Bank 

Surgical  Director:  David  A.  Fisher,  M.D. 

The  Difference  is  Experience 

P.O.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 
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ORTHOPAEDIC  SURGERY 


A H O O S I E R 
TRADITION 
SINCE  1962 


ORTHOPAEDICS  INDIANAPOLIS 

“ Celebrating  Over  Three  Decades 
of  Orthopaedic  Excellence” 


Orthopaedic  Surgeons 
Anthony  R.  Lasich,  M.D. 

William  0.  Irvine,  M.D. 

Joseph  C.  Randolph,  M.D. 

Donald  E.  Russell,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  A.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Dean  C.  Maar,  M.D. 

David  S.  Brokaw,  M.D. 

Henry  G.  Stein,  M.D.,  F.A.C.S. 
David  M.  Kaehr,  M.D. 

Robert  C.  Gregori,  M.D. 

Physical  Medicine  & Rehabilitation 

Joint  Reconstruction 
Trauma 

Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
& Deformity  Correction 

Orthopaedics  Indianapolis 
1801  N.  Senate,  Suite  200 
Indianapolis,  IN  46202 

317-923-5352 
1-800-223-3381 
FAX:  317-924-0115 

Indianapolis* 

Zionsville»Danville» 

Eagle  Highlands*Greencastle 
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m about  the  artist 

Paintings  reveal  pain  of  artist’s  childhood  abuse 


Tina  Sims 
Managing  Editor 

Y^.rtist  Rush  Cole  was  trem- 
bling with  fear.  It  was  only  a few 
hours  before  the  public  had  its 
first  look  at  the  paintings  that 
revealed  the  torment  of  her  abu- 
sive childhood,  and  she  was  not 
sure  she  was  prepared  to  disclose 
her  past  or  handle  the  reactions  of 
viewers. 

Her  fears  were  unfounded. 

The  exhibit  moved  people  to  tears 
and  caused  many  to  remember 
the  abuse  they  had  suffered.  "It 
had  touched  a chord,"  says  Cole. 

One  of  her  works,  "For  Karen 
II,"  is  featured  on  the  cover  of  this 
issue  to  highlight  the  article  on 
family  violence. 

Since  she  first  displayed  her 
seven  paintings  on  abuse  in  De- 
cember 1992,  the  Indianapolis 
artist  has  realized  how  many 
other  people  are  victims  of  abuse. 
People  have  expressed  thanks  to 
her  for  depicting  so  vividly  the 
agony  they  too  had  experienced. 
Others  have  said,  "Your  paintings 
make  me  know  I'm  not  crazy." 

Admirers  of  her  work  include 
Marilyn  Van  Derbur,  a former 
Miss  America.  During  a visit  to 
Indianapolis  to  speak  on  her  expe- 
rience as  an  abused  child.  Van 
Derbur  saw  Cole's  paintings  and 
was  "really  moved"  by  them,  Cole 
says.  Cole  also  learned  how 
widespread  abuse  is  when  Van 
Derbur  asked  how  many  in  the 
audience  had  been  abused.  Cole 
estimates  that  80%  of  the  700 
people  in  attendance  raised  their 
hands. 

Ten  years  ago.  Cole  says  she 
herself  wouldn't  have  been  able  to 
look  at  the  paintings  because  she 
had  not  yet  fully  understood  what 
happened  to  her  as  a child.  It  was 


easier  to  suppress  the  memories 
than  confront  them. 

That  changed  about  a year 
ago  when  her  daughter  went  to 
live  with  Cole's  ex-husband,  a 
move  Cole  approved  of.  (She 
thought  her  daughter  should  have 
the  chance  to  get  to  know  her 
father.)  "When  she  left,  I had  the 
room,  the  space  and  the  time  to 
address  what  had  happened  to 
me,"  Cole  says.  "I  had  to  let  out 
the  pain." 

Releasing  the  pain  took  the 
form  of  the  paintings  that  tell  the 
story  of  her  suffering.  Until  then, 
"1  was  terrified  to  paint  anything 
that  was  in  me  from  my  child- 
hood," she  says. 

Previously  she  painted  por- 
traits and  landscapes  - serene, 
pretty  things,  she  says.  "I  realize 
now  I was  in  denial." 

By  painting  the  seven  works 
she  calls  the  N.O.T.S.  (Night  of 
the  Soul)  series.  Cole  began  to 
understand  her  fears.  "The  only 
way  to  release  a fear  is  to  walk 
through  it,"  she  says,  and  painting 
set  her  on  the  journey. 

Since  the  first  exhibit,  Cole 
has  displayed  her  paintings  sev- 
eral times  in  conjunction  with 
rallies  advocating  improved  ser- 
vices and  care  for  abused  chil- 
dren. 

Born  in  Vincennes  42  years 
ago.  Cole  grew  up  in  northern 
Indiana  and  graduated  from 
Crown  Point  High  School.  She 
says  she,  her  four  sisters  and  one 
brother  were  all  abused  by  their 
parents.  Years  of  physical  and 
sexual  abuse  forced  her  to  con- 
clude that  she  was  an  "awful" 
person. 

"It  is  an  absolute  death  of  the 
ego"  to  realize  your  parents  can 
inflict  such  abuse.  Cole  says.  The 
only  time  she  received  affection 
was  after  a particularly  severe 


beating,  when  her  mother  would 
hug  her  and  tell  her  she  beat  her 
only  to  demonstrate  her  love. 

Cole's  healing  process  has 
involved  learning  about  abusers. 
She  now  realizes  that  most  abus- 
ers were  abused  as  children  and 
that  they,  in  turn,  are  more  likely 
to  abuse  their  children.  Because 
her  father  was  orphaned  at  birth 
and  grew  up  in  a series  of  Depres- 
sion-era foster  homes,  she  won- 
ders if  perhaps  he  was  abused. 

Although  she  does  not  see  her 
parents  because  "they  don't  add 
anything  good  to  my  life,"  she 
believes  her  parents  did  love  her 
but  did  not  know  how  to  express 
their  feelings.  She  is  beginning  to 
forgive  them  - for  her  own  benefit 
as  part  of  recovery,  not  for  her 
parents'  benefit,  she  says. 

The  art  titled  "For  Karen  II" 
on  the  cover  replaces  the  original 
"For  Karen"  that  was  part  of  the 
series  of  abuse  paintings.  When 
interested  buyers  wanted  "For 
Karen"  and  Cole  needed  the  in- 
come, selling  the  painting  seemed 
like  a good  idea.  Later,  Cole  re- 
gretted her  decision.  The  owners 
refused  Cole's  offer  to  buy  it  back, 
however,  so  she  repainted  the 
work  to  fill  the  gap  in  her  series. 

"I  don't  envision  ever  selling 
any  of  them  again,"  Cole  says, 
"They  tell  my  story." 

The  Karen  in  the  painting  is 
Cole's  birth  name.  Because  she 
came  to  hate  the  sound  of  her 
name,  which  she  associated  with 
her  violent  childhood,  she  offi- 
cially changed  her  first  name  to 
Rush  in  1984. 

That  change  is  one  of  many 
occurring  as  she  heals.  "I  no 
longer  hate  my  name  Karen  or  the 
child  I was.  I did  what  I had  to, 
to  survive.  I am  integrating  all 
the  parts  of  me.  I'm  becoming 
more  whole  every  day."  J 
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SOUTH  INDIANAPOLIS 

FORREST  COMMONS 
6554  ROBIN  HOOD  DR. 


( Carpenter 


Bette 

iTrfWHg 


r 

pjomes,. 


4 yr.  old  home  w/Fin.  Bsmt.,  3 C.  Gar.,  5 Br.  A cook's  dream  Kit. 
w/Bleached  Maple  Cab.,  Open  LR  & Formal  Dr.  Great  for 
entertaining.  Screened  Porch  w/Deck.  $344,900 


Frances  Booher  881-8100  • V.M.  290-5428  • H.  882-2526 


We’ve  been  defending  doctors 
since  these  were  the 
state  of  the  art. 

These  instruments  were  the  best  available  at  the  turn  of  the  century.  So  was  our 
professional  liability  coverage  for  doctors.  In  fact,  we  pioneered  the  concept 
of  professional  protection  in  1899  and  have  been  providing  this  important 
service  exclusively  to  doctors  ever  since. 

You  can  be  sure  we’ll  always  offer  the  most  complete  professional 
liability  coverage  you  can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical  Protective  coverage, 
contact  your  Medical  Protective  Company  general 
agent.  He’s  here  to  serve  you. 


1 
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surgery  and  tonsillotome 
for  removing  tonsils. 


Indianapolis 

Vernon  E.  Hoover 
H.  Jere  Frey,  Michael  W.  Kinzer 
(317)  255-6525 


Fort  Wayne 

Robert  B.  Newell 
J.  Barton  Lyon 
(219)422-4783 
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■alliance  report 

New  name,  strategic  plan  signal  changes  for  alliance 


Sue  Ellen  Greenlee 
ISMA  Alliance  President 
Lucy  Reed  Foltyniak 
ISMA  Alliance  Corresponding 
Secretary 

J_  he  ISMA  Auxiliary  offi- 
cially changed  its  name  to  the 
ISMA  Alliance  at  its  annual  con- 
vention in  April.  As  allies,  we  are 
ready  to  continue  our  work  as 
partners  with  our  physician 
spouses,  ensuring  quality  health 
care  for  the  citizens  of  Indiana. 

The  first  "alliance"  president. 
Sue  Ellen  Greenlee  of  Kendallville, 
was  installed  for  the  1993-1994 
year  by  the  AMA  Alliance  field 
director  for  Indiana,  Esther 
Jansing  from  Kentucky.  Also 
installed  on  the  executive  board 
were  the  following:  Darlene 
Haddawi,  Bloomington,  president- 
elect; Valerie  Gates,  Valparaiso, 
first  vice  president;  Terry  Wallace, 
Fort  Wayne,  north  vice  president; 
Susan  Schneider,  Indianapolis, 
central  vice  president;  Pattv 
Lackey,  Evansville,  south  vice 
president;  Chervl  Haslitt,  Muncie, 
recording  secretary;  Anita  Davis, 
Terre  Haute,  treasurer;  Hulda 
Classen,  Elkhart,  finance  secretary; 
and  Trudy  Urgena,  Marion,  im- 
mediate past  president. 

Mrs.  Greenlee,  a 1956  gradu- 
ate of  Shortridge  High  School  in 
Indianapolis  and  a I960  graduate 
of  Indiana  University,  is  a former 
school  teacher.  She  now  serves  on 
the  Kendallville  Plan  Commission 
and  the  Board  of  Zoning  Appeals 
and  is  a region  field  director  for 
family  support  of  the  Indiana 
National  Guard.  She  and  her 
husband,  Joseph  A.  Greenlee  Jr., 
M.D.,  a general  surgeon  who  also 
serves  as  a brigadier/general  in 
the  Indiana  Air  National  Guard, 
have  six  children.  She  has  served 


Sue  Ellen  Greenlee 


the  county  alliance  for  many 
years,  most  recently  as  treasurer, 
and  has  been  active  in  the  state 
alliance  for  10  years. 

People  frequently  ask  what 
the  medical  alliance  is.  It  is  a 
group  of  physicians'  spouses  - 
men  and  women  - who  volunteer 
their  time  to  make  a difference  in 
the  health  care  and  health  care 
issues  in  their  local  communities. 
Alliance  members  provide  sup- 
port and  foster  unity  among  phy- 
sician families.  They  promote 
health  care  legislation  that  pro- 
tects the  quality  of  health  care  for 
both  patients  and  physicians. 
Serving  as  a resource  of  educa- 
tional and  leadership  materials  for 
each  county,  the  alliance  works  to 
develop  a positive  public  image 
for  the  physician,  the  medical 
family  and  the  practice  of  medi- 
cine in  Indiana. 

The  state  organization  is  com- 
posed of  county  alliances,  each 
governed  by  their  own  bylaws 
and  leadership,  and  is  a member 
of  the  American  Medical  Associa- 
tion Alliance. 


Kaleidoscope  of  change 

Kaleidoscopes  are  getting  popular 
again,  probably  because  they  are 
so  representative  of  change  - con- 
tinuing change  - that  reflects  our 
society  today. 

Change  is  in  the  air  - and  we 
have  turned  the  corner. 

Change  - a new  president  of 
the  United  States. 

Change  - with  a new  outlook. 

Change  - in  health  care  - is 
on  the  horizon. 

Change  - in  working  as  part- 
ners with  the  physicians  of  the 
ISMA.  We  must  remember  who 
we  as  allies  are.  We  are  not  a 
free-standing,  independent  organi- 
zation, but  a part  of  the  ISMA. 

Alliance  can  be  like  a kaleido- 
scope - continually  changing, 
sparkling  and  getting  better. 
Change  is  a law  of  life,  and  those 
who  look  only  to  the  past  and 
present  are  certain  to  miss  the 
future. 

Changing  times  are  challeng- 
ing, uncertain  and  not  easy.  Yes- 
terday is  gone.  Auxiliary  is  gone. 
Alliance  is  here.  Our  newly  de- 
fined goals  and  plans  can  be 
achieved. 

This  year  marks  a clear  begin- 
ning for  a new  time  of  change 
with  our  new  name  and  strategic 
plan.  Change,  though  inevitable 
and  stressful,  can  stimulate  per- 
sonal growth  and  make  us  stron- 
ger, deeper  and  more  understand- 
ing. 

With  constant  and  never-end- 
ing pressure  to  change  and  reform 
medicine,  we  face  the  role  of 
working  with  and  for  physicians, 
a role  that  has  never  been  more 
important.  Keep  the  kaleidoscope 
turning.  Don't  stop  thinking 
about  tomorrow.  □ 
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BEFORE  YOU  PURCHASE 
ANY  INSURANCE... 

CONTACT  THE 
ISMA  INSURANCE  AGENCY 

ISMA  owned,  The  ISMA  Insurance  Agency  is  managed  by 
insurance  professionals  under  the  direction  of  the  ISMA. 

The  ISMA  Insurance  Agency  has  entered  into  special 
arrangements  with  several  top  guality  carriers  and  negotiated 
benefits  exclusively  discounted  for  members,  their  families  and 
office  staff,  that  would  otherwise  be  unavailable. 

So,  before  you  make  any  insurance  buying  decisions,  go  ahead 
and  contact  your  local  benefit  representative  today  and  find  out 
more  about  these  exclusive  benefits! 


1-800-442- ISMA 


ISMA  Insurance  Agency 

322  Canal  Walk 
Indianapolis,  IN  46202 


Indiana 
State 
Medical  7 


s 


Association 
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■from  the  museum 


Oren  Cooley 
Indianapolis 

sychiatrists  have  debated 
the  causes  of  dementia  praecox, 
the  term  originally  used  to  denote 
schizophrenia,  since  psychiatrists 
first  described  the  disorder  in  the 
1800s. 

In  1896,  German  psychiatrist 
Emil  Kraepelin  (1855-1926)  identi- 
fied dementia  praecox  as  a disor- 
der that  physicians  could  distin- 
guish from  other  psychiatric  con- 
ditions, including  manic-depres- 
sive illness.  He  noted  that  the 
major  symptoms  of  this  disorder 
included  hallucinations,  delusions, 
incongruous  emotions  and  pro- 
gressive intellectual  impairment. 

Kraepelin  selected  the  term 
"dementia  praecox"  to  stress  the 
early  mental  deterioration  that 
followed  the  onset  of  the  disorder. 
The  term  "dementia  praecox," 
however,  was  originated  by  Aus- 
trian psychiatrist  Benedict 
Augustin  Morel  (1809-1873)  in 
1860  to  describe  a mental  and 
emotional  deterioration  that  had 
its  onset  around  the  time  of  pu- 
berty. 

Besides  modifying  the  term 
dementia  praecox,  Kraepelin  de- 
scribed three  types  of  this  disor- 
der: the  paranoid,  the  hebephre- 
nic and  the  catatonic.  He  also 
postulated  that  this  disorder  in- 
variably followed  a deteriorating 
course  and,  subsequently,  re- 
mained incurable. 

After  observing  patients  in  a 
large  mental  hospital,  Swiss  psy- 
chiatrist Eugen  Bleuler  (1857- 
1939),  however,  noted  that  on 
occasion  the  illness  spontaneously 
remitted.  In  Dementia  praecox,  oder 
die  Gruppe  der  Schizophrenien 
(1911),  he  wrote,  "This  disease 
may  come  to  a standstill  at  any 
stage,  and  many  of  its  symptoms 


may  clear  up  very  much,  or  alto- 
gether, but  if  it  progresses  it  leads 
to  a dementia  of  definite  charac- 
ter." 

These  observations  prompted 
Bleuler  to  drop  the  inadequate 
term  dementia  praecox.  Instead, 
he  developed  the  term  "schizo- 
phrenia" to  express  his  view  that 
the  disorder  consisted  of  a group 
of  diseases  and  that  the  disorder 
split  the  person's  ability  to  harmo- 
nize various  psychic  functions, 
such  as  thinking  and  feeling. 

Although  Kraepelin  and 
Bleuler  both  theorized  that  the 
disorder  was  caused  by  organic 
changes  in  the  brain,  Bleuler 
maintained  that  schizophrenia 
was  curable.  When  several  ini- 
tially promising  developments  did 
not  conclusively  identify  an  or- 
ganic cause,  many  psychiatrists 
began  to  seek  the  disorder's  ori- 
gins in  psychogenic  causes,  such 
as  traumatic  childhood  experi- 
ences. 

Austrian  neurologist  Sigmund 
Freud  (1856-1939)  contended  that 
schizophrenia  was  not  a disease 
that  psychiatrists  could  appropri- 
ately treat  by  psychoanalysis. 
However,  Swiss  psychiatrist  Carl 
Jung  (1875-1961)  thought  psycho- 
analysis could  help  physicians 
understand  the  hallucinations, 
delusions  and  other  symptoms  of 
this  disorder. 

Jung  theorized  that  the 
disorder's  symptoms  resulted 
from  the  activities  of  a complex 
whose  dynamic  force  originated 
in  the  strong  emotions  associated 
with  that  force.  As  a result  of  his 
investigations,  he  postulated  that 
the  disorder's  symptoms  served  a 
purpose  and,  therefore,  that  phy- 
sicians could  analyze  and  inter- 
pret the  verbalizations  of  schizo- 
phrenic patients. 

While  psychiatrists  continued 
their  efforts  either  to  discover  an 


organic  cause  or  to  determine  a 
psychological  origin,  German 
psychiatrist  Franz  Kallmann 
(1897-1966)  carefully  conducted  a 
study  that  attempted  to  prove  a 
genetic  predisposition  towards 
schizophrenia.  In  The  Genetics  of 
Schizophrenia  (1938),  he  noted  that, 
in  those  cases  where  schizo- 
phrenic patients  had  an  identical 
twin,  86%  of  the  other  twins  also 
had  the  disorder. 

The  subsequent  studies  by  Dr. 
Kallmann  and  by  other  research- 
ers, however,  did  not  eliminate 
the  possibility  that  organic  or 
environmental  factors  could  play 
a role.  In  the  1950s,  French  sur- 
geon Henri  Faborit  (1914b)  dem- 
onstrated to  French  psychiatrist 
Pierre  Deniker  (1917b)  that  certain 
antihistamines,  especially 
chlorpromazine,  could  reduce  the 
extreme  agitation  and  withdrawal 
often  exhibited  by  schizophrenic 
patients. 

By  the  late  1960s,  additional 
studies  indicated  that 
chlorpromazine  and  other 
antischizophrenic  drugs  reduce 
the  excessive  transmission  of  do- 
pamine that  occurs  in  the  brains 
of  schizophrenic  patients.  Al- 
though these  drugs  may  reduce 
various  symptoms,  they  do  not 
eliminate  the  hallucinations,  in- 
congruous emotions  and  progres- 
sive intellectual  impairment  that 
Kraepelin  first  identified  as  the 
hallmarks  of  this  disorder.  □ 

Sources:  A History  of  Clinical 
Psychology  (1991)  by  John  M. 
Reisman  and  The  Brain  (1984)  by 
Richard  M.  Restak,  M.D. 


Oren  Cooley  is  the  director  of  the 
Indiana  Medical  History  Museum  in 
Indianapolis.  For  information,  call 
(317)  635-7329. 
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ISMA 

Annual  Conference 
October  15-17 


New  for  1993: 


The  Westin  Hotel 
Indianapolis,  Indiana 


Issues  and  Answers  of  Health  Reform 

Invited  Panelists  Include: 

• Governor  Howard  Dean,  M.D.,  of  Vermont 

• Governor  Roy  Romer  of  Colorado 

• Ira  Magaziner,  White  House  Task  Force 

• Richard  Davidson,  American  Hospital  Association 

• Steven  Schroeder,  M.D.,  The  Robert  Wood  Johnson  Foundation 

• Uwe  Reinhardt,  Princeton  University 

• James  Todd,  M.D.,  American  Medical  Association 

• Lynn  Etheridge,  formerly  of  Jackson  Hole  Group 

Saturday,  October  16, 1993 
Agenda 


$15 

$50 


10  a.m.  to  1 p.m. 
1 p.m.  to  3 p.m. 

3 p.m.  to  5 p.m. 

6 p.m.  to  10  p.m. 


Issues  & Answers  on  Health  Reform  Panel 
IMPAC  Luncheon,  Reporter  Sheilah  Kast,  Speaker 
Health  Reform  Reaction  Panel 
President's  Night 

($55  / person  at  door) 


Space  will  be  limited  during  some  sessions  so  early  registrations  are  recommended. 
Please  complete  this  application  form  and  return  it  with  your  check  made  payable  to 
the  Indiana  State  Medical  Association,  322  Canal  Walk,  Indianapolis,  IN  46202-3252 

sx 


Back  by  popular  demand:  The  "two-day"  trade  show! 


Name 

Please  indicate  the  functions  you  will  attend: 

Address 

Health  Reform  Seminar 

□ 

City/State/Zip 

IMPAC  Luncheon 

□ 

County 

Specialty 

Health  Reform 

□ 

Reaction  Panel 

Telephone  ( ) 

President's  Night 

□ 

Total  Enclosed  $ 

□ Member 

□ Guest 

□ Delegate  □ Officer 

□ Trustee 

□ Alliance 

□ Speaker 

□ Executive  Committee 

□ County  Executive 

cme  calendar 


St.  Mary's  Medical  Center 

St.  Mary's  Medical  Center  in 
Evansville  will  sponsor  these 
CME  courses: 

Sept.  9 - Annual  Joseph  E. 

Coleman  Pediatric 
Seminar,  Pediatric 
Intensive  Care,  St. 
Mary's  Medical  Cen- 
ter, Evansville. 

Sept.  16  - Annual  Cancer  Semi- 

nar: B Lymphocyte 
Disorders,  Tri-State 
Hematology- 
Oncology  Consult- 
ants, Evansville. 

Oct.  23  - Annual  Family 

Medicine  Seminar, 
Primary  Care 
Orthopaedics,  Evans- 
ville. 

For  more  information,  call 
(812)  479-4468. 

Nasser,  Smith  & Pinkerton 

Nasser,  Smith  & Pinkerton  Cardi- 
ology in  Indianapolis  will  present 
"Practice  Management  Seminar: 
The  Business  Side  of  Medicine" 
Wednesday,  Aug.  25  at  the  Ritz 
Charles  in  Carmel,  Ind. 

The  seminar  will  teach  partici- 
pants how  to  prepare  for  health 
care  reform,  understand  how  a 
quality  patient  satisfaction  pro- 
gram improves  your  marketing 
effort  and  how  to  effectively  man- 
age personnel  issues  through  per- 
formance reviews  and  job  descrip- 
tions. 

For  more  information,  call 
Janet  Macabee  at  (317)  871-6089. 

Methodist  Hospital 

Methodist  Hospital  of  Indiana  in 
Indianapolis  will  sponsor  these 
CME  courses: 

July  25-31  - Diabetes  Mini  Fel- 
lowship, Happy 


Hollow  Camp  for 
Children,  Nashville, 
Ind. 

Aug.  25-31-  ATLS,  Methodist 

Hospital,  Indianapo- 
lis. 

Sept.  18  - Health  Care  for  the 

Homeless,  Indiana 
Government  Center, 
Indianapolis. 

Oct.  8 - Neurology  in  Pri- 

mary Care  Medicine. 

Oct.  30  - Cardiology  for  the 

Clinician. 

For  details,  call  (317)  929-3733 

or  1-800-847-3370. 


Indiana  University 

The  Indiana  University  School  of 

Medicine  will  sponsor  these 

courses: 

July  21-22-  Personal  Database 
Design  and  Usage, 
LRC  Tutorial  Lab,  IU 
Medical  Center,  In- 
dianapolis. 

Sept.  7-8  - Current  Issues  in 

Perinatal  Care,  Uni- 
versity Place  Confer- 
ence Center,  India- 
napolis. 

Sept.  7-11  - Fourth  Annual  Com- 
prehensive Transtho- 
racic and  Transab- 
dominal Fine  Needle 
Aspiration  Biopsy 
Cytology,  University 
Place  Conference 
Center,  Indianapolis. 

Sept.  10  - Tri-State  Craniofacial 

Conference,  Omni 
North,  Indianapolis. 

Sept.  13  - High-Risk  Infant  and 

Neonatal  Nutrition, 
University  Place 
Conference  Center, 
Indianapolis. 

Sept.  24  - Clinical  Laboratory 

Improvement 


Amendments:  How 
to  Play  the  Game 
with  the  New  Rules, 
University  Place 
Conference  Center, 
Indianapolis. 

Sept.  28  - Advances  in  Pediat- 

ric Surgery:  A 
Course  for  Pediatri- 
cians and  Family 
Practitioners,  Univer- 
sity Place  Conference 
Center,  Indianapolis. 

Sept.  30  - Update  on  Manage- 

ment of  HIV  Infec- 
tion, University 
Place  Conference 
Center,  Indianapolis. 

Oct.  1 - Recent  Advances  in 

Epilepsy,  University 
Place  Conference 
Center,  Indianapolis. 

Oct.  1-2  - Family  Practice  Up- 

date in  Cardiology: 
Emphasis  on  Office 
Practice,  Krannert 
Institute  of  Cardiol- 
ogy, Indianapolis. 

Oct.  2 - Glaucoma  Update, 

University  Place 
Conference  Center, 
Indianapolis. 

Oct.  9-10  - Third  Annual  Stuart 
A.  Kleit  Symposium, 
Omni  North,  India- 
napolis. 

Oct.  23-24  - Advanced  Trauma 
Life  Support, 

Wishard  Hospital, 
Indianapolis. 

Oct.  29-31  - International  Sympo- 
sium on  Advances  in 
Laparoscopy  and 
Colonectomy,  Westin 
Hotel,  Indianapolis. 

For  more  information,  call 

(317)  274-8353.  O 
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ARNETT  CLINIC 


bout  the  Multispecialty 
Medical  Group 

Arnett  Clinic  has  served  Tippecanoe  County  and  sur- 
rounding  counties  in  Mid-North  Central  Indiana  since 
1922.  Arnett  physicians  introduced  the  area's  first  dialy- 
sis service,  performed  the  area's  first  open  heart 
surgery,  and  developed  the  community's  first  heart 
catheterization  laboratory.  In  seven  outpatient  facilities, 
over  100  specialists  and  subspecialists  provide  medical 
and  surgical  services  in  virtually  every  specialty  field 
The  majority  of  Arnett's  referral  patients  reside  within  a 
fourteen-county  area  surrounding  Lafayette,  Indiana, 
with  a drawing  area  of  over  320,000  people 

Ambulatory  walk-in  clinics  in  Lafayette  and  West 
Lafayette  supplement  primary  clinic  services.  Arnett 
Urgent  Care  Centers  are  open  from  8 a m until  8 p.m 
every  day,  and  staff  members  provide  diagnosis  and 
treatment  for  any  medical  problem  which  does  not 
require  ambulance  transport. 

Arnett  physicians  provide  hospital  support  services  at 
two  nearby  community  hospitals.  Home  Hospital  with 
365  beds,  and  St.  Elizabeth  Hospital  with  375  beds 
Arnett  has  diversified  into  other  healthcare  fields,  includ- 
ing Arnett  Health  Systems  (an  HMO)  and  the  corporate 
affiliates  of  Arnett  Medical  Supply  and  Arnett  Pharmacy. 


cal  reasons  for  affiliation  with  Arnett  is  the  availability  of 
ancillary  staff  to  support  clinic  operations.  Administrative, 
Laboratory,  and  Radiology  services  are  available  on-site, 
making  our  practice  environment  an  integrated,  compre- 
hensive, and  convenient  healthcare  resource  center.  The 
patient  base  in  Lafayette  stems  from  a balanced  mix  of 
industrial  and  university  communities.  We  are  an  equal 
opportunity  employer 


enefits 


Our  Medical  Staff  members  enjoy  competitive  salaries 
and  a generous  benefit  package.  During  the  first  two 
years  of  employment,  Arnett  offers  a guaranteed  mini- 
mum salary  with  a production  bonus.  After  two  years  of 
successful  practice  experience,  shareholder  status  with  a 
productivity  incentive  formula  is  available.  An  excellent 
profit-sharing  and  investment  plan  is  also  available. 

Other  benefits  include  health  coverage  via  Arnett  HMO  or 
other  group  insurance,  disability,  life  insurance,  and 
continuing  education  funds. 


ommunity 


pportunities 


The  Arnett  Clinic  is  currently  seeking  BE/BC  candidates: 

Cardiology 

Dermatology 

Family  Medicine 

General  Internal  Medicine 

OB/GYN 

Oncology 

Orthopaedic  Hand  Surgeon 
Pediatrics 


Lafayette,  Indiana  is  a thriving,  low-crime  community 
located  in  a county  of  approximately  132,000  people. 
Purdue  University,  known  for  academic  leadership  in  the 
areas  of  engineering,  agriculture,  humanities,  and  sci- 
ences, and  for  Big  Ten  Sports,  is  nearby.  Money 
Magazine  recently  identified  Lafayette  as  one  of  the  top 
1 4 cities  in  which  to  live  in  the  U.S.A. 


or  more  information 


Please  contact:  Physician  Recruitment  Department 
Arnett  Clinic,  2600  Greenbush  Street 


ractice  Setting 


At  this  time,  over  100  physicians  work 
for  Arnett  Clinic.  One  of  the  most  practi- 


Lafayette,  IN  47904  (3 1 7)  448-8000 
Toll  Free  Nationwide,  1-800-899-8448 


Lafayette , Indiana 
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aobituaries 


John  J.  DeFries,  M.D. 

Dr.  DeFries,  74,  a retired  New 
Paris  family  physician,  died  April 
13,  1993,  at  Goshen  General  Hos- 
pital. 

He  was  a 1943  graduate  of  the 
Indiana  University  School  of 
Medicine  and  a veteran  of  World 
War  II. 

Dr.  DeFries  retired  in  1980, 
after  33  years  as  a New  Paris  phy- 
sician. He  had  served  on  the 
Elkhart  County  Board  of  Health 
for  20  years  and  as  a deputy  coro- 
ner for  one  term. 

Everett  W.  Gaunt,  M.D. 

Dr.  Gaunt,  77,  a retired  Alexan- 
dria family  physician,  died  May  2, 
1993,  at  Community  Hospital  in 
Anderson. 

He  was  a 1942  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Gaunt  practiced  medicine 
in  Alexandria  from  1944  to  1984. 
He  was  the  Alexandria  health 
officer  from  1944  to  1970  and  the 
Madison  County  health  officer 
from  1970  to  1989.  He  served 
several  terms  on  the  Alexandria 
School  Board. 


Richard  J.  Karberg,  M.D. 

Dr.  Karberg,  77,  a Lafayette  obste- 
trician and  gynecologist,  died 
May  8,  1993. 

He  was  a 1940  graduate  of 
Rush  Medical  College  in  Chicago 
and  a U.S.  Army  veteran  of  World 
War  II. 

In  1966,  Dr.  Karberg  helped 
found  the  Woman's  Clinic  in 
Lafayette,  the  first  joint  practice  of 
women's  medicine  in  Indiana.  He 
was  president  of  the  Tippecanoe 
County  Cancer  Society. 

Hamlin  B.  Lindsay,  M.D. 

Dr.  Lindsay,  87,  a retired  Wash- 
ington, Ind.,  surgeon,  died  April 
10,  1993,  at  his  daughter's  home 
in  Indianapolis. 

He  was  a 1932  graduate  of  the 
Indiana  University  School  of 
Medicine  and  an  Army  Medical 
Corps  veteran  of  World  War  II. 

Dr.  Lindsay,  who  practiced 
medicine  from  1935  to  1990,  oper- 
ated Washington  Clinic.  He  was 
on  the  surgical  staffs  of  Daviess 
County  Hospital  and  Methodist 
Hospital  in  Indianapolis.  He  was 
a 55-year  member  of  Kiwanis  and 
received  its  Legion  of  Honor 


Award  in  1992. 

John  B.  Stetson,  M.D. 

Dr.  Stetson,  66,  professor  emeritus 
at  Rush-Presbyterian-St.  Luke's 
Medical  Center  in  Chicago,  died 
April  15,  1993,  at  his  home  in 
Greencastle. 

He  was  a 1951  graduate  of 
Harvard  Medical  School  and 
served  in  the  Navy  Reserve  in 
World  War  II. 

Dr.  Stetson,  an  anesthesiolo- 
gist, had  taught  at  the  Indiana 
University  School  of  Medicine. 

He  had  been  a member  of  the 
Putnam  County  Medical  Society. 

Maurice  A.  Turner,  M.D. 

Dr.  Turner,  86,  a retired 
Martinsville  anesthesiologist  and 
family  physician,  died  April  28, 
1993. 

He  was  a 1946  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Turner  retired  in  the 
1970s.  He  was  a member  of  Lirst 
United  Methodist  Church  in 
Martinsville.  □ 
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The  Top  1 0 Reasons  Why 
You  Should  Sign  Up  for  PA/QI 


10.  Sixty-five  of  your  primary  care  colleagues  already  have  signed  up. 

9.  If  you  don't,  you'll  never  know  how  you  rank  with  your  fellow  doctors  statewide 
and  nationwide. 

8.  Unlike  the  body,  there  are  only  three  parts  to  the  program. 

7.  Part  I takes  less  time  than  an  annual  physical. 

6.  It’s  confidential. 

5.  You  do  it  on  your  own  time. 

4.  It’s  not  government  sponsored,  nor  government  mandated. 

3.  You  can  earn  CME  and  AAFP  credit. 

2.  It's  painless,  leaves  no  bitter  aftertaste  and  costs  only  $123  for  Parts  I and  II  and 
$100  for  the  optional  Part  III  on-site  survey. 

For  a new  opportunity  in  risk  management  education 
for  family  physicians,  internists  and  pediatricians, 
complete  and  return  the  PA/QI  enrollment  form  below. 


Enrollment  Form 

I wish  to  participate  in  the  PA/QI  Pilot  Study  Program,  conducted  by  the  ISMA  with  assistance  from  the  Physicians  Insurance 
Company  of  Indiana.  Please  contact  me  with  more  information  or  accept  the  enclosed  payment  for  my  enrollment. 

Participating  physician: Medical  Specialty:  _ 

Office  address: 


1.  Your  mom  will  be  proud. 


E9ES 


Q 


Practice 

Assessment- 

Quality 

Improvement 


Telephone: Contact  person:  _ 

Signature:  _ 

Payment  enclosed:  $ Date  of  application: 

( make  checks  payable  to  the  ISMA ) 

Please  return  to:  ISMA 

attn:  Barbara  Killila 
322  Canal  Walk 
Indianapolis,  IN  46202-3252 
(317)  469-4100 
1-800-284-7424 


Indiana , 
State 
Medical 
Association 


rjf>PHvncifln/  m/uRAnce 
JPjcompflnv  of  inDinno 


people 


Dr. 

William  H. 
Beeson,  an 
Indianapo- 
lis facial 
plastic  sur- 
geon, was 
elected  to 
the  board 
of  directors 
of  the  Fed- 
erated Am- 
bulatory Surgery  Association. 

Dr.  Larry  Rink,  a 
Bloomington  internist,  received  a 
Sagamore  of  the  Wabash  Award 
from  Gov.  Evan  Bayh.  He  has 
achieved  worldwide  recognition 
for  his  athletic  cardiology  research 
and  was  one  of  the  physicians  for 
U.S.  athletes  in  the  1992  Olympic 
Games  in  Spain. 

Dr.  John  R.  Hayes,  an  India- 
napolis psychiatrist  and  director 
of  academic  affairs  at  St.  Vincent 
Hospital,  has  been  admitted  to  the 
American  College  of  Psychiatrists. 

Dr.  Deborah  I.  Allen,  chair- 
man of  the  department  of  family 
medicine  at  the  Indiana  Univer- 
sity School  of  Medicine,  was 
named  Distinguished  Alumna  of 
the  Year  by  the  school's  Alumni 
Association. 

Dr.  Barbara  K.  Siwy,  an  In- 
dianapolis plastic  surgeon,  gave  a 
presentation  on  "Cultured  Epider- 
mis: Indiana  University  Medical 
Center's  Experience"  at  the 
American  College  of  Surgeons 
annual  meeting  in  San  Juan, 

Puerto  Rico.  She  discussed  the 
silicone  implant  controversy  on 
the  "Focus  on  Health"  program 
on  a local  Indianapolis  cable  tele- 
vision station. 

Dr.  Jay  L.  Grosfeld,  Lafayette 
Page  professor  of  surgery  and 
chairman  of  the  department  of 
surgery  at  the  Indiana  University 
Medical  Center,  was  selected 


Dr.  Beeson 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


March 

Alley,  Thomas  W.,  Indianapolis 
Anigbo,  Anthony  A.,  Valparaiso 
Crabb,  Daniel  G.,  Carmel 
Drake,  James  R.,  Anderson 
Dulay,  Dion }.,  Evansville 
Gilkison,  William  M.,  Indianapolis 
Huus,  John  C.,  Evansville 
Johnson,  Phillip  M.,  New  Albany 
Kamen,  Jack  M.,  Indianapolis 
Nowzaradan,  Philip,  Valparaiso 
Painchaud,  Lionel  A.,  Muncie 
Perry,  Guy  F.,  Indianapolis 
Rea,  Robert  A.,  Goshen 
Vokes,  Tamara  P.,  Munster 

April 

Aeschliman,  Dale  H.,  Fort  Wayne 
Andrews,  Ronald  K.,  New  Palestine 
Aspy,  Sandra  L.,  Rushville 
Ayers,  Johnnie,  Kokomo 
Basavaraja,  Hirematada,  Muncie 
Bathina,  Radha  R.,  Fort  Wayne 
Bleza,  Maximo  T.,  Munster 
Bockelman,  Henry  W.,  Evansville 
Cortese,  Thomas  A.,  Indianapolis 
Das,  Amal  K.,  Kokomo 

La  Cotera,  Frederico  G.,  Munster 


Felker,  Dean  R.,  Greenfield 
Gentile,  Jonathan  P.,  Fort  Wayne 
Goode,  Roy  L.,  Columbus 
Harris,  Garnet  R.,  Danville 
Hathaway,  William  H.,  Auburn 
Huss,  Richard  G.,  Muncie 
James,  Charles  E.,  Zionsville 
Jolms,  Janet  S.,  Lafayette 
Kintanar,  Thomas  A.,  Fort  Wayne 
LaFollette,  James  W.,  Bloomington 
Lawton,  Dennis  F.,  Muncie 
Lewis,  Merral  B.,  Evansville 
Marhenke,  Jon  D.,  Indianapolis 
Mourtada,  Raghid,  Fort  Wayne 
Nicely,  Polly  G.,  Indianapolis 
Patel,  Narendrakumar  M.,  Fort  Wayne 
Pyle,  Susan  K.,  Union  City 
Razek,  Aly  A.,  Evansville 
Sadove,  Alan  M.,  Indianapolis 
Salberg,  Larry  M.,  Merrillville 
Sartore,  Gilbert  A.,  Evansville 
Schafer,  Scott  W.,  Logansport 
Schloss,  Robert  P.,  Fort  Wayne 
Stearley,  John  S.,  Gosport 
Steiman,  David  L.,  Indianapolis 
Stouder,  Gary  S.,  Greenfield 
Voskuhl,  William  L.,  Charlestown 
Wagner,  Richard  A.,  Evansville 


president-elect  of  the  American 
Pediatric  Surgical  Association. 

Dr. 

Frank  D. 
Byrne,  a 

Fort 
Wayne 
specialist 
in  pulmo- 
nary dis- 
ease, criti- 
cal care 
and  inter- 
nal medi- 
cine, was 
Dr.  Byrne  elected 


medical  staff  president  of 
Parkview  Hospital  in  Fort  Wayne. 
Dr.  Warren  C.  Hauck,  a gastroen- 
terologist, is  the  president-elect, 
and  Dr.  Richard  A.  Kelty,  a family 
practitioner,  is  the  secretary-trea- 
surer. 

Dr.  K.  Donald  Shelbourne,  an 

orthopaedic  surgeon  with  the 
Methodist  Sports  Medicine  Center 
in  Indianapolis,  was  the  guest 
editor  and  contributing  author  for 
the  first  issue  of  a national  medical 
journal  titled  Operative  Techniques 
in  Sports  Medicine.  Other 
orthopaedists  with  the  Methodist 
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Sports  Medicine  Center  who  con- 
tributed to  the  issue  were  Dr. 

Thomas  E.  Klootwyk,  Dr.  Charles 
D.  Van  Meter  and  Dr.  John  R. 
McCarroll. 

Dr.  Stephen  W.  Perkins,  an 

Indianapolis  facial  plastic  surgeon, 
was  an  instructor  and  panelist  at 
the  Sixth  International  Sympo- 
sium of  Facial  Plastic  Surgery  in 
San  Francisco.  He  was  an  instruc- 
tor for  courses  on  transcon- 
junctival blepharoplasty  and  im- 
proved techniques  in  dermabra- 
sion and  participated  in  a panel 
discussion  of  blepharoplasty.  He 
and  Dr.  Ronald  j.  Caniglia  of 
Indianapolis  presented  a paper  on 
"Micropigmentation  for  Eyelash 
Enhancement:  A Realistic  Evalua- 
tion of  Permanent  Eyeliner  When 
Used  as  an  Adjunct  to  a Facial 
Plastic  Surgery  Practice." 

Dr.  John  H.  Abrams,  an  In- 
dianapolis ophthalmologist,  spoke 
on  "Sports  Related  Posterior  Seg- 
ment Eye  Trauma"  at  the  Interna- 
tional Academy  of  Sports  Vision 

1 meeting  in  Las  Vegas  and  partici- 
pated in  a panel  discussion  of 
providers  of  eye  care  for  collegiate 
and  professional  athletes.  He  was 
the  ophthalmologist  for  the 
NCAA  Midwest  Regional  basket- 
ball games  and  the  Midwest  Col- 
legiate Conference  basketball  tour- 
nament, both  held  in  Indianapolis. 

Dr.  Claude  C.  Reeck  of  India- 
napolis was  elected  president  of 
the  Indiana  Orthopaedic  Society. 
Other  officers  are:  Dr.  Alan  J. 
Habansky,  Muncie,  president- 
elect; Dr.  Marlin  L.  Troyer,  South 
Bend,  past  president;  Dr.  Clyde  B. 
Kernek,  Indianapolis,  secretary/ 
treasurer;  Dr.  Edward  L. 

Brundick,  Evansville,  member-at- 
large;  and  Dr.  Bryant  A.  Bloss, 
Evansville,  chairman  of  the  mem- 
bership committee. 

Three  physicians  with  Nasser, 

V 


Smith  & Pinkerton  Cardiology  in 
Indianapolis  recently  gave  presen- 
tations. Dr.  Lawrence  E.  Gering 
spoke  on  "Treatment  of  Ischemic 
Heart  Disease  in  the  '90s"  and  Dr. 
Timothy  Story  spoke  on  "High 
Blood  Pressure,  Lipids,  Arteries 
and  the  Future"  at  the  Cardiovas- 
cular Update  in  Indianapolis.  Dr. 
Borys  Surawicz  lectured  at  the 
Centennial  Cardiology  conference 
in  Cleveland. 

Dr.  William  A.  Kammeyer,  a 

Fort  Wayne  family  physician, 
became  qualified  as  a certified 
medical  review  officer. 

Dr.  Walter  J.  Daly,  dean  of 
the  Indiana  University  School  of 
Medicine,  received  the  school's 
1993  award  from  the  Newcomen 
Society  of  the  United  States  for 
contributions  to  the  free  enterprise 
system.  He  also  was  named  mas- 
ter of  the  American  College  of 
Physicians. 

Dr.  Phillip  T.  Hodgin  has 

retired  after  46  years  as  an  Or- 
leans family  physician. 

Dr.  Gregory  Ellis,  a patholo- 
gist, was  elected  chief  of  staff  of 
St.  John's  Medical  Center  in 
Anderson.  Other  officers  are:  Dr. 
John  A.  Moss,  an  otolaryngol- 
ogist, medical  staff  president;  Dr. 
Khali  G.  Wakim,  a surgeon, 
president-elect;  and  Dr.  John 
Woodall,  a family  physician,  sec- 
retary/ treasurer. 

Dr.  Merritt  O.  Alcorn,  a re- 
tired Madison  pathologist,  was 
among  several  health  care  profes- 
sionals invited  to  Washington, 
D.C.,  to  discuss  proposals  for 
health  care  reform. 

Dr.  Stephen  R.  Havens,  a 
family  physician,  was  named 
president  of  the  medical  staff  at 
Clark  Memorial  Hospital  in 
Jeffersonville.  Other  officers  are: 
Dr.  Richard  M.  Spalding,  an  in- 
ternist, president-elect,  and  Dr. 


William  Sligar,  an  orthopaedic 
surgeon,  secretary/treasurer. 

Dr.  Polly  Nicely,  chief  physi- 
cian at  the  Indiana  Women's 
Prison  in  Indianapolis,  was  named 
a trustee  of  the  YMCA  Foundation 
of  Greater  Indianapolis. 

Dr.  Charles  Fisch,  a cardiolo- 
gist at  the  Indiana  University 
Medical  Center,  received  the 
Gifted  Teacher  Award  from  the 
American  College  of  Cardiology. 

Dr.  D.  Craig  Brater  of  the 
Indiana  University  Medical  Center 
received  the  Rawls-Palmer 
Progress  in  Medicine  Award  from 
the  American  Society  for  Clinical 
Pharmacology. 

Dr.  Robert  H.  Rumana  has 
retired  after  20  years  as  a 
nephrologist  with  Caylor-Nickel 
Clinic  in  Bluffton. 

Dr.  Arnold  "Larry"  Carter  of 
Muncie  has  received  the  National 
Achievement  Award  from  the 
National  Multiple  Sclerosis  Soci- 
ety. The  associate  director  of  the 
Family  Practice  Center  at  Ball 
Memorial  Hospital  in  Muncie,  Dr. 
Carter  was  diagnosed  with  mul- 
tiple sclerosis  in  1973. 

Dr.  Donald  W.  Tharp,  a Win- 
chester ophthalmologist  for  the 
past  15  years,  has  retired. 

Dr.  Jaap  Lind,  a retired 
Lafayette  orthopaedic  surgeon, 
arranged  for  an  injured  soldier 
with  the  Croatian  Defense  Council 
in  Bosnia  to  be  brought  to  St. 
Elizabeth  Hospital  Medical  Center 
in  Lafayette  for  treatment.  Dr. 
Lind  is  a member  of  the  Interna- 
tional Organization  of  Migration, 
which  has  been  working  with  war 
victims  in  Bosnia. 

Dr.  Maurice  John,  a 
Jeffersonville  ophthalmologist, 
presented  two  lectures  on  the 
excimer  laser  during  a trip  to  Bra- 
zil, South  America.  He  also  per- 
formed free  refractive  and  thera- 


4DIANA  MEDICINE/July/ August  1993 


359 


m people 


peutic  surgery  with  the  excimer 
laser. 

Dr.  Paul  Howard,  a cardiolo- 
gist, was  elected  president  of  the 
medical  staff  at  St.  Joseph's  Medi- 
cal Center  in  South  Bend.  Other 
officers  are  Dr.  Brian  Moloney,  a 
family  physician,  vice  president, 
and  Dr.  Mark  Sandock,  an  inter- 
nist, secretary-treasurer. 

Dr.  Carl  Griffin,  a Lafayette 
emergency  medicine  specialist, 
passed  the  Medical  Review  Offi- 
cer Certification  Council  examina- 
tion. 

Dr.  Paul  M.  Dake,  a Michigan 
City  family  physician,  was  named 
medical  director  for  the  new  USS 
Family  Medical  Center  in 
Merrillville,  a clinic  for  employees 
of  United  States  Steel  Corp.  and 
their  families. 

Dr.  Carolyn  N.  Rawlins  of 

Munster  retired  after  45  years  as 
an  obstetrician  and  gynecologist; 
she  delivered  more  than  16,000 
babies  during  her  career. 

Dr.  Frank  C.  Donaldson,  an 
Anderson  obstetrician  and  gyne- 
cologist, retired  after  practicing 
more  than  40  years;  he  delivered 
about  14,000  babies  during  his 
career. 

Newly  inducted  fellows  of  the 
American  Academy  of 
Orthopaedic  Surgeons  include  Dr. 
Stephen  B.  Sexson  of  Noblesville, 
Dr.  Jean  M.  Eelma  of 
Bloomington,  Dr.  Salil  Rajmaira 
of  Marion,  Dr.  Barth  T.  Conard  of 
Lebanon  and  Dr.  Andrew  T. 
Saltzman  of  Evansville. 

New  ISMA  members 
Linda  F.  Abels,  M.D.,  Indianapo- 
lis, internal  medicine. 

Vikramdev  Appannagari, 
M.D.,  Valparaiso,  anesthesiology. 

David  R.  Bain,  M.D., 
Brownsburg,  family  practice. 

V.  Paul  Banning,  M.D., 


Princeton,  family  practice. 

Phillip  H.  Behrens,  M.D., 
Evansville,  cardiovascular  dis- 
eases. 

Carla  M.  Brandt,  M.D.,  Evans- 
ville, neurology. 

Anthony  C.  Breuer,  M.D., 
Evansville,  neurology. 

David  S.  Brokaw,  M.D.,  In- 
dianapolis, orthopaedic  surgery. 

Paul  J.  Brownson,  M.D.,  In- 
dianapolis, family  practice. 

Johng  H.  Chun,  M.D., 
Munster,  anatomic/clinical  pa- 
thology. 

Luis  E.  Colon,  M.D.,  Kokomo, 
ophthalmology. 

Charles  R.  Crockett,  M.D., 
Evansville,  emergency  medicine. 

Arunava  Das,  M.D.,  Peru, 
orthopaedic  surgery. 

Bruce  A.  Davison,  M.D.,  Co- 
lumbus, pediatrics. 

Amelita  G.  Del  Mundo,  M.D., 
Indianapolis,  plastic  surgery. 

Raja  Devanathan,  M.D., 
Hobart,  pulmonary  diseases. 

Karen  T.  Dicke,  M.D., 
Zionsville,  radiology. 

P.  Eva  Fadul,  M.D.,  India- 
napolis, anesthesiology. 

John  F.  Fitzgerald,  M.D.,  In- 
dianapolis, internal  medicine. 

Linda  Fundenberger,  M.D., 
Indianapolis,  ophthalmology. 

S.  Campbell  Gabrielsen, 

M.D.,  Greenfield,  general  surgery. 

Steven  A.  Galat,  M.D., 
Mishawaka,  general  surgery. 

Patricia  M.  Gentile,  M.D., 
Indianapolis,  psychiatry. 

Kevin  D.  Gerig,  M.D., 
Mishawaka,  general  surgery. 

Barry  W.  Gest,  M.D.,  Evans- 
ville, family  practice. 

B.  Anthony  Graves,  M.D., 
Indianapolis,  internal  medicine. 

James  A.  Hawk,  M.D., 
Covington,  family  practice. 

Bruce  E.  Heslin,  M.D.,  India- 
napolis, anesthesiology. 
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Robert  J.  Huler,  M.D.,  India- 
napolis, orthopaedic  surgery. 

Louis  F.  Jameira,  M.D., 
Evansville,  cardiovascular  dis- 
eases. 

H.  Clifton  Knight  Jr.,  M.D., 
Indianapolis,  family  practice. 

Magnus  E.  Kolbeinsson, 

M.D.,  Indianapolis,  general  sur- 
gery. 

Emmanuel  Kratsios,  M.D., 
Indianapolis,  family  practice. 

Robert  M.  Lombard,  M.D., 
Evansville,  pulmonary  diseases. 

S.  Chace  Lottich,  M.D.,  India- 
napolis, general  surgery. 

Elmer  P.  Mannlo,  M.D.,  In- 
dianapolis, cardiovascular  dis- 
eases. 

Karen  G.  Meighen,  M.D., 
Indianapolis,  child  psychiatry. 

Raymond  V.  Meldahl,  M.D., 
Indianapolis,  cardiovascular  dis- 
eases. 

Julio  A.  Morera,  M.D.,  Evans- 
ville, pediatrics,  cardiology. 

Michael  J.  Need,  M.D.,  India- 
napolis, anesthesiology. 

Hemendra  S.  Parikh,  M.D., 
Merrillville,  pediatrics. 

Robert  B.  Parker,  M.D., 
Evansville,  cardiovascular  dis- 
eases. 

Christina  L.  Pinkerton,  M.D., 
Indianapolis,  family  practice. 

Nicholas  M.  Priscu,  M.D., 
Indianapolis,  internal  medicine. 

John  C.  Roberts,  D.O.,  Wash- 
ington, obstetrics  and  gynecology. 

Alok  K.  Sarda,  M.D., 

Kokomo,  psychiatry. 

L.R.  Scherer  III,  M.D.,  India- 
napolis, pediatric  surgery. 

Veena  Shah,  M.D.,  Munster, 
emergency  medicine. 

Fred  A.  Simon  Jr.,  M.D., 
Goshen,  obstetrics  and  gynecol- 
ogy- 

Thomas  D.  Smith,  M.D.,  New 
Haven,  family  practice. 

Gregory  W.  Somerville,  M.D., 
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Fort  Wayne,  anesthesiology. 

Rajiv  Sood,  M.D.,  Indianapo- 
lis, plastic  surgery. 

Vijayalakshmi  Sripathy, 
M.D.,  Merrillville,  family  practice. 

Uzi  Talit,  M.D.,  Evansville, 
cardiovascular  diseases. 

Vernon  Taylor,  M.D.,  Evans- 
ville, emergency  medicine. 

Thomas  T.  Tigges,  M.D.,  In- 
dianapolis, general  surgery. 


Vivien  O.  Tucker,  M.D., 
Newburgh,  family  practice. 

Jane  Ann  Werth,  M.D.,  South 
Bend,  obstetrics  and  gynecology. 

William  A.  Zato,  D O.,  Crown 
Point,  general  practice. 

Residents 

James  A.  Balko,  M.D.,  Indianapo- 
lis, anatomic/clinical  pathology. 

Joel  C.  Hamond,  M.D.,  India- 


napolis, general  surgery. 

Gloria  Toh  Lee,  M.D.,  India- 
napolis, anesthesiology. 

James  C.  Pappas,  M.D.,  India- 
napolis, neurology. 

Gregory  C.  Risk,  M.D.,  India- 
napolis, emergency  medicine. 

Morris  E.  Tilden,  M.D.,  India- 
napolis, ophthalmology.  O 
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SUBURBAN  COLUMBUS,  OHIO  - One 

cardiologist  serving  a population 
of  100,000  in  a college  town  needs 
another  cardiologist.  Modern  hos- 
pital has  complete  range  of  non- 
invasive  diagnostic  equipment. 
Possible  to  do  caths  one-half  day/ 
week  at  OSU.  1 :4  weekend  call, 
weeknight  coverage,  in-house 
hospital  physician  seven  nights/ 
week.  Near  Columbus  with  its 
major  university,  recreation,  shop- 
ping. Call  Walter  F.  Smith,  1-800- 
221-4762. 

SATELLITE  EQUIPPED  PHYSICIAN’S 
OFFICE  FOR  SUBLEASE:  Two  exam 
rooms,  waiting  room,  receptionist 
and  file  area,  doctor's  desk  and 
dictation  area.  8402  Harcourt 
Professional  Building  adjacent  to 
St.  Vincent  Hospital,  Indianapolis, 
Ind.  Immediate  availability  at 
excellent  terms.  Please  call  (317) 
646-8585  during  business  hours 
Monday-Friday,  9 a. m. -4:30  p.m. 

FOR  SALE  - Retiring.  Established 
fully  equipped  rural  family  practice 
clinic.  Prime  progressive  location. 
25  miles  northeast  of  Indianapolis. 

7 miles  to  hospital.  Excellent  cov- 
erage. Address  letter  or  inquiry  to 
P.O.  Box  150,  Pendleton,  IN  46064. 

PODIATRIST  - Seeking  to  lease  of- 
fice space  part-time  within  family 
practice  or  internal  medicine  of- 
fice. Looking  for  opportunity  in  the 
Indianapolis  area  or  surrounding 
counties.  Contact  Robert  S. 
Mandresh,  D.P.M.,  3764  N.  Merid- 
ian St.,  Indianapolis,  IN  46208,  (317) 
923-5479. 

FOR  SALE:  Medical  office  equip- 
ment. Good  condition.  Doctor 
retiring.  Exam  table,  Power  II,  au- 
tomatic adjustments;  matching 
revolving  stool.  Walnut  exam 
table,  padded  top,  drawers  and 
cabinet  storage;  matching  treat- 
ment table  and  stool.  Steeltone 
pediatric  table  scale  with  match- 
ing treatment  table  and  stool. 
Birtcher  megason  ultrasonic  unit. 


Aloe  portable  x-ray  unit.  Micro- 
scope. Small  Dri  Autoclave. 
Shaw-Walker  secretary's  swivel 
chair.  Contact  P.T.  Hodgin,  M.D., 
P.O.  Box  203,  Orleans,  IN  47452, 
(812)  865-2236. 

MEDICAL  EQUIPMENT  - Omega 
automatic  blood  pressure  unit, 
print-out,  new  condition.  Ritter 
table.  G.E.  portable  x-ray. 
Shampaine  ob-gyn  table,  2605 
NLH,  good  pad.  Autoclaves.  In- 
fant and  adult  scale,  color-coded, 
new  condition.  Birtcher  Hyfrecator 
Plus,  new  model  7-796.  HP  defib 
with  heart  rate  scope  ECG 
sources,  #4310.  Mixed  bag  of 
surgical  drapes,  towels,  instrument 
wraps  in  50  lb.  boxes,  $100.  Write 
or  call  Bernard  Medical  Resources, 
1555  Dixie  Highway,  Covington,  KY 
41011,  phone  or  fax,  (606)  581  - 
5205. 

PHYSICIAN  PRACTICE  OPPORTUNI- 
TIES - Statewide/nationwide/world- 
wide. All  specialties,  group/solo, 
varied  income  arrangements. 
Contact  Larson  & Trent  Associates, 
Box  1.  Sumner,  IL  62466-0001.  Tele- 
phone: (618)  936-2662,  936-2970  or 
(800)  352-6226. 

BOARD-CERTIFIED  FP/INTERNIST: 

Join  a two-physician  group  in  west 
central  Indiana.  Work  in  a full- 
service  clinic  with  x-ray,  lab,  EKG, 
pharmacy  and  minor  surgery  facili- 
ties. Three  metro  areas  within  40 
minutes.  Three  state  parks,  two 
lakes  and  many  other  outdoor 
paradises  within  15  minutes.  Two 
satellite  clinics  and  hospital  within 
15  minutes.  The  cost  of  living  is  low 
with  a high  patient-to-doctor  ratio. 
Package  includes  $120,000  guar- 
anteed in  the  first  year,  paid  over- 
head, retirement  benefits,  tempo- 
rary housing,  four  weeks  vacation 
and  a wonderful  staff  to  work  with. 
Contact  P.  A.  Swaim,  Parke  Clinic, 
P.O.  Box  185,  Rockville,  IN  47872, 
(317)  569-6236. 


PEDIATRICIAN,  BC,  OR  PEDIATRI- 
CIAN-INTENSIVIST  to  join  general 
pediatrician  and  neonatologist- 
pediatrician  in  northwest  Indiana. 
Superior  schools  and  community, 
many  recreational  opportunities, 
50  miles  from  Chicago.  Six  weeks 
per  year  PGE  and  vacation.  Early 
full  partnership.  Send  CV  and 
cover  letter  to  Drs.  Covey  and 
Marquez,  South  Ridge  Pediatric 
Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Valparaiso,  IN 
46383. 


OB/GYN,  INTERNAL  MEDICINE, 

FAMILY  PRACTICE  - Strelcheck  & 
Associates,  Inc.,  currently  repre- 
sents family  practice  positions  in 
Illinois,  Kansas,  Nebraska,  Ohio, 

Texas  and  Wisconsin  - some  near 
the  Minnesota  border;  internal 
medicine  positions  in  Wisconsin; 
ob/gyn  positions  in  southeastern 
Wisconsin.  We  would  be  happy  to 
provide  you  with  further  informa- 
tion. Please  call  toll-free,  1-800- 
243-4353,  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 

10624  N.  Port  Washington  Road, 

Mequon,  Wl  53092.  e 

. E 

DERMATOLOGY,  GASTROENTEROL- 
OGY, NEUROSURGERY,  OCCUPA- 
TIONAL MEDICINE,  ONCOLOGY, 
ORTHOPAEDICS,  ORTHOPAEDICS- 
HAND,  UROLOGY  - Strelcheck  & 
Associates,  Inc.,  an  extension  of 
our  clients'  recruiting  departments, 
has  positions  available  in  Wisconsin 
and  Michigan.  We  would  be 
happy  to  provide  you  with  further 
information.  Please  call  1-800-243- 
4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 

10624  N.  Port  Washington  Road, 

Mequon,  Wl  53092. 


BLOOMINGTON,  INDIANA  - Ambu- 
latory care  center/ED.  Group 
seeks  full-time  physician  to  prac- 
tice in  two  ambulatory  care  cen- 
ters and  hospital  emergency  de- 
partment. Competitive  salary  and 
full  range  of  benefits.  Scenic 
southern  Indiana  area  includes  I.U., 
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Hoosier  National  Forest,  numerous 
lakes  and  exceptional  cultural 
opportunities.  Call  Ruth  Barrett  at 
(812)  332-3443  and  send  CV  to 
3443  W.  3rd  St.,  Bloomington,  IN 
47404. 

SIOUX  CITY,  IOWA  - An  excellent 
position  is  available  for  a BC/BE 
family  practice  physician  in  a new 
community  health  center.  A full 
range  of  family  practice  medicine 
is  needed  in  a community  that  is 
very  supportive  of  the  center. 

Sioux  City  is  a great  place  to  raise 
a family  and  has  excellent  public 
and  parochial  school  systems,  a 
community  college,  two  liberal  arts 
colleges,  a graduate  center,  two 
excellent  medical  centers,  a resi- 
dency training  program  (family 
practice),  etc.  the  center  offers  a 
competitive  compensation  and 
benefit  package,  paid  malprac- 
tice, etc.  For  more  information, 

Jeff  Hackeft,  Executive  Director, 
Siouxland  Community  Health  Cen- 
ter, 1 709  Pierce  St.,  Sioux  City,  IA 
51105,  (712)  252-2477. 

EMERGENCY  CARE  PHYSICIANS  - 

Expanding  emergency  medicine 
group  seeking  career-minded  phy- 
sicians for  multiple  Indiana  loca- 
tions. Twenty-year  history  without 
a lost  contract.  Hourly  compensa- 
tion based  on  training,  experience 
and  qualifications.  Excellent  ben- 
efits include  401  (k)  pension  plan; 
malpractice,  health,  life  and  dis- 
ability insurance;  CME  allowance; 
and  ACEP,  ISMA  and  hospital 
dues.  Will  consider  all  physicians 
with  emergency  medicine  experi- 


ence and  interest.  Contact  Jim 
Gardner,  M.D.,  Director,  Corporate 
Development,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Suite 
A.  Bloomington,  IN  47403,  (812) 
333-2731. 

IMMEDIATE  CARE  PHYSICIANS  - 

Expanding  immediate  care  group 
seeks  career-minded  primary  physi- 
cians for  multiple  Indianapolis  loca- 
tions. Corporation  is  physician- 
owned  and  operated  with  1 1 
years  of  experience  in  Indianapolis 
metropolitan  area.  Compensation 
based  on  training,  experience  and 
qualifications.  Excellent  benefits 
include  401  (k)  pension  plan;  mal- 
practice, health,  life  and  disability 
insurance;  CME  allowance;  and 
ACEP,  ISMA  and  county  dues.  Will 
consider  all  primary  medical  disci- 
plines with  interest  in  outpatient 
medicine.  Full-time  opportunities 
only.  Contact  Jim  Gardner,  M.D., 
Director,  Corporate  Development, 
Emergency  Care  Physicians,  640  S. 
Walker  St.,  Suite  A.  Bloomington,  IN 
47403,  (812)  333-2731. 

FAMILY  PRACTICE  opportunities 
available  in  Fort  Wayne,  Ind.  Prac- 
tice setting  extremely  flexible.  Solo 
or  group.  Salary  guarantee,  relo- 
cation and  other  expenses  paid. 

An  opportunity  to  practice  medi- 
cine and  leave  administrative  and 
billing  headaches  to  someone 
else.  For  complete  details,  con- 
tact our  physician  recruiting  officer 
at  (219)  489-2772,  ext.  415. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 


exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 

GENERAL  INTERNIST  - BC/BE.  To 
join  a busy  five-man  practice  with 
special  interest  in  hospital  intensive 
care,  plus  consultative  and  primary 
care  practice  in  the  Indianapolis 
area.  Will  offer  partnership.  Reply 
to  Box  19616,  Indianapolis,  IN 
46219. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct.,  Cincinnati,  OH  45244,  (513) 
231-0922. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  3645  S.  East  St.,  Indianapolis, 

IN  46227-1240,  (317)  783-7474.  □ 
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"I’m  practicing 
medicine  the  way  I 
think  it  should  be 
practiced,  sans  the 
paperwork  and 
administrative 
overload. 


Owen  Brodie, 
MD,  joined 
CompHealth  s 
locum  tenens 

- medical  stall  in 

[ I ^^JSSBSSBPWBI  1989,  after  21 

years  in  private 
practice.  Since 

then  he's  worked  in  temporary  assignments 
in  state  facilities,  tilled  in  for  attending  physicians, 
covered  tor  private  practitioners  across  the  country1. 

A pilot.  A historian.  A board-certified  psychiatrist. 
Southern  to  a fault.  Owen  Brodie  knows... 


It  s a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 


I -800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


( 

Mark  Your 
Calendars! 


Who:  ISMA  members 

What:  144th  annual  convention 

When:  Oct.  15-17 
Where:  Westin  Hotel  in 
downtown 
Indianapolis 

For  more  information: 

Call  Jane  Breeding,  convention 
coordinator,  (317)  633-7645. 

V 
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In  accepting  advertising  for  publication,  Indiana  medicine 
has  exercised  reasonable  precaution  to  ensure  that  only 
reputable,  factual  advertisements  are  included.  However, 
we  do  not  have  facilities  to  make  comprehensive  or  com- 
plete investigation,  and  the  claims  made  by  advertisers  in 
behalf  of  goods,  services,  medicinal  preparations,  apparatus 
or  physical  appliances  are  to  be  regarded  as  those  of  the 
advertisers  only.  Neither  sanction  nor  endorsement  of  such 
is  warranted,  stated  or  implied  by  the  association. 
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you  moving 


9 


t 


If  so,  please  send  change  of  address  to  the  Indiana  State 
Medical  Association,  Membership  Department,  322  Canal 
Walk,  Indianapolis,  IN  46202-3252,  at  least  six  weeks 


before  you  move. 

Name: 

Address: 

Citv: 

State:  Zip: 

County: 

Office  phone: 

Home  phone: 

IMPORTANT  - Attach  mail 

Indiana  medicine  here: 

ing  label  from  your  last  copy  of 
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Reference:  1.  Jones  PH.  et  al  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia  a dose- 
response  study.  Clin  Cardiol  1991:14  146-151 


PRAVACHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  (see  WARNINGS). 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lowering  drugs  during 
pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia  Cho- 
lesterol and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development  (including 
synthesis  of  steroids  and  cell  membranes)  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol  synthesis 
and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may  cause  fetal 
harm  when  administered  to  pregnant  women  Therefore,  HMG-CoA  reductase  inhibitors  are  contraindicated 
during  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  childbearing 
age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the  potential 
hazards,  it  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discontinued  and  the 
patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowering  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function  Increases  of  serum  transaminase  (ALT,  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been  reported 
in  1.3%  of  patients  treated  with  pravastatin  in  the  U S.  over  an  average  period  of  18  months  These  abnormalities 
were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration.  In  those  patients  in 
whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued  from  therapy,  the 
transaminase  levels  usually  fell  slowly  to  pretreatment  levels  These  biochemical  findings  are  usually  asymptomatic 
although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain  may  also  be  present  in 
rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e.g  . 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Uver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued  Persistence  of  significant  aminotransferase  elevations  following  discontinua- 
tion of  therapy  may  warrant  consideration  of  liver  biopsy 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS).  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history  of 
liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism)  Such 
patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and  titrated  to 
the  desired  therapeutic  effect 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphokmase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%)  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness. particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing  to 
the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major  sur- 
gery; trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  nsk  of  myopathy  during  treatment  with  lovastatm  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently  There  is  no  experience  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  trial  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined  use 
of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokmase  and  transaminase  levels  (see  ADVERSE  REACTIONS) 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin 

Homozygous  Familial  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Renal  Insufficiency  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying  degrees 
of  renal  impairment  (as  determined  by  creatinine  clearance)  No  effect  was  observed  on  the  pharmacokinetics  of 
pravastatin  or  its  3a-hydroxy  isomenc  metabolite  (SQ  31,906).  A small  increase  was  seen  in  mean  AUC  values  and 
half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31 ,945).  Given  this  small  sample  size,  the 
dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who  are  receiving 
pravastatin  should  be  closely  monitored 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or 
weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs,  Gemfibrozil,  Niacin  (Nicotinic  Acid),  Erythromycin  See  WARN- 
INGS Skeletal  Muscle. 

Antipynne  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizmg  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e.g.,  phenytoin,  qumidine)  metabolized  by  the  cyto- 
chrome  P450  system  will  occur 

Cholestyramine/ Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in  the 
mean  AUC  of  pravastatin  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after  choles- 
tyramine or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in  bio- 
availability  or  therapeutic  effect  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy ) 

Warlann  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered  Pravastatin  did  not 
alter  the  plasma  protein -binding  of  warfarin  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e  , no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfarin-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed 

Cimetidine  The  AUCo.^hr  f°r  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid 

Digoxm  In  a crossover  tnal  involving  18  healthy  male  subjects  given  pravastatin  and  digoxin  concurrently  lor 
9 days,  the  bioavailability  parameters  of  digoxm  were  not  affected  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31,906  and  SQ  31,945  was  not  altered 

Gemfibrozil . In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin  In  addition, 
there  was  a significant  increase  in  AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906  Combination 
therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended 

In  interaction  studies  with  aspmn,  antacids  |1  hour  prior  to  PRAVACHOL  (pravastatin  sodium)),  cimetidine. 
nicotinic  acid,  or  probucol,  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL 
was  administered 

Other  Drugs  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was  added 
to:  diuretics,  antihypertensives,  digitalis,  converting-enzyme  inhibitors,  calcium  channel  blockers,  beta-blockers, 
or  nitroglycerin. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results  of 
clinical  trials  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0  004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin.  However,  the  percentage  of  patients  showing  a ^50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre-menopausal  females  are  unknown. 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropnately  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e  g.,  ketoconazole.  spironolactone,  cim- 
etidine) that  may  dimmish  the  levels  or  activity  of  steroid  hormones 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear  cell 
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infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a dose 
that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40  mg/day 
Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class. 

A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (Wallerian  degeneration  of  reti- 
nogemculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day,  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity)  This  same  drug  also  produced  ves- 
tibulocochlear Wallenan-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  weeks  at 
180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10,  30,  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0.01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC 

The  oral  administration  of  10,  30,  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0 5 to  5 0 times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared  to 
controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected 

A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25. 100,  and  400  mg/kg  body 
weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15,  and  33  times  higher  than  the  mean  human 
serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Liver  carcinomas  were  significantly 
increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90  percent  in  males 
The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose  females  Drug  treatment 
also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high -dose  males  and  females  Adenomas 
of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high-dose  mice  than  in  controls 

No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat -liver  metabolic  activation,  in  the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coli.  a forward 
mutation  assay  in  L51 78Y  TK  + / - mouse  lymphoma  cells,  a chromosomal  aberration  test  in  hamster  cells,  and  a 
gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 

In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertility 
or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  there  was 
decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation)  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day.  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  observed 
Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy,  de- 
creased spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs  The  clinical  significance 
of  these  findings  is  unclear 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS 

Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter?).  However,  in  studies  with  another  HMG-CoA  reductase 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and  have 
been  informed  of  the  potential  hazards  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL,  it  should  be 
discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS) 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General  i 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient.  In  4 -month  long 
placebo-controlled  trials,  1 7%  of  pravastatin-treated  patients  and  1 2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistically  significant  In  long-term  studies,  the  most  common  reasons  for  discontinuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints  During  clinical  trials  the  overall 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 4 1 1 ) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Pam 

40 

3.4 

0 1 

0.0 

Dermatologic 

Rash 

4 0* 

1 1 

1 3 

09 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7 1 

29 

3.4 

Diarrhea 

62 

5.6 

20 

1 9 

Abdominal  Rain 

54 

69 

2.0 

3.9 

Constipation 

40 

7 1 

2.4 

5.1 

Flatulence 

3.3 

36 

2.7 

3.4 

Heartburn 

29 

1 9 

2.0 

0.7 

General 

Fatigue 

3.8 

34 

1 9 

1.0 

Chest  Pam 

37 

1 9 

0.3 

02 

Influenza 

2.4* 

0.7 

0.0 

0.0 

Musculoskeletal 

Localized  Pam 

100 

90 

1 4 

1 5 

Myalgia 

2 7 

1.0 

0.6 

0.0 

Nervous  System 

Headache 

62 

3.9 

1 7* 

0.2 

Dizziness 

33 

3.2 

1 0 

05 

Renal/Gemtourmary 

Urinary  Abnormality 

24 

2.9 

0.7 

1 2 

Respiratory 

Common  Cold 

7.0 

63 

0.0 

0.0 

Rhinitis 

4.0 

4 1 

0.1 

0.0 

Cough 

26 

1 7 

0 1 

0.0 

‘Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class: 

Skeletal  myopathy,  rhabdomyolysis 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  penpheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  included 
one  or  more  of  the  following  features  anaphylaxis,  angioedema,  lupus  erythematous-like  syndrome,  polymyalgia 
rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA,  ESR  increase, 
arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea,  toxic  epidermal 
necrolysis,  erythema  multiforme,  including  Stevens -Johnson  syndrome 
Gastrointestinal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction 
Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosinophilia  has  been  reported  Eosinophil  counts  usually  returned  to  normal  despite  contin- 
ued therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reductase  inhibitors. 
Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic acid,  probucol  and  gemfibrozil  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatin  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatin  or  pravastatin  alone  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  or  without 
acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  in  combination  with 
immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lowering  doses  of  nicotinic  acid  Concomitant  ther- 
apy with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended  (See  WARNINGS 
Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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Compensation  Act  for  Patients  (INCAP)? 

Does  your  policy  include  a "consent  to 
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enough  to  support  PICI. 
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YOCON* 

YOHIMBINE  HCI 


D#*srijrtto«:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
ioxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees 
Also  in  Rauwolfia  Serpentina  (l)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Mtac  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine.  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any , would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  m terms  of  Yohimbine  dosage, 
indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warnhi|:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.12  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.1'3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'k  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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contributions  are  accepted  for  exclusive  publication,  subject 
to  editorial  requirements.  Instructions  for  authors  available 
on  request. 

All  issues  since  1967  are  available  on  microfilm  from 
University  Microfilms  International,  300  N.  Zeeb  Road,  Ann 
Arbor,  MI  48106.  Indexed  in  Index  Medicus  and  Hospital 
Literature  Index. 

Advertising  rates  and  data  available  upon  request.  Indiana 
medicine  reserves  the  right  to  accept  or  reject  advertising. 
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EDUCATIONAL 

FUNDING 

ANALYSIS. 


If  you  've  ever  wondered  what  it  will  cost  to  send 
your  children  to  college,  you  should  have  an 
ISMA  educational  funding  analysis  completed. 
This  ISMA  membership  benefit  will  provide  you 
with  the  information  you  need  to  plan  for  the 
cost  of  your  children 's  education.  And,  it's 
available  to  members  at  no  additional  cost. 


For  more  information,  call  John  Mayer  at  1-800-442-ISMA 
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■stethoscope 


Budget  bill  repeals  Medicare 
new  physician  fee  disparity 


The  1993  budget  reconciliation  bill,  passed  by  Congress  in  August, 
repealed  the  Medicare  new  physician  fee  disparity  and  will  allow 
separate  reimbursement  for  interpreting  electrocardiograms  (EKGs). 
Physicians  in  their  first  four  years  of  practice,  formerly  reimbursed  at 
lower  rates  than  their  colleagues,  will  be  brought  up  to  par  Jan.  1, 
1994.  To  pay  for  separate  reimbursement  of  EKGs,  all  physicians 
will  receive  about  73  cents  less  for  office  evaluation  and  management 
services  and  about  $1.11  less  for  hospital  visits.  The  reimbursement 
for  interpretation  should  offset  those  cuts. 


1994  ISM  A dues  statements  to  All  actively  practicing  physicians  will  receive  their  1994  ISMA  dues 
be  mailed  in  October  statements  in  October.  There  will  be  no  increase  in  the  1994  ISMA 

dues. 


The  statement  will  reflect  the  dues  for  the  state,  county  and  district 
societies  and  the  AMA.  Optional  contributions  may  be  made  to  the 
Indiana  Medical  Political  Action  Committee  and  the  Indiana  Medical 
History  Museum.  The  ISMA  dues  will  remain  at  $385;  however,  the 
AMA  dues  will  reflect  a $20  increase,  as  approved  by  the  AMA 
House  of  Delegates  in  June.  The  new  AMA  membership  dues  for 
full  practicing  physicians  will  be  $420.  The  first-year  and  second- 
year  practice  rates  also  will  reflect  an  increase.  Resident  and  student 
rates  will  be  the  same.  If  you  have  dues  questions,  call  Debbie  Pierle 
at  the  ISMA,  (317)  261-2060  or  1-800-257-4762. 


AMA  issues  guidelines  for  Because  physicians  have  been  subject  to  increasing  pressure  to  self- 

asked  to  self-auerv  query  and  disclose  their  National  Practitioner  Data  Bank  reports  to 

unauthorized  entities,  the  AMA  has  developed  a sample  letter  for 
physicians  to  use  to  protect  confidentiality. 

The  AMA  also  recommends  that  physicians  request  the  following 
written  documentation  when  entities  such  as  preferred  provider  or- 
ganizations, managed  care  plans  or  medical  liability  insurers  ask  for 
data  bank  information: 

• That  the  requirement  that  the  physician  self-query  the  data  bank 
and  disclose  the  information  to  the  entity  is  in  compliance  with 
the  intent  and  statutory  protections  of  the  Health  Care  Quality 
Improvement  Act; 

• That  the  information  disclosed  to  the  entity  will  be  protected 
from  further  disclosure  under  the  relevant  state  peer  review  im- 
munity statute(s); 

• That  the  information  will  be  used  only  for  and  maintained  only 
for  those  purposes,  such  as  quality  assurance  activities,  that  are 
protected  under  the  relevant  state  peer  review  immunity 
statute(s);  and 

• That  the  entity  will  protect  the  confidentiality  of  the  information 
to  the  fullest  extent  permitted  by  both  state  law  and  the  Health 
Care  Quality  Improvement  Act. 

For  a copy  of  the  sample  AMA  letter,  call  Toni  Settle  at  the  ISMA.  □ 


physicians 
data  bank 


368 


INDIANA  MEDICINE/September/October  199t  13; 


If  you  don’t  have  health 
insurance  coverage 
sponsored  by  the  ISMA  we’d 
like  to  show  you  what 
you’ve  been  missing  . . . 


< 


UO 


Five  different  plans,  with  various 
deductibles  and  levels  of  co-payments 

$2  million  lifetime  maximum  benefit 
per  person 

Excellent  DENTAL  Plan 

Favorable  Premiums  due  to  a large  pool 
of  insureds 

Flexible  Participation  Requirements 

Lifetime  Eligibility  for  ISMA  members , 
once  enrolled  in  the  plan 

Convenient  Claims  Service  with  Direct 
Access  through  WATS 


Available  through  the 

ISMA 

Insurance  Agency 


Indiana 

State 

Medical 


Association 


Call  your  local 

ISMA  Benefit  Representative 

(800)  442-ISMA 

322  Canal  Walk 
Indianapolis,  IN  46202-3252 
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■ letter  to  editor 


the  risk  of  sounding 
pretentious,  our  group  of  pediatri- 
cians wishes  to  share  with  you 
some  recent  changes  we  have 
made  that  impact  the  immuniza- 
tion of  children  and  Medicaid. 
Because  of  the  recent  significant 
decrease  in  the  cost  of  the  DPT 
vaccine,  these  savings  are  being 
passed  on  to  our  patients.  With 
the  approval  of  Tetramune  DPT- 
HIB  combined  vaccine,  the  costs 
to  our  patients  have  once  again 
fallen  markedly. 

Obviously,  Medicaid  is 


pleased  with  the  savings,  but 
more  importantly,  when  we  as 
physicians  make  immunizations 
more  affordable  and  thereby  more 
accessible,  our  children  benefit. 

The  Committee  on  Infectious 
Diseases  of  the  American  Acad- 
emy of  Pediatrics  and  the  Immu- 
nization Practices  Advisory  Com- 
mittee both  advocate  the  complete 
immunization  of  all  children  by  2 
years  of  age.  Indiana  hopes  to 
achieve  a 90%  age-appropriate 
immunization  rate  in  2-year-olds 
by  2000.  This  is  not  a burden  that 
can  be  borne  solely  by  the  Indiana 


Department  of  Health.  It  will  take 
all  of  us  doing  what  we  can  to 
overcome  missed  immunization 
opportunities  and  barriers  to  vac- 
cination to  make  this  goal  a real- 
ity. We  hope  all  physicians  in 
Indiana  continue  to  consider  the 
parts  they  can  play.  □ 

Susan  L.  Bishop,  M.D. 

Thomas  E.  Ludwig,  M.D. 

Alice  C.  Harrington,  M.D., 

Jeffrey  E.  Miller,  M.D. 

John  R.  Poncher,  M.D. 


The  Principal  Edge  ® 
good  for  you  ...  good  for  your  business! 


We  can  offer  you  and  your  business  complete,  individualized  service 
in  business  and  personal  needs  analysis,  employee  benefits,  retire- 
ment analysis,  life,  disability  income  and  much,  much  more. 

Get  financial  products  that  give  you  an  edge  ...  The  Principal  Edge. 
Call  today  for  more  information. 


Anthony  F.  Khal,  CFP 

11555  N.  Meridian  St  #300 


Principal  Mutual 

Life  Insurance  Company 

(The  Principal ' ) 

Des  Moines,  Iowa  50392-0001 


Financial  products  that  give  you  an  edge.™ 


H&a 
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Indiana 

State 

Medical  ^ 
Association 


OBJECTIVE 

FINANCIAL 

CONSULTATION. 


With  the  financial  changes  that  are  occurring  in  the  medical 
community,  it  has  become  even  more  important  to  have  your 
financial  situation  objectively  reviewed. 

ISMA  has  developed  a program  that  ensures  the  information 
and  advice  you  receive  is  relevant  to  your  unique  financial 
situation. 

This  ISMA  membership  benefit,  available  at  no  additional 
cost,  will  help  you  maximize  your  earning  capabilities  both 
now  and  after  health  care  reform. 


For  more 


information,  call  John  Mayer  at 


1 -800-442-ISM  A 


■editorial 

All  ISMA  members  invited  to  attend  health  reform  forum 


William  H.  Beeson,  M.D. 

ISMA  President 

The  letter  arrived  at  the 
Indiana  State  Medical  Association 
headquarters  handwritten  on 
lined  notebook  paper:  "I  am  in 
need  of  a doctor  for  my  husband, 
three  children  and  myself.  My 
problem  is  that  I don't  have  any 
medical  insurance,  and  I cannot 
afford  health  care." 

As  practicing  physicians,  we 
are  approached  often  by  people 
with  a similar  dilemma  over  ac- 
cess to  medical  care.  Indeed,  ac- 
cess to  care  and  increasing  medi- 
cal costs  are  the  catalysts  that 
prompted  the  health  care  debate 
now  underway. 

Still  unclear  is  exactly  how 
this  woman  and  millions  of  other 
Americans  will  receive  care  under 
a revamped  health  care  system  of 
theories  that  are  largely  untested. 
For  physicians,  the  questions  re- 
main: Will  I be  able  to  provide 
quality  care  in  a system  that  em- 
phasizes cost  containment?  Will 
patients  have  the  freedom  to 
choose  their  own  physicians? 

Will  physicians  be  free  to  deter- 
mine the  practice  arrangement 
they  prefer? 

The  ISMA  hopes  to  shed  some 
light  on  those  and  other  questions 
about  national  health  system  re- 
form when  the  ISMA  Annual 
Meeting  convenes  Oct.  15-17  in 
Indianapolis.  During  the  conven- 
tion, the  ISMA  will  unveil  its  own 


health  system  reform  proposal  for 
consideration  by  the  House  of 
Delegates,  which  meets  Friday, 
Oct.  15.  On  Saturday,  Oct.  16,  the 
ISMA  has  invited  both  state  and 
national  health  care  planners  and 
strategists  to  present  a panel  dis- 
cussion titled  "The  Road  to  Health 
System  Reform." 

The  panel  will  begin  at  10 
a.m.  and  will  provide  commen- 
tary from  Lynn  Etheredge,  one  of 
the  architects  of  managed  compe- 
tition, the  concept  expected  to  be 
contained  in  the  Clinton  health 
proposal.  Etheredge  is  an  inde- 
pendent consultant  who  served  in 
the  federal  Office  of  Management 
& Budget  during  four  administra- 
tions, working  on  Medicare,  Med- 
icaid and  national  health  insur- 
ance in  the  1970s. 

He'll  be  joined  by  James 
Todd,  M.D.,  executive  vice  presi- 
dent of  the  AMA.  Dr.  Todd  will 
compare  and  contrast  the  Clinton 
proposal  to  the  AMA's  Health 
Access  America  plan. 

Also  participating  will  be 
Myra  Selby,  director  of  health  care 
policy  for  the  state  of  Indiana,  and 
David  Weinschrott,  a research 
fellow  at  Hudson  Institute  in  In- 
dianapolis and  author  of  a report 
titled  "The  Curable  Crisis:  Re- 
thinking America's  Health  Care 
Priorities." 

Others  invited  include  Uwe 
Reinhardt,  Princeton  professor 
and  member  of  the  Physician  Pay- 
ment Review  Commission,  and 
Howard  Dean,  M.D.,  governor  of 


Vermont  and  chairman  of  the 
Health  Subcommittee  of  the  Na- 
tional Governor's  Association. 

From  the  local  front,  Ian 
Rolland,  chairman  of  Lincoln  Na- 
tional Corp.  and  the  Health  Insur- 
ance Association  of  America,  also 
has  been  invited  to  participate. 

Following  opening  statements, 
the  panelists  will  take  questions 
from  the  audience.  In  addition  to 
all  ISMA  members,  we  have  in- 
vited representatives  from  state 
government,  including  Indiana's 
legislators,  and  representatives 
from  labor,  business  and  seniors 
groups. 

While  we  discuss  the  impact 
of  health  system  reform  on  prac- 
ticing physicians,  we  can't  over- 
look how  it  will  affect  our  pa- 
tients. A reactor  panel  of  repre- 
sentatives of  various  consumer 
groups  will  meet  from  3 p.m.  to  5 
p.m.  Saturday  to  respond  to  com- 
ments made  during  the  morning 
session.  They  will  be  joined  by 
representatives  of  the  ISMA. 

This  is  the  first  time  in  many 
years  that  the  ISMA  has  hosted 
forums  such  as  these.  An  under- 
standing of  what  may  evolve  in 
our  health  care  system  is  critical 
to  decisions  that  doctors  practic- 
ing in  Indiana  will  make.  It  is 
also  critical  to  the  wife  and 
mother  who  is  seeking  medical 
care  for  her  uninsured  family. 
Whether  you  are  a convention 
delegate  or  not,  I invite  you  to  be 
present  and  participate  in  this 
important  activity.  □ 
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Discover  The  Elegance 
Of  A Hybrid 


Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy. 
Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 
For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 


At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  vaseretic' 
(Enalapril  Maleate-Hydrochlorothiazide) 
should  be  discontinued  as  soon  as  possible 
See  WARNINGS,  Fetal/Neonatal  Morbidity 
and  Mortality. 


C'Oy 


TABLETS 

VASERETIC 

(ENALAPRIL  MALEATE-HYDROCHLOROTH1AZIDE) 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapnl  Maleate-Hydrochlorotniazide)  should  be  discontinued  as  soon 
as  possible.  See  WARNINGS,  Fetal/Neonatal  Morbidity  and  Mortality. 


10 

mg 


25 

mg 


treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  m edematous  patients  in  hot  weather; 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt 
except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual 
salt  depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuncemia  may  occur  or  frank  gout  may  Be  precipitated  in  certain 
patients  receivu 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor  Because  of  the  hydrochlorothiazide  compo- 
nent, thus  product  is  contraindicated  in  patients  with  anuria  or  hypersensitiv  - 
ity toother  sulfonamide-denved  drugs. 

WARNINGS:  General,  Enalapnl  Maleate;  Hypotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence of  enalapnl  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis 

Syncope  has  been  reported  in  1.3  percent  of  patients  receiving 
VASERETIC  In  patients  receiving  enalapnl  alone,  the  incidence  of  syncope 
is  0.5  percent  The  overall  incidence  of  syncope  may  be  reduced  by  proper 
titration  of  the  individual  components.  (See  PRECAUTIONS,  Drug 
Interaction s.  and  ADVERSE  REACTIONS ) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associated  with  ofiguna  and/or  progressive  azotemia,  and  rarely  with  acute 
renal  failure  and/or  death.  Because  of  the  potential  fall  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion. Such  patients  snould  be  followed  closely  for  the  first  two  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident. 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary,  receive  an  intravenous  infusion  of  normal  saline  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty'  once  the  blood  pressure  has  increased 
after  volume  expansion. 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapnl  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropnate  therapy  and  monitoring  should  be 
provided  until  complete  and  sustained  resolution  of  signs  and  symptoms  has 
occurred  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  m relieving  symptoms  Angioedema  associated  with  laryn- 
geal edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e.g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS.) 

Patents  with  a history  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
may  be  at  increased  nsk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

Neutropenia/Agranulocytosis:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  bone  mar- 
row' depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  if  they  also  have  a collagen  vascu- 
lar disease  Available  data  from  clinical  tnals  of  enalapnl  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates 
Marketing  expenence  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  wmch  a causal  relationship  to  enalapril  cannot  be  excluded 
Penodic  monitoring  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal 
disease  In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function. 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma! 

Tne  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported. 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drue;  Interactions,  Enalapnl  Maleate  and  Hydrochlorothiazide). 

Pregnancy;  bialapnl-Hydrochlorothiazide : There  was  no  teratogenicity'  in  rats 
given  up  to  90  mg/kg/day  of  enalapril  (150  times  the  maximum  human 
dose)  in  combination  with  10  mg/kg/day  of  hydrochlorothiazide  (2  '/:  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/dav  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/dav  of  hydrochlorothiazide  (2  >/:  times  the  maximum  human  dose) 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species  No  fetotoxicity  occurred  at  lower  doses;  30/10 
mg/kg/day  of  enafapnl-hydrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enalapnl-hydrochlorothlazide  in  mice. 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus  When 
pregnanev  is  detected,  VASERETIC  should  be  discontinued  as  soon  as  possi- 
ble (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality,  below.) 
Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality . ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women.  Several  dozen  cases  nave  been  reported  in  the  world  literature 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of  preg- 
nancy has  been  associated  with  fetal  and  neonatal  injury,  including  hypoten- 
sion, neonatal  skull  hvpoplasia,  anuna,  reversible  or  irreversible  renal  failure, 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematurity,  intrauterine  growth  retardation, 
ana  patent  ductus  artenosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester  Mothers 
whose  embryos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  tnmester  should  be  so  informed  Nonetheless,  when  patients  become 
pregnanLphysicians  should  make  every  effort  to  discontinue  the  use  of 
V AbERETIC  as  soon  as  possible 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 


iving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycemic 
agents  may  be  required.  Hyperglycemia  may  occur  with  thiazide  diuretics. 
Thus  latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsym- 
pathectomy patient 

If  progressiv  e renal  impairment  becomes  evident  consider  withholding  or 
discontinuing  diuretic  therapy 

Thiazides  nave  been  shown  to  increase  the  urinary  excretion  of  magne- 
sium, this  may  result  in  hypomagnesemia. 

Thiazides  may  decrease  urinary'  calcium  excretion.  Thiazides  may  cause 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  known 
disorders  of  calcium  metabolism.  Marked  hypercalcemia  may  be  evidence  of 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car- 
rying out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  tnglycende  levels  may  be  associated  with  thi- 
azide diuretic  therapy 

Information  for  Patients,  Angioedema:  Angioedema,  including  laryngeal  edema, 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  be 
so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted 
with  the  prescnbmg  physician 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  espe- 
cially during  the  first  few  days  of  therapy.  If  actual  syncope  occurs,  the 
patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted 
with  the  prescnbmg  physician 

All  patients  should  Be  cautioned  that  excessive  perspiration  and  dehydra- 
tion may  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  in 
fluid  volume  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea 
may  also  lead  to  a fall  in  blood  pressure,  patients  should  be  advised  to  con- 
sult with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing 
potassium  without  consulting  their  physician. 

Neutropenia:  Patients  should  be  told  to  report  promptly  any  indication  of 
infection  (e.g.,  sore  throat,  fever)  which  may  oe  a sign  of  neutropenia 

Pregnancy:  Female  patients  of  childbearing  age  should  be  told  about  the 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  and 
they  snould  also  be  told  that  these  consequences  do  not  appear  to  have 
resulted  from  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  to 
the  first  tnmester.  These  patients  should  be  asked  to  report  pregnancies  to 
theirphysicians  as  soon  as  possible 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated 
with  VASERETIC  is  warranted.  This  information  is  intended  to  aid  in  the 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible 
adverse  or  intended  effects. 

Dnig  Interactions ; Enalapnl  Maleate;  Hypotension— Patients  on  Diuretic  Therapy: 
Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was 
recently  instituted,  may  occasionally  experience  an  excessive  reduction  of 
blood  pressure  after  initiation  of  therapy  with  enalapril.  The  possibility  of 
hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing 
the  diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with 
enalapril.  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  supervi- 
sion for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least 
an  additional  hour.  (See  WARNINGS.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  enalapril  is 
augmented  by  antihypertensive  agents  that  cause  renin  release  (e.g.,  diuret- 
ics). 

Other  Cardiovascular  Agents.  Enalapnl  has  been  used  concomitantly  with 
beta  adrenergic-blocking  agents,  methyldopa,  nitrates,  calcium-blocking 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significant 
adverse  interactions. 

Agents  Increasing  Serum  Potassium  Enalapril  attenuates  diuretic-induced 
potassium  loss.  Potassium-sparing  diuretics  (e.g.,  spironolactone,  tri- 
amterene, or  amiloride),  potassium  supplements,  or  potassium-containing 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium. 
Therefore,  if  concomitant  use  of  these  agents  is  indicated  because  of  demon- 
strated hypokalemia  they  should  be  used  with  caution  and  with  frequent 
monitoring  of  serum  potassium. 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  including 
ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patients 
receiving  concomitant  enalapnl  and  lithium  and  were  reversible  upon  disr 
continuation  of  both  drugs.  It  is  recommended  that  serum  lithium  levels  be 
monitored  frequently  if  enalapnl  is  administered  concomitantly  with  lithium. 
Hydrochlorothiazide;  When  administered  concurrently  the  following  drugs 
may  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypotension 
may  occur. 

Antidiabetic  drugs  (oral  agents  and  insulin)— dosage  adjustment  of  the 
anhdiabebc  drug  may  be  required 

Other  antihypertensive  drugs— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resms— Cholestyramine  and  colestipol  resins 
bind  the  hydrochlorothiazide  and  reduce  its  absorption  from  the  gastroin- 
testinal tract  by  up  to  85  and  43  percent,  respectively.  Thiazides  may  be 
administered  two  to  four  hours  before  the  resin  when  the  two  drugs  are  used 
concomitantly. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particularly 
hvpokalemia. 

Pressor  amines  (e.g , norepmephnne)— possible  decreased  response  to  pres- 
sor amines  but  not  sufficient  to  preclude  their  use 

Skeletal  muscle  relaxants,  nondepolarizing  (e.g.,  tubocurarine)— possible 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium— should  not  generally  be  given  with  diuretics  Diuretic  agents 
reduce  the  renal  clearance  of  lithium  and  add  a high  nsk  of  lithium  toxicity. 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  suen 
preparations  with  VASERETIC 

Non-steroidal  Anti-inflammatory  Drugs— In  some  patients,  the  administration 
of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natriuretic, 
and  antihvpertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretics. 
Therefore!  when  VASERETIC  and  non-steroidal  anti-inflammatory  agents  are 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  the 
desired  effect  of  the  diuretic  is  obtained. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility.  Enalapnl  in  combination 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  muta- 
gen test  with  or  without  metabolic  activation  Enalapnl-hydrochlorothiazide 
did  not  produce  DNA  single  strand  breaks  in  an  m vitro  alkaline  elution 
assay  in  rat  hepatocytes  or  chromosomal  aberrations  in  an  in  vivo  mouse 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  appnsed  of  the  potential  hazards  to  their  fetuses,  and  senal  ultra- 
sound examinations  should  be  performed  to  assess  the  intraamniotic  envi- 
ronment 

If  oligohydramnios  is  observed,  VASERETIC'  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and  physicians 
should  be  aware,  however,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury 

Infants  with  histories  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
occurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hvpotension  and/or  substituting  for  disordered  renal  function. 
Enalapnl,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  may 
be  removed  by  exchange  transfusion,  although  there  is  no  expenence  with 
the  latter  procedure. 

No  teratogenic  effects  of  enalapnl  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose 
Hydrochlorothiazide;  Teratogenic  Effects:  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/dav  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5.  6 mg/kg/day  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  fertility  or  produce  Birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placental  bamer  and  appear  in  cord  blood 

Nonteratogenic  Effects:  These  may  include  fetal  or  neonatal  jaundice,  throm- 
bocytopenia, and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult. 

PRECAUTIONS:  General,  Enalapril  Maleate,  Impaired  Renal  Function  As  a con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  m 
renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  may  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system/treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapnl,  may  be  associ- 
ated with  oliguna  ana /or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and /or  death. 

In  clinical  studies  m hypertensive  patients  with  unilateral  or  bilateral  renal 
artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients.  These  increases  were  almost  always 
reversible  upon  discontinuation  of  enalapnl  and/or  diuretic  therapy  In  such 
patients  renal  function  should  be  monitored  dunng  the  first  few  weeks  of 
therapy. 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapnl  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment.  Dosage  reduction  of  enalapnl 
and/or  discontinuation  of  the  diuretic  may  be  required 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e.g , AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihypertensive  agent. 

Hyperkalemia  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als heated  with  enalapril  alone  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discontinuation  of  therapy  in  0.28  percent  of  hypertensive  patients. 
Hvperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  heat- 
ed with  enalapnl  plus  hydrochlorothiazide  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-spanng  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  usea  cautiously,  if  at 
all,  with  enalapnl  (See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy.  ACE  innibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough 

Surgery /Anesthesia.  In  patients  undergoing  major  surgery  or  during  anes- 
thesia' with  agents  that  produce  hypotension,  enalapril  mav  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion 

Hydrochlorothiazide  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropnate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia  Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguna,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  bnsk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  therapy.  Interference  with  adequate 
oral  electrolyte  intake  will  also  contnoute  to  hypokalemia  Hypokalemia  may 
cause  cardiac  arrhythmia  and  may  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e.g.,  increased  ventncular  irritabili- 
ty). Because  enalapnl  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapnl  attenuates  the  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium) 

Although  any  cnloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chlonde  replacement  may  be  required  in  the 

* Registered  trademark  of  Hospal  Ltd 


Vaseretic  is  a registered  trademark  of  Merck  & Co.,  Inc. 


Manufactured  by  Merck  & Co.,  Inc. 


© 1993  DuPont  Pharma 


Printed  in  USA 


bone  marrow  assav 

Enalapnl  Maleate:  There  was  no  evidence  of  a tumongenic  effect  when  enalapnl  was  administered  for 
106  weeks  to  rats  at  doses  up  to  90  mg/kg/dav  (150  times*  the  maximum  daily  human  dose).  Enalapnl 
has  also  been  administered  for  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/dav, 
respectively,  (150  and  300  times*  the  maximum  daily  dose  for  humans)  and  showed  no  evidence  of  car- 
cinogenicity 

Neither  enalapnl  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  activation.  Enalapnl  was  also  negative  in  the  following  genotoxicity  studies 
rec-assay,  reverse  mutation  assay  with  E coll,  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  vivo  cytogemc  study  using  mouse  bone  marrow 

There  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to  90  mg/kg/dav  of  enalapnl. 

H yd  riwiloro  thiazide:  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hydrochlorothiazide  in  female  mice  (at  doses  of  up  to  approximately  600  mg/kg/cfay)  or  in  male  and 
female  rats  (at  doses  of  up  to  approximately  100  mg/kg/aay).  The  NTP,  however,  found  equivocal  evi- 
dence for  hepatocarcinogemcity  in  male  mice 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assay  of  Salmonella 
tmiliiiniiriiiin  strains  TA  98,  TA  100,  TA  1535,  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  Ovary 
((.HO)  test  for  chromosomal  aberrations,  or  in  vivo  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Drosophila  sex-linked  recessive  lethal  trait  gene. 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (dastogemcity) 
and  in  the  Mouse  Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations  of  hydrochlorothiazide 
from  43  to  1300  pg/mL,  and  in  the  Aspergillus  nidulans  "non-disjunction  assay  at  an  unspecified  concen- 
tration. 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility  of  mice  and  rats  of  either  sex  in  studies 
wherein  these  species  were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 mg/kg,  respectively, 
prior  to  conception  and  throughout  gestation 

Pregnancy;  Pregnancy  Categories  C (first  trimester)  and  D (second  and  third  trimesters).  See  WARNINGS, 
Pregnancy,  Enalapnl  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality. 

Nursing  Mothers  Enalapnl  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts.  Thiazides  do 
appear  in  human  milk  Because  of  the  potential  for  senous  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  year  or  more  In  clinical  tnals  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed.  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapnl  or 
hydrochlorothiazide. 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (8.6  percent), 
headache  (5.5  percent),  fatigue  (3.9  percent)  and  cough  (3.5  percent)  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  tnals  were  muscle 
cramps  (2.7  percent),  nausea  (2.5percent),  asthenia  (2.4  percent),  orthostatic  effects  (2.3  percent),  impo- 
tence (2.2  percent),  and  diarrhea  (ll  percent) 

Clinical  adverse  expenences  occurring  in  0.5  to  2.0  percent  of  patients  in  controlled  tnals  included  Body 
As  A Whole  Svncope,  chest  pain,  abdominal  pain,  Cardiovascular:  Orthostatic  hypotension,  palpitation, 
tachycardia;  Digestive:  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  moutn,  Nenms/Psychiatnc: 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo;  Skin  Pruntus,  rash;  Other:  Dyspnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  unnary  tract  infection 

Angioedema:  Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent). 
Angioedema  associated  with  laryngeal  edema  mav  be  fatal.  If  angioedema  of  the  face,  extremities,  lips, 
tongue,  glottis  and/or  larynx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
ate tnerapy  instituted  immediately.  (See  WARNINGS.) 

Hypotension  In  clinical  tnals,  adverse  effects  relating  to  hypotension  occurred  as  follows:  hypotension 
(0.9  percent),  orthostatic  hypotension  (1.5  percent),  other  orthostatic  effects  (2.3  percent)  In  addition  syn- 
cope occurred  in  1.3  percent  of  patients.  (See  WARNINGS.) 

Cough:  See  PRECAUTIONS,  Cough 

Clinical  Laboratory  Test  Findings;  Serum  Electrolytes:  See  PRECAUTIONS. 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  tnals  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy',  were  observed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASERETIC.  More  marked  increases  nave  been 
reported  in  other  enalapnl  expenence  Increases  are  more  likely  to  occur  in  patients  with  renal  artery 
stenosis.  (See  PRECAUTIONS ) 

Serum  Uric  Acid,  Glucose.  Magnesium,  and  Calcium  See  PRECAUTIONS. 

Hemoglobin  and  Hematocrit':  Small  decreases  in  hemoelobin  and  hematocrit  (mean  decreases  of 
approximately  0 3 g percent  and  1.0  vol  percent,  respectively)  occur  frequently  in  hypertensive  patients 
treated  with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  tnals,  less  than  01  percent  of  patients  discontinued  therapy  due  to  anemia 

Liver  Function  Tests  Rarely,  elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and, 
within  each  category,  are  in  order  of  decreasing  severity 

Enalapnl  Maleate—  Enalapnl  has  been  evaluated  for  safety  in  more  than  10,000  patients  In  clinical  trials 
adverse  reactions  which  occurred  with  enalapnl  were  also  seen  with  VASERETIC.  However,  since 
enalapnl  has  been  marketed,  the  following  adverse  reactions  have  been  reported  Body  As  A Whole 
Anaphylactoid  reactions  (see  PRECAUTIONS,  Hemodialysis  Patients);  Cardiovascular  Cardiac  arrest, 
myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in  high  nsk 
patients  (see  WARNINGS,  Hypotension);  pulmonary  embolism  and  infarction;  pulmonary  edema;  rhythm 
disturbances  including  atnal  tachycardia  and  bradycardia;  atnal  fibrillation,  hypotension,  angina  pectoris; 
Digestne:  Ileus,  pancreatitis,  hepatic  failure,  hepatitis  (hepatocellular  (proven  on  rechallenge]  or  cholestatic 
jaundice),  melena,  anorexia,  glossitis,  stomatitis,  dry  mouth,  Hematologic  Rare  cases  of  neutropenia,  throm- 
bocytopenia and  bone  marrow  depression,  a few  cases  of  hemolysis  in  patients  with  G-6-PD  deficiency 
have  been  reported  in  which  a causal  relationship  to  enalapnl  cannot  be  excluded.  Nervous 
System/Psychiatnc:  Depression,  confusion,  ataxia,  peripheral  neuropathy  (e  g.,  paresthesia,  dysesthesia), 
Urogenital  Renal  failure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomastia, 
Respirator}/:  Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrnea,  sore  throat  and 
hoarseness,  asthma,  upper  respiratory  infection;  Skin  Exfoliative  dermatitis,  toxic  epidermal  necrolysis, 
Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multiforme,  urticaria,  alopecia,  Hushing,  photosensi- 
tivity, Special  Senses:  Blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry  eyes,  tearing 

Miscellaneous:  A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia/arthntis,  myalgia,  fever,  serositis,  vasculitis,  leukocytosis, 
eosin’ophilia,  photosensitivity,  rash  and  other  dermatologic  manifestations. 

Fetal/Neonatal  Morbidity  and  Mortality  See  WARNINGS,  Pregnancy.  Enalapnl  Maleate.  Fetal/Neonatal 
Morbidity  and  Mortality 

Hydrochlorothiazide— Body  as  a Whole  Weakness;  Digestin'  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  cramping  gastnc  irritation,  anorexia;  Hematologic:  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocytopenia;  Hypersensitivity:  Purpura,  photosensitivity,  urticaria, 
necrotizing  angiitis  (vasculitis  and  cutaneous  vasculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions,  Musculoskeletal  Muscle  spasm.  Nervous  System/Psychiatnc: 
Restlessness,  Renal:  Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see  WARNINGS);  Skin:  Erythema 
muJtiforme  including  Stevens-Johnson  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  necrolv- 
sis,  alopecia;  Special  Senses  Transient  blurred  vision,  xanthopsia 

* Based  on  patient  weight  of  50  kg. 

For  more  detailed  information,  consult  your  DuPont  Pharma  Represen t at ii>e or  see  Prescribing  Information 
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■editorial 


The  positive  side  of  health  care  spending 


Adele  Lash 

ISMA  Communications  Director 


T he  Clinton  health  reform 
proposal  is  expected  to  be  re- 
leased in  mid-September.  As  the 
suspense  builds  about  just  what 
the  proposal  will  include,  the 
medical  profession  and  the  public 
read  or  hear  daily  rehashes  of 
“the  facts"  about  health  reform 
and  why  we  need  it.  Even  now, 
“the  facts"  are  only  beginning  to 
seep  into  the  public  conscience, 
while  those  in  the  medical  profes- 
sion have  heard  them  for  several 
years. 

Every  news  article  or  editorial 
commentary  lists  the  reasons  we 
need  reform:  37  million  unin- 
sured Americans  and  inflating 
health  care  costs,  from  9%  of  the 
gross  national  product  in  1980  to 
an  anticipated  14%  this  year. 

With  each  article,  we  read  why 
costs  have  risen  so  dramatically: 
inflation;  the  aging  population; 
technology;  professional  liability; 
defensive  medicine;  lifestyles; 
violence;  administrative  red  tape; 
and  greed.  The  list  appears  in 
every  story  followed  closely  by 
the  proposed  panaceas:  managed 
competition;  managed  care;  global 
budgets;  price  controls;  insurance 
reform;  the  single  payer  system; 
mandated  benefits;  health  IRAs, 
etc. 


Finally,  some  journalists  are 
talking  to  experts  who  are  turning 
the  story  around  and  saying, 
"Wait,  health  care  in  this  country 
is  big  business.  Let's  look  at  what 
it  adds  to  our  economy."  In  a 
recent  Business  Week  magazine. 
Economics  Editor  Christopher 
Farrell  says  that  amidst  all  the 
rhetoric  of  cost  containment,  glo- 
bal budgets  and  greedy  drug  com- 
panies "is  the  fact  that  rising 
health  care  spending  is  not  quite 
the  devil  it's  made  out  to  be." 

No  one  can  deny  that  in- 
creased spending  has  improved 
the  quality  of  life  and  created 
economic  growth,  says  Farrell. 

One  could  argue  that  health  care 
is  one  of  the  few  industries  that 
has  grown  during  the  recession  of 
the  last  few  years. 

Let's  face  it  - health  care  em- 
ploys nearly  10  million  workers. 
Farrell  says  during  the  current 
economic  recovery  the  health  care 
industry  has  generated  512,000 
new  jobs.  He  further  points  out 
that  nationally  44%  of  job  gains 
for  women  and  53%  for  blacks 
were  attributed  to  the  health  care 
field  between  1987  and  1992. 

When  one  considers  the  qual- 
ity of  life,  one  can't  deny  that 
Americans  are  living  longer, 
thanks  in  part  to  new  technologi- 
cal developments  that  are  also 
part  of  our  system.  Medical  re- 
search in  the  United  States  ac- 
counts for  half  of  all  research 


done  in  the  world.  The  biotech 
industry's  sales  are  expected  to 
rise  to  $50  billion  by  the  turn  of 
the  century,  up  from  $6  billion, 
according  to  Business  Week.  What 
proposed  cost  containment  mea- 
sures do  to  this  side  of  the  health 
system  is  anybody's  guess. 

There's  also  an  argument  now 
gaining  attention  that  our  health 
care  cost  crisis  would  not  be  as 
extreme  if  productivity  levels  had 
maintained  the  rate  they  achieved 
before  1973.  Since  then,  annual 
productivity  has  increased  at 
about  1%  annually.  Previously, 
the  annual  growth  rate  was  2.5%. 

The  argument  that  we  can  no 
longer  afford  to  spend  so  much  of 
our  gross  domestic  product  for 
health  care  would  not  be  valid  if 
productivity  and,  therefore,  in- 
comes, had  kept  pace  at  pre-1973 
levels.  With  an  economic  upturn, 
the  argument  goes,  some  of  the 
cost  crisis  of  health  care  will  rec- 
tify itself. 

Whether  it's  too  late  for  the 
positive  arguments  about  our 
health  system  to  influence  the 
changes  that  are  ahead  remains  to 
be  seen.  At  any  rate,  both  sides  of 
the  story  need  to  be  told.  We  do 
have  some  inequities  in  our  health 
system,  including  perverse  incen- 
tives that  must  be  addressed,  but 
we  must  be  certain  that  reforms 
don't  destroy  the  strengths  of  the 
system  we  have.  □ 
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■commentary 

New  guidelines  for  treating  major  depression 


Andrew  Morrison,  M.D. 
Indianapolis 

F ortunately,  our  society  is 
finally  beginning  to  give  depres- 
sive disorders  the  attention  they 
so  direly  need.  Why  is  the  need 
so  dire?  National  Institute  of 
Mental  Health  (NIMH)  epidemio- 
logical studies  indicate  that  the 
likelihood  of  a man  experiencing  a 
depressive  disorder  at  least  once 
in  his  life  is  10%,  and  the  odds  are 
25%  for  a woman.  Left  untreated, 
the  pain  and  misery  these  people 
endure  is  inhumane,  and  15%  of 
them  kill  themselves.  When 
treated,  80%  to  90%  of  these 
people  respond,  a better  success 
rate  than  such  commonly  ac- 
cepted treatments  as  angioplasty 
and  atherectomy.  NIMH  studies 
show  that  two  out  of  every  three 
cases  of  a depressive  disorder  go 
untreated. 

This  year,  the  National  Mental 
Health  Association's  campaign  to 
increase  the  general  public's 
awareness  and  knowledge  of  de- 
pressive disorders  is  saturating 
the  United  States.  By  the  end  of 
the  year,  the  average  American 
will  have  been  exposed  11  times  - 
through  TV,  radio  and  print  ads  - 
to  the  three  main  prongs  of  the 
message.  Perhaps  you  have  seen 
or  heard  the  message  yourself. 

The  three  main  prongs  are:  clini- 
cal depression  is  a medical  illness; 
effective  treatments  are  available; 
and  see  a doctor  for  help. 

We  hope  access  to  treatment 
of  depressive  disorders  improves 
soon.  Not  only  will  more  Hoo- 
siers  be  recognizing  depressive 
disorders  when  they  or  a loved 
one  has  one,  their  access  to  treat- 
ment should  also  be  improved. 

For  years,  insurance  benefits  have 
discriminated  against  the  treat- 
ment of  depressive  disorders. 


They  were  anachronistically  con- 
ceptualized as  mental  not  physical 
illnesses.  As  we  all  know  now, 
there  is  no  "either-or"  to  it;  the 
mind-brain-body  trinity  is  an  en- 
tity whose  component  parts  over- 
lap and  whose  boundaries  are 
undefined. 

Insurance  plans  in  the  future, 
no  matter  what  the  final  form 
looks  like,  will  probably  include 
improved  benefits  for  the  treat- 
ment of  depressive  disorders.  The 
American  Medical  Association's 
Health  Access  America  and  sup- 
posedly Mrs.  Clinton's  reform 
package  both  advocate  covering 
depressive  disorders  (the  "men- 
tal" illnesses)  on  a par  with  the 
physical  illnesses. 

So,  when  people  do  go  to 
their  doctor  for  help,  will  we  drop 
the  ball?  In  the  never-ending 
quest  for  improved  treatment, 
leading  psychiatric  researchers 
pooled  their  data  and  reached  a 
consensus  on  the  principles  of 
treating  major  depressive  disorder 
in  adults.  The  American  Psychiat- 
ric Association  published  these 
parameters  in  April.1 

In  treating  major  depressive 
disorder  in  adults,  the  practice 
guideline  treatment  principles 
emphasize  not  only  the  goal  of 
gaining  improvement,  but  also 
maintaining  improvement. 
"Treatment  consists  of  an  acute 
phase,  during  which  remission  is 
induced;  a continuation  phase,  dur- 
ing which  remission  is  preserved; 
and  a maintenance  phase,  during 
which  the  susceptible  patient  is 
protected  against  the  recurrence  of 
subsequent  depressive  episodes."2 
The  emphasis  is  on  preventing 
relapse. 

A variety  of  treatment  inter- 
ventions may  be  used  alone  or  in 
combinations  for  the  different 
phases  of  treatment.  All  primary 
care  physicians  should  be  familiar 


with  the  antidepressant  medica- 
tions, including  the  newer  selec- 
tive sertonin-reuptake  inhibitors. 
Furthermore,  the  importance  of 
psychotherapy  cannot  be  overesti- 
mated. There  exists  a broad  range 
of  psychotherapeutic  approaches, 
allowing  individual  tailoring  for 
each  patient  on  the  basis  of  that 
person's  particular  condition  and 
coping  capacities.  (However,  rare 
is  the  primary  care  physician  who 
has  the  time  and  training  to  do 
more  than  supportive  psycho- 
therapy.) Electroconvulsive 
therapy  (ECT)  and  light  therapy 
also  should  be  available  to  pa- 
tients with  major  depressive  dis- 
order. 

A variety  of  interventions 
may  be  useful  in  psychotherapy. 

In  addition  to  supportive  psycho- 
therapy, traditional  psychody- 
namic psychotherapy  and  psycho- 
analysis may  prove  beneficial  to 
some  patients.  Marital  therapy 
and  family  therapy  are  often  help- 
ful, since  marital  and  family  prob- 
lems frequently  occur  in  the 
course  of  major  depression. 

Group  therapy  is  useful,  with 
patients  frequently  stating  "I  feel 
better  in  knowing  that  I'm  not  the 
only  one  with  this,"  as  well  as 
benefiting  from  the  example  of 
others  who  are  successfully  deal- 
ing with  their  depression,  and 
from  the  support  of  the  group. 
Behavior  therapy,  cognitive  be- 
havior therapy,  interpersonal 
therapy  and  grief  therapy  are 
other  types  of  psychotherapy  that 
may  be  useful  in  treating  major 
depressive  disorder.  Although 
these  are  presented  here  as  dis- 
tinct and  separate  entities,  a com- 
bination or  synthesis  of  these  vari- 
ous approaches  and  strategies  is 
commonly  employed. 

Psychotherapy  alone  may  be 
sufficient  and  effective  for  patients 
with  depression  of  mild  severity 
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and/or  primarily  situational 
forms  of  depression.  However,  if 
the  symptoms  do  not  respond  to 
psychotherapy,  somatic  treatment 
should  be  considered.  If  the  ma- 
jor depression  is  moderate  to  se- 
vere or  chronic,  treatment  gener- 
ally requires  medication  with 
psychotherapeutic  management. 
As  severity  increases,  somatic 
intervention  becomes  progres- 
sively indicated. 

Bereavement  is  commonly 
accompanied  by  the  signs  and 
symptoms  of  major  depression. 
"Data  indicate  that  almost  one- 
quarter  of  bereaved  individuals 
meet  the  criteria  for  major  depres- 
sion at  two  months  and  again  at 
seven  months  and  that  many  of 
these  people  continue  to  do  so  at 
13  months.  Although  psychia- 
trists formerly  believed  that  in 
most  cases  there  is  little  reason  to 
treat  the  depressive  symptoms  of 
bereavement  with  antidepressants 
or  psychotherapy,  it  is  now  recog- 
nized that  these  treatments  should 
be  used  when  the  reaction  to  a 
loss  is  particularly  prolonged  and 
psychopathology  and  functional 
impairment  persist."3 

Measuring  antidepressant 
medication  blood  levels  is  helpful 
with  many  antidepressants,  par- 
ticularly nortriptyline, 
desipramine  and  imipramine.  For 
example,  when  a patient  has  dis- 
played an  inadequate  response  to 
a medication  and  a decision  must 
be  made  about  changing  the  dose 
or  the  medication,  a blood  level 
can  be  invaluable.  Furthermore, 
when  a blood  level  may  be  af- 
fected by  the  presence  of  another 
medication  or  by  an  individual's 


atypical  metabolic  rate  (such  as  in 
the  aged),  a blood  level  can  help 
determine  not  only  a therapeutic 
level  but  a dangerously  toxic 
level. 

ECT  has  an  undeserved  repu- 
tation among  the  lay  public  as 
being  "dangerous  or  primitive"  or 
causing  "brain  damage."  How- 
ever, "ECT  has  the  highest  rate  of 
response  of  any  form  of  antide- 
pressant treatment  and  should  be 
considered  in  virtually  all  cases  of 
moderate  or  severe  major  depres- 
sion unresponsive  to  pharmaco- 
logical intervention.  Approxi- 
mately 50%  of  medication-resis- 
tant patients  exhibit  a satisfactory 
response  to  ECT."4  In  the  most 
severe  cases  of  major  depressive 
disorder,  ECT  plays  a greater  role 
as  a primary  treatment.  Although 
ECT  is  not  usually  regarded  as  a 
first-line  treatment,  it  should  be 
considered  as  a first-line  treatment 
for  severe  major  depression  when 
accompanied  by  psychotic  fea- 
tures, severe  suicidality,  food  re- 
fusal leading  to  nutritional  com- 
promise, catatonia  or  other  situa- 
tions in  which  a rapid  response  is 
required. 

"Continuation  treatment  is 
based  on  the  premise  that  there  is 
a period  of  time  following  symp- 
tomatic recovery  during  which 
discontinuation  of  the  treatment 
would  likely  result  in  relapse. 

The  available  data  indicate  that 
patients  treated  for  a first  episode 
of  uncomplicated  depression  who 
exhibit  a satisfactory  response  to 
an  antidepressant  agent  should 
continue  to  receive  a full  thera- 
peutic dose  of  that  agent  for  at 
least  16  to  20  weeks  after  achiev- 


ing full  remission,"5  usually  in 
combination  with  an  appropriate 
psychotherapeutic  program.  Pa- 
tients who  have  had  multiple 
episodes  of  depression  should  be 
considered  for  maintenance  medi- 
cation treatment. 

Maintenance  treatment  is  indi- 
cated for  those  patients  who  are 
prone  to  recurrence.  "Depression 
is,  for  many,  a recurrent  disorder. 
Among  those  suffering  an  episode 
of  major  depression,  between  50% 
and  85%  will  have  at  least  one 
lifetime  recurrence,  usually  within 
two  to  three  years."6  For  these 
patients,  continuous  prophylactic 
drug  treatment  may  be  best  con- 
tinued for  a prolonged  period  of 
time,  in  some  cases  indefinitely. 

Depressive  disorders  are 
prevalent  enough  to  have  person- 
ally touched  the  lives  of  every 
Hoosier  physician.  Is  there  one 
amongst  us  who  has  not  known 
somebody  who  has  committed 
suicide?  Many  of  us  have  loved 
ones  who  have  suffered  from  a 
depressive  disorder.  Some  of  us 
have  had  it.  It  needs  to  be  diag- 
nosed and  treated.  □ 

The  author  is  an  Indianapolis 
psychiatrist  and  chairman  of  the 
Mental  Illness  Awareness  Coalition. 
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official  hopes 


Bob  Carlson 
Indianapolis 


If  you  haven't  met  Denise 
Ingram-Bradley,  M.D.,  M.P.H., 
from  the  Indiana  Office  of  Medic- 
aid Policy  and  Planning,  chances 
are  good  that  you  soon  will.  She 
is  responsible  for  implementing 
the  new  primary  care  case  man- 
agement (PCCM)  plan  for 
Indiana's  Medicaid  program  and 
for  recruiting  primary  care  physi- 
cians to  participate  in  the  plan. 

When  Assistant  Secretary  for 
Medicaid  Policy  and  Planning 
James  Verdier  told  Indiana  medi- 
cine earlier  this  year  (March/April 
issue)  that  a PCCM  plan  was  in 
the  pipeline.  Dr.  Ingram-Bradley 
was  already  preparing  the  claims 
analysis  data  for  the  state's  appli- 
cation to  the  federal  government. 
Indiana's  application  for  a federal 
waiver  was  approved,  and  Dr. 
Ingram-Bradley  has  been  coordi- 
nating efforts  to  get  the  plan  off  to 
a smooth  start  next  July. 

Twenty-five  states  already 
have  PCCM  plans  for  their  Medic- 
aid programs.  The  dollar  savings 
attributed  to  these  plans  have 
been  modest  in  proportion  to  state 
Medicaid  budgets.  In  Indiana,  the 
PCCM  plan  is  expected  to  save  $5 
million  of  state  money  in  fiscal 
1995.  That's  less  than  1%  of  the 
projected  $1,306  billion  in  state 
Medicaid  expenditures  for  the 
same  fiscal  year.  Still,  for  Medic- 
aid administrators,  every  million 
saved  is  a million  earned. 

The  real  payoff  from  Medicaid 
PCCM  plans  has  been  better 
health  care  for  Medicaid  recipients 
and  the  kind  of  doctor-patient 
relationships  that  physicians  enjoy 
with  their  privately  insured  pa- 
tients. "It's  a better  way  to  prac- 
tice medicine,"  says  Dr.  Ingram- 
Bradley.  In  this  interview,  she 
elaborates  on  the  benefits  of  the 


plan,  outlines  its  mechanics  and 
talks  about  the  intensive  prepara- 
tions now  under  way  for  the 
plan's  inauguration  July  1,  1994. 

Dr.  Ingram-Bradley  has 
served  as  chief  medical  consultant 
of  the  Indiana  Office  of  Medicaid 
Policy  and  Planning  in  the  Family 
and  Social  Services  Administra- 
tion since  1991.  She  received  her 
medical  education  at  Harvard 
Medical  School  and  Harvard 
School  of  Public  Health  and  com- 
pleted a medical  epidemiology 
fellowship  at  the  Centers  for  Dis- 
ease Control  in  Atlanta.  She  is  a 
clinical  assistant  professor  of  pedi- 
atrics at  the  Indiana  University 
School  of  Medicine. 

She  previously  was  director  of 
the  Bureau  of  Family  Health  Ser- 
vices at  the  Indiana  State  Depart- 
ment of  Health,  where  she  led 
and  supervised  the  divisions  of 
maternal  and  child  health,  nutri- 
tion/WIC,  dental  health  and  child 
specialty  services.  She  has  been 
the  principal  investigator  of  five 
federally  funded  research  and 
grant  projects  and  has  received 
many  awards  and  recognition  for 
work  and  publications  in  the  area 
of  maternal  and  child  health  and 
infant  mortality  prevention. 

I c 

Indiana  medicine:  Would  you 
explain  the  primary  care  case 
management  plan  being  imple- 
mented for  Medicaid  patients  in 
Indiana? 

'I  ^ 

Ingram-Bradley:  Primary  care 
case  management  (PCCM)  is  one 
of  the  common  forms  of  managed 
care  that  25  states  around  the 
country  have  implemented.  Basi- 
cally, it  allows  patients  to  have  a 
medical  home,  in  that  there  is  a 
primary  care  physician  who  will 
either  provide  or  arrange  for  basic 
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plan  improves  access 


preventive  and  primary  care.  It 
allows  for  the  formation  of  a true 
doctor-patient  relationship,  which 
many  of  us  enjoy  with  private 
insurance.  The  primary  care  phy- 
sician is  responsible,  too,  for  de- 
termining the  medical  necessity  of 
specialty  care  and  referring,  when 
necessary.  That's  the  basic  phi- 
losophy, which  doesn't  sound  too 
revolutionary  when  you  think  of 
it.  What  we're  basically  trying  to 
do  is  mainstream  Medicaid  pa- 
tients as  much  as  possible,  treat 
them  like  we  treat  regular  private 
patients. 

Because  you  allow  and  en- 
courage that  doctor-patient  rela- 
tionship, appropriate  care  is  en- 
couraged, and  duplicative  care 
and  inappropriate  use  of  certain 
settings  such  as  emergency  rooms 
are  discouraged.  The  quality  of 
care  provided  actually  increases 
because  care  is  being  performed 
when  it  should  be,  how  it  should 
be  and  by  those  who  should  pro- 
vide it.  And  as  a result,  cost  is 
contained  and  in  effect,  decreased. 
That's  been  shown  to  various 
degrees  in  states  that  have  imple- 
mented [PCCM], 

Medicaid  programs  across  the 
country  of  course  are  under  fiscal 
challenge,  and  this  type  of  man- 
aged care  plan  is  one  of  the  shin- 
ing stars.  People  seem  to  like  the 
plan,  and  it  actually  does  pretty 
good  things.  Physicians  in  gen- 
eral like  the  plan.  Patients  like 
the  plan  because  they  really  have 
a doctor.  And  the  administrators 
of  Medicaid  like  the  plan  because 
we  can  save  some  money.  We 
hope  we'll  be  able  to  do  that  in 
Indiana. 

Indiana  medicine:  How  will  phy- 
sicians be  affected  by  this  plan? 


Ingram-Bradley:  Policies  will 
change  in  how  they  currently 
relate  to  Medicaid.  One  of  the 
things  we  will  ask  is  that  they  or 
their  staff  be  available  to  address 
patients'  needs  after  4 p.m.,  or 
after  regular  work  hours,  which  is 
what  happens  in  a regular  prac- 
tice. We  will  pay  a monthly  per- 
patient  management  fee  for  being 
available  to  patients  when  needed. 
Regular  care  will  continue  to  be 
billed  fee-for-service,  as  it  is  cur- 
rently. There  will  be  no  capitation 
in  this  plan. 

Physicians  are  affected  posi- 
tively because  they  now  have 
more  control  over  the  patients' 
care.  Patients  can  only  go  to  them 
for  their  routine,  non-emergency 

£ t 

Basically , it  [PCCM] 
allows  patients  to  have 
a medical  home , in  that 
there  is  a primary  care 
physician  who  will 
either  provide  or 
arrange  for  basic 
preventive  and  primary 


care.  [Physicians]  know  where 
the  patient  is  in  terms  of  their 
treatment  regimen,  and  they  have 
control  over  it.  It  really  allows 
them  to  practice  medicine  in  a 
way  that  they  have  been  trained 
to  do  and  the  way  they  do  for  the 
rest  of  their  patients.  It's  so  diffi- 
cult to  start  a treatment  regimen 
and  then  not  see  the  patient  for 
four  or  five  months  and  they 


come  back  and  you  don't  know 
what  has  gone  on.  They  may 
have  visited  the  emergency  room, 
and  there  are  so  many  other  un- 
knowns that  you  have  to  start  all 
over  again.  That  kind  of  thing 
will  no  longer  be  allowed  under 
PCCM.  Of  course,  if  patients 
have  an  accident  or  some  other 
medical  emergency,  they  can  go 
to  any  emergency  room  and  be 
seen  and  possibly  admitted,  and 
then  the  primary  care  physician 
would  be  contacted  once  they're 
stabilized. 

Indiana  medicine:  What  portion  of 
the  Medicaid  population  will 
this  plan  affect? 

Ingram-Bradley:  We  will  be  start- 
ing the  plan  in  Indiana  initially 
for  the  Aid  to  Families  with  De- 
pendent Children,  the  AFDC 
population,  and  what  we  call  re- 
lated populations.  Those  are  the 
near-poverty  people  who  are  on 
the  Medicaid  program.  We  feel 
that  the  best  experience  and  the 
most  success  have  been  achieved 
in  this  particular  group  because 
they  benefit  most  definitely  from 
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providing  early,  basic  preventive 
and  primary  care.  It  helps  im- 
prove their  health  status  by  get- 
ting this  care  early  on  and  having 
a consistent  source  of  care. 

[The  plan]  will  not  include  the 
aged  or  disabled  populations  in 
the  state. 

This  is  our  first  entry  into  this 
area,  and  we  hope  to  use  it  as  an 
education  for  how  to  set  up  differ- 
ent types  of  managed  care  plans 
for  other  populations.  The  dis- 
abled and  aged  probably  need 
more  of  a critical  care  type  of  plan 
than  a primary  care  plan. 

Indiana  medicine:  In  what  coun- 
ties will  the  plan  be  imple- 
mented first? 

Ingram-Bradley:  The  counties 
that  will  come  on  in  the  first  year 
include  Clark,  Fountain,  LaPorte, 
Marion,  St.  Joseph,  Tippecanoe, 
Vigo  and  Warren.  The  second 
year,  the  counties  added  will  be 
Allen,  Delaware,  Elkhart,  Floyd, 
Lake,  Madison  and  Vanderburgh. 
The  remaining  77  counties,  which 
comprise  a third  of  the  state,  will 


be  brought  on  in  the  third  year. 

Indiana  medicine:  When  you  say  a 
third,  do  you  mean  population? 

Ingram-Bradley:  Yes,  population. 
A third  meaning  a third  of  the 
AFDC  and  related  groups  who 
are  eligible  for  Medicaid. 

Indiana  medicine:  Why  were  those 
counties  selected? 

Ingram-Bradley:  Two  criteria 
were  used  to  select  the  counties, 
and  they  resulted  from  the  de- 
tailed epidemiologic  claims  analy- 
sis that  I performed  in  November. 
One  criterion  was  highest  cost  per 
recipient,  knowing  that  we  would 
probably  get  the  most  savings 
from  those  counties.  The  second 
criterion  was  adequate  numbers 
of  primary  care  physicians  already 
working  with  the  Medicaid  pro- 
gram because  we  felt  we  would 
be  able  to  recruit  those  physicians 
relatively  easily. 

Indiana  medicine:  When  will  the 
plan  begin? 

Ingram-Bradley:  July  1,  1994. 

This  program  will  be  mandatory 
and  phased  in  over  a three-year 
period  of  time.  It  will  be  1996 
before  we're  fully  implemented. 

Indiana  medicine:  What  are  the 
goals  of  the  plan? 

Ingram-Bradley:  To  increase  ac- 
cess, to  enhance  quality  of  care 
and  to  save  money.  Those  are  the 
three  goals  and  they  work  in  con- 
cert. 

Indiana  medicine:  How  much 
money  is  the  program  expected 
to  save? 


Ingram-Bradley:  Very  detailed 
analysis  has  gone  into  this.  We 
expect  to  save,  on  average,  $5 
million  state  dollars  a year.  When 
you  look  at  the  federal  savings, 
it's  much  more.  [The  savings  will 
result]  primarily  from  controls  on 
overutilization.  We  predict  that 
providing  patients  with  a solid 
doctor-patient  relationship  will 
decrease  the  routine  use  of  emer- 
gency rooms  as  well  as  doctor 
shopping,  in  which  patients  go 
from  one  doctor  to  another  and  all 
the  lab,  x-ray,  office  visits  and 
procedures  are  repeated. 

Indiana  medicine:  Who  meets  the 
definition  of  primary  care  case 
managers?  For  example,  are  all 
internists  included? 

Ingram-Bradley:  Case  managers 
will  only  be  primary  care  physi- 
cians, including  family  practitio- 
ners, general  practitioners,  pedia- 
tricians, ob-gyns  only  for  pregnant 
women  and  internists  who  have  a 
primary  care  mode  of  practice. 
Those  who  are  specializing  or 
sub-specializing  are  not  eligible  to 
be  case  managers.  Those  who 
provide  all  aspects  of  general  pri- 
mary care  will  be. 

Any  setting  that  these  physi- 
cians perform  in  will  be  eligible. 

If  they're  in  a group  practice,  they 
will  be  eligible  to  participate.  If 
they  work  in  a clinic,  either  a free- 
standing clinic  or  a federally 
funded  clinic  or  a private  clinic, 
they  would  be  eligible  to  partici- 
pate. When  there  are  patients 
whose  physician  works  in  a group 
practice  or  a clinic,  we  want  to 
identify  what  we  call  a principal 
rendering  provider,  so  that  if 
there's  a specific  concern  about  a 
patient,  we  have  an  individual 
who  knows  about  the  case.  And 
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that  is  typical  in  most  group  prac- 
tices as  well  as  clinics,  that  there 
is  someone  who  is  ultimately 
knowledgeable  and  following  the 
care  of  those  patients.  That  is  also 
something  that  the  Health  Care 
Financing  Administration  encour- 
ages to  maintain  continuity  and 
for  accountability  purposes. 

There  may  be  circumstances 
in  which  other  types  of  specialists 
are  allowed  to  be  primary  care 
providers.  But  that  would  only 
occur  on  a case-by-case  basis.  We 
see  that  as  occurring  in  particular 
with  children  who  have  complex 
medical  problems,  with  the  major- 
ity of  their  care  being  provided  by 
a certain  specialist.  If  it's  in  the 
best  interest  of  that  patient  to 
maintain  that  relationship,  we  will 
allow  it. 

Indiana  medicine:  And  ob-gyns? 

Ingram-Bradley:  The  ob-gyn  is  a 
unique  case  for  us,  and  they  defi- 
nitely will  be  primary  care  pro- 
viders for  the  pregnant  woman. 

Indiana  medicine:  When  the  preg- 
nancy is  over  with,  is  that  situa- 
tion reevaluated? 


Ingram-Bradley:  There  are  a 
number  of  scenarios,  but  if  that 
person  is  eligible  for  Medicaid 
after  the  pregnancy,  they  will  be 
given  a different  type  of  primary 
care  provider,  either  an  internist, 
if  they're  an  adult,  or  a family 
practitioner.  If  they  are  no  longer 
eligible,  they  will  go  off  the  pro- 
gram. 

Indiana  medicine:  If  the  primary 
care  case  manager  is  on  call  24 
hours  a day,  seven  days  a week, 
what  happens  when  the  physi- 
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cian  goes  on  vacation? 

Ingram-Bradley:  When  a physi- 
cian goes  on  vacation,  someone 
covers  for  him.  It's  the  same  situa- 
tion here.  We  will  pay  for  care 
once  the  case  managers  let  us 
know  who  will  be  covering  in 
their  absence.  Care  will  continue 
as  normal,  as  it  does  in  the  private 
sector.  We're  trying  to  make  this 
program  as  close  to  what  is  going 
on  in  the  real  world  as  possible. 

We  want  Medicaid  patients  to  fit 
right  into  a regular  practice,  like 
everyone  else. 

C £ 

We’re  trying  to  make 
this  program  as  close  to 
what  is  going  on  in  the 
real  world  as  possible. 

55 

Indiana  medicine:  Do  you  envi- 
sion co-payments  being  imple- 
mented as  part  of  this  plan? 

Ingram-Bradley:  Well,  you  prob- 
ably recall  that  back  in  March 
when  Gov.  Bayh  announced  his 
Medicaid  initiatives,  co-payments 
were  a part  of  it.  We  are  gov- 
erned by  federal  law  in  this  area, 
which  does  not  allow  us  to  have 
co-payments  for  children  up  to 
age  21,  or  18  in  certain  instances. 
For  adults,  one  of  the  initiatives 
that  the  governor  has  announced 
is  that  when  patients  continue  to 
use  the  emergency  room  for  rou- 
tine care  once  we  have  the  system 
in  place,  they  will  have  to  pay  a 
portion  of  that  care. 
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Indiana  medicine:  How  about  co- 
payments as  just  part  of  the  regu- 
lar functioning  of  this  plan  in 
Indiana? 

Ingram-Bradley:  Sixty-five  per- 
cent of  AFDC  and  related  groups 
are  children,  so  that  the  impact  of 
co-payments  is  going  to  be  mini- 
mal in  this  program.  The  [inap- 
propriate] use  of  emergency 
rooms  is  the  only  area  where  co- 
payments will  be  attached.  But  it 
is  kind  of  like  a test  case  to  see 
how  that  operates,  and  then  possi- 
bly under  the  limits  of  what  fed- 
eral law  allows,  we  will  look  into 
expanding  that.  But  right  now 
that's  the  only  area  that  will  be 
targeted. 

Indiana  medicine:  What  happens 
if  a patient  goes  to  the  emer- 
gency room  for  non-emergency 
reasons  or  visits  a specialist  even 
though  the  primary  care  case 
manager  has  told  the  patient  this 
is  not  allowed? 

Ingram-Bradley:  Let  me  take  the 
second  part  first.  In  this  year  com- 
ing up,  through  a number  of 
mechanisms,  we  will  inform  all 
Medicaid-enrolled  providers 
about  this  plan  and  what  it 
means.  How  referrals  must  take 
place  will  be  an  integral  part  of 
that.  The  primary  care  physician 
working  with  the  patient  will 
decide,  based  on  medical  neces- 
sity, if  a patient  needs  to  see  a 
specialist.  They  will  with  that 
patient  decide  which  specialist 
they  will  refer  to,  and  there  will 
be  the  necessary  exchange  of  in- 
formation so  that  the  specialist 
will  be  paid.  If  the  patient  goes  to 
the  specialist  without  the  consent 
of  the  primary  care  physician,  and 
that  specialist  sees  that  patient 
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and  provides  care  without  the 
approval  of  the  primary  care  phy- 
sician, that  specialist  will  not  be 
paid  for  that  care. 

What  I'm  saying  is  that  we 
will  inform  the  specialists  and 
other  Medicaid  providers  that  if  a 
patient  comes  to  you  and  has  not 
been  directly  referred  by  their 
doctor,  and  their  Medicaid  card 
will  have  on  there  the  doctor's 
name  who  is  responsible  for  their 
care,  do  not  see  this  patient.  Be- 
cause if  you  do  see  the  patient,  we 
will  not  pay  you.  We  plan  to 
make  sure  that  everyone  under- 
stands that,  the  specialist  as  well 
as  the  primary  care  physician. 
Patients  will  test  the  system,  as 
you  can  well  imagine,  and  we 
really  don't  want  to  have  services 
provided  that  won't  be  reim- 
bursed. 

Indiana  medicine:  If  a primary 
care  case  manager  has  not  autho- 
rized an  admission  to  the  emer- 
gency room,  what  is  the  emer- 
gency physician  supposed  to  do? 

Ingram-Bradley:  If  a patient 
comes  in  and  is  not  immediately 
perceived  as  an  emergency,  the 
primary  care  physician  is  con- 
tacted and  must  give  approval  to 
see  that  patient.  Of  course,  if  it's 
a bona  fide  emergency,  there's  no 
need  or  time  to  contact  a physi- 
cian to  get  approval.  But  if 
there's  a case  that's  a question, 
then  once  it's  communicated  to 
the  primary  care  physician,  if  he 
or  she  gives  their  approval,  there's 
no  problem. 

Indiana  medicine:  In  a question- 
able situation,  if  the  use  of  emer- 
gency facilities  turns  out  to  be 
not  warranted,  is  care  refused? 


Ingram-Bradley:  We  will  not  be 

second-guessing  physicians'  deci- 
sions. We  really  are  trying  to 
build  a physician/provider- 
friendly  system  where  we  believe 
physicians,  when  given  a realistic 
system,  will  just  practice  medicine 
as  we  expect  them  to.  Once  that 
decision  by  the  primary  care  phy- 
sician has  been  made,  that  this  is 
an  emergency  and  I want  this 
patient  to  be  seen,  we  will  not  on 
Monday  say,  was  that  realistic  or 
not? 

What  we  will  be  doing,  as 
required  by  HCFA,  is  monitoring 
utilization  by  each  physician  and 
comparing  them  to  each  other. 
When  there  are  outliers,  meaning 
that  when  physicians  are  two  and 
three  standard  deviations  outside 
the  norm  in  terms  of  their  emer- 
gency room  approval,  then  those 
are  flagged  [as  cases]  that  we 
would  like  to  look  into.  As  with 
any  payment  source,  we  have  to 
monitor  what's  going  on  and  we 
will  be  evaluating  you  against 
your  peers. 

Indiana  medicine:  If  a patient  is 
referred  to  a specialist,  how  does 
the  plan  work?  Who  does  the 
paperwork?  Who  chooses  the 
specialist? 

Ingram-Bradley:  We  want  to 
encourage  patient  and  physician 
to  maintain  continuity  and  allow 
that  patient  the  choice  of  special- 
ists whenever  possible.  One  of 
the  benefits  of  this  program  is  that 
the  patient  has  the  benefit  of  the 
primary  care  physician's  ability  to 
select  a specialist  for  them.  Of 
course  patients  will  be  informed 
about  that,  and  we  hope  they  will 
agree.  Once  that's  done,  just  like 
in  regular  medical  practice,  we 
will  require  an  exchange  of  infor- 


mation that  is  critical  for  the  spe- 
cialists to  put  on  their  claims,  [to 
indicate]  that  this  is  clearly  an 
approved  referral. 

We  will  of  course  need  a pa- 
per trail  of  documentation  on  the 
patient  record,  and  the  result  of 
that  consultation  has  to  be  sent 
back  to  the  referring  physician. 

But  that's  the  normal  routine.  We 
want  chart  documentation  for 
audit  purposes  later  on,  as  it  oc- 
curs in  any  consultation. 

Indiana  medicine:  As  far  as  choos- 
ing the  specialist,  there  seems  to 
be  considerable  latitude  for  pro- 
fessional judgment. 

Ingram-Bradley:  Exactly.  And 
just  as  with  any  situation,  we 
want  to  bring  the  patient  in  on 
that  decision.  If  there  is  a special- 
ist that  they  have  visited  in  the 
past  and  have  seemed  to  be  satis- 
fied, we  hope  that  the  primary 
care  physician  gives  the  patient 
the  benefit  to  go  back  to  that  same 
specialist.  We're  really  trying  to 
maintain  continuity  and  existing 
workable,  positive  relationships. 

We  do  not  plan,  in  any  instance, 
to  disrupt  care  that's  going  well. 

1 

Indiana  medicine:  How  will  you 
help  patients  understand  the  new 
rules  of  this  plan? 

Ingram-Bradley:  First  of  all,  we 
can  learn  a lot  from  the  experi- 
ences of  other  states.  Some  did 
not  put  as  much  attention  into  the 
education  of  the  recipients,  and 
things  did  not  work  out  as 
planned.  At  the  time  of  enroll- 
ment onto  Medicaid,  what  we  call 
recertification,  patients  will  be 
given  an  orientation  in  the  local 
offices.  It  will  be  a recipient- 
friendly  video,  interactive  and 
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age-  and  education-appropriate, 
with  time  for  questions  and  an- 
swers. They'll  be  shown  how  to 
pick  a physician  and  why  this 
program  will  benefit  them.  We 
will  do  that  on  several  different 
occasions.  We'll  have  a captive 
audience  because  with  the  reorga- 
nization of  the  agency  here,  [en- 
rollment for]  food  stamps,  AFDC 
payments  and  Medicaid  all  occur 
at  the  same  time.  While  they're  in 
the  waiting  room,  they'll  have  the 
video.  That  will  be  reiterated 
with  a face-to-face  interview  as 
well  as  group  educational  inter- 
vention. We  have  people  now 
planning  that. 

It  is  going  to  take  some  time 
for  everyone,  physicians  and  pa- 
tient alike,  to  become  used  to 
these  changes.  There  is  going  to 
have  to  be  a behavioral  change  on 
the  part  of  patients  to  really  know 
that  when  I'm  sick  at  night,  I have 
someone  who  can  deal  with  my 
problems  and  I do  not  have  to  run 
to  the  emergency  room,  which 
I've  been  doing  because  there 
hasn't  been  anyone  there  for  me 
to  contact  or  relate  to.  There's 
going  to  be  a systematic  and  con- 
tinuous education  program  about 
how  the  program  operates,  what 
appropriate  use  of  emergency 
rooms  is  and  when  and  how  and 
at  what  time  you  should  contact  a 
physician.  Education  about  the 
importance  of  preventive  care  and 
the  importance  of  primary  care 
and  how  this  is  in  the  best  inter- 
ests of  their  health  maintenance 
will  occur.  Physicians  have  told 
me  that  this  is  critical  to  their 


taking  on  new  Medicaid  patients 
and  the  program  working  well. 
And  that  has  definitely  been  the 
experience  around  the  country, 
that  if  you  don't  spend  a lot  of 
time  educating  the  patients  about 
the  changes,  and  about  the  need 
for  this  kind  of  primary  care,  that 
the  program  won't  work  well  and 
people  won't  be  happy. 

[Education]  will  also  extend  to 
service  delivery.  Many  times  you 
hear  physicians  say,  well,  the 
Medicaid  population  is  very  diffi- 
cult to  work  with  because  they 
miss  a lot  of  appointments  and  it's 
sometimes  disruptive  to  a prac- 
tice. We're  planning  a program 
so  that  there  will  be  communica- 
tion between  the  physician  and 
someone  to  assist  him  or  her  in 
their  office  when  patients  miss 
appointments,  to  address  those 
social-related  problems  that  they 
just  don't  have  time  to  address. 
We're  real  excited  about  that  be- 
cause we  believe  that  in  order  for 
medical  care  provision  to  work 
well,  some  of  those  other  aspects 
of  health  care  must  also  be  ad- 
dressed, so  that  patients  are  avail- 
able to  follow  a treatment  regi- 
men. 

Indiana  medicine:  Are  there  any 
mechanisms  in  place  for  feed- 
back from  physicians? 

Ingram-Bradley:  We  will  have 
provider  relations  services  staff 
whose  job  is  to  do  just  that.  There 
will  be  a hot  line  that  the  physi- 
cians can  call  with  specific  prob- 
lems. We  do  plan  to  have  people 


available  before  the  program 
starts  as  well  as  during  it  to  assist 
in  all  aspects,  not  only  in  terms  of 
bulletins  but  actually  face  to  face 
as  often  as  possible. 

Indiana  medicine:  If  you  were  in 
private  practice,  how  would  you 
feel  about  this  primary  care  case 
management  plan? 

Ingram-Bradley:  It's  not  easy  to 
find  programs  which  the  patients, 
the  physicians  and  the  payer  en- 
joy. It  takes  a lot  to  plan  it  well 
and  that's  what  we're  doing. 
We're  glad  that  we  have  11 
months  still  ahead  of  us  for  that. 
But  to  answer  your  question,  I 
would  sign  up  immediately.  □ 

This  interview  was  conducted  by 
Bob  Carlson , a health  care  communi- 
cations consultant  in  Indianapolis. 
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Consultants  urge  doctors 
to  prepare  for  future  _ 


Kathy  Whyde  Jesse 
Beavercreek,  Ohio 

AA J ith  apologies  to  Ben 
Franklin,  nothing  in  this  world  is 
certain,  except  death,  taxes  and  a 
major  restructuring  of  the  Ameri- 
can health  care  system. 

Health  system  reforms  are  just 
around  the  corner,  and  the  physi- 
cian who  doesn't  prepare  now  for 
the  changes  will  be  left  behind, 
health  care  consultants  say. 

Right  now,  "doctors  are  deal- 
ing from  one  perspective  - fear," 
says  Michael  Brown,  president  of 
Health  Care  Economics  Inc.,  an 
Indianapolis-based  company  that 
helps  physicians  across  the  nation 
with  issues  of  regulation,  reim- 
bursement and  strategic  planning. 
"They  need  to  quit  being  so  fear- 
ful and  prepare  for  the  future." 

To  Brown,  that  means  diversifica- 
tion. "People  want  one-stop 
shopping,"  Brown  says.  "If 
you're  a family  practitioner,  that 
means  have  a lab  and  x-ray.  If 
you're  an  ophthalmologist,  you 
shouldn't  just  be  doing  cataract 
procedures.  Don't  put  all  your 
eggs  in  one  basket.  Control  your 
own  destiny." 

Across  the  country,  primary 
care  physicians  are  banding  to- 
gether with  specialists,  forming 
independent  practice  associations, 
or  "clinics  without  walls."  As  a 
unit,  they  can  offer  their  services 
to  employers,  insurance  plans  or 
to  third-party  administrators. 

They  may  agree  to  deliver  their 
services  on  a capitated  basis  - a 
monetary  limit  set  on  services  by 
the  insurance  company. 

There  will  be  larger  group 


practices,  predicts  Joseph  E.  Gor- 
don of  the  Indianapolis  Ent  & 
Imler  CPA  Group,  which  consults 
with  physicians  and  others  in  the 
health  care  industry.  "Where 
there  are  three  doctors,  they  may 
go  to  eight,"  he  predicts.  "They 
can  negotiate  contracts  with  large 
insurers  and  employers,  but 
they're  still  independent." 

This  sort  of  networking  raises 
some  legal  issues,  according  to 
Leah  Mannweiler,  a partner  in  the 
Indianapolis  law  firm  of  Krieg, 
DeVault,  Alexander  and  Capehart. 
The  firm  represents  a large  num- 
ber of  physicians,  hospital  and 
physician  practice  groups. 
"Whenever  you  look  at  a collec- 
tive arrangement,  you  have  to 
look  at  credentialing,  antitrust 
issues,  what  type  of  corporate 
structure  is  going  to  work  for  that 
particular  network  and  tax  ramifi- 
cations. There  are  all  sorts  of 
legal  and  financial  ramifications. 

It  needs  to  be  done  carefully." 

Compared  to  other  states, 
Indiana  has  a very  low  percentage 
of  patients  who  are  participating 
in  managed  care  plans, 
Mannweiler  says.  But  she  be- 
lieves primary  care  physicians  are 
going  to  have  an  increasing  de- 
gree of  importance  after  the  re- 
forms. "They  are  going  to  be  the 
gatekeepers,  referring  patients  to 
specialists." 

She  says  President  Clinton's 
reform  plan  emphasizes  wellness. 
"Again,  primary  care  doctors  are 
crucially  important  in  that  effort." 

Physicians  can  take  a lesson 
from  dentists,  says  Joe  Suchocki, 
head  of  Eagle  Associates,  a na- 
tional health  care  education  con- 
sulting firm  based  in  Ann  Arbor, 


Mich.  Dentists  have  made  pre- 
vention the  foundation  of  their 
practice.  "Learn  how  to  interact 
with  patients,"  Suchocki  suggests. 
"Teach  them  how  to  stay  healthy. 
Have  them  come  back  every  six 
months  to  make  sure  they're  do- 
ing everything  right. 

"This  will  help  contain  the 
cost  of  health  care." 

Another  option  for  physicians 
is  to  sell  their  practices  to  hospi- 
tals. Every  major  hospital  in  In- 
dianapolis has  gotten  into  the 
market  of  buying  physician  prac- 
tices, Gordon  says. 

The  hospital  guarantees  the 
physician's  salary,  takes  care  of  all 
the  paperwork  and  covers  the 
physician's  employees  with  its 
own  benefit  plan. 

At  first,  the  physician  may 
feel  unburdened  of  administrative 
hassles,  Gordon  says.  "The  physi- 
cian feels,  'Now  I can  just  practice 
medicine.' 

"We  call  it  the  'selling-your- 
soul-to-the-devil  syndrome,'"  Gor- 
don says.  "We're  seeing  a lot  of 
problems  where  the  physician  has 
been  doing  this  for  some  time. 

The  doctor  loses  control  of  his 
practice,  which  is  hard  for  some- 
one who  has  had  control  their 
entire  lives.  They  can  no  longer 
say,  'Well,  I need  to  make  some 
extra  money  this  month,  so  I'll 
book  some  more  patients  and 
work  some  extra  hours.'  " 

In  addition,  hospitals  have  a 
hard  time  billing  for  physicians' 
services.  "It's  a whole  different 
area,"  Gordon  says.  "You  use 
different  forms,  different  codes. 
You  have  to  retrain  the  billing 
staff  or  set  up  a separate  billing 
office  just  to  handle  the 
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physician's  practice." 

Brown  believes  that  the  fear 
factor  has  influenced  physicians  to 
make  irrational  decisions,  selling 
their  practices  for  nothing.  "Hos- 
pitals are  buying  up  doctors  hand 
over  fist  now,"  he  says. 

Suchocki  says  it's  crazy  for 
physicians  to  sell  their  practices  to 
hospitals.  "Hospitals  cannot  run 
practices.  A hospital  is  a large- 
scale  operation.  A practice  is  a 
small-scale  operation." 

A better  solution,  according  to 
Gordon,  is  for  specialty  practices 
to  buy  primary  care  practices. 
"They're  securing  their  referral 
base.  1 think  it's 
a better  route  in 
that  you're  still 
in  your  peer 
group.  You  still 
have  a respected 
voice,  more  so 
than  you  would 
with  hospital 
administrators." 

Outcomes 
documentation  may  be  another 
feature  of  the  new  health  care 
reforms.  Providers  may  have  to 
record  their  success,  or  lack  of  it, 
in  treating  their  patients. 

Gordon  feels  that  outcomes 
will  be  difficult  to  quantify.  "I 
think  there  will  always  be  excep- 
tions to  any  type  of  model  you 
build  to  measure  it  on.  If  you 
look  at  different  areas,  just  in  In- 
diana you  will  have  wide-ranging 
results.  We  have  all  different 
types  of  populations.  In  Switzer- 
land County,  the  average  age  is  a 
quite  a bit  higher  than  in 
Hamilton  County.  And  the  per 
capita  income  is  tremendously 
different.  How  do  you  build  in 
every  variable  there  is?" 

But  Suchocki  thinks  that  out- 
I comes  documentation  is  a reason- 


able expectation.  "It's  all  a part  of 
business.  You  should  be  able  to 
say  what  you've  done,  or  not 
done,  for  customers.  We  need 
nationally  a set  of  medical  prac- 
tice guidelines.  We  should  be 
able  to  define  what  works.  That 
should  help  to  contain  health  care 
costs." 

The  fallout  from  the  reforms 
will  most  likely  be  what  physi- 
cians don't  want  to  hear:  They'll 
have  to  run  their  practice  like  a 
business. 

"Doctors  don't  like  to  hear  the 
word  'marketing,'"  Suchocki  says. 
"They  feel  it  is  unethical  to  adver- 


tise. But  what  they  don't  realize 
is,  they're  in  a very  competitive 
business. 

"Historically,  they  just  opened 
their  door  and  patients  just 
flocked  in.  But  now,  with  HMOs 
and  managed  care,  there  will  be 
limits  on  how  much  they  will  be 
paid." 

They  need  to  set  up  policies, 
procedures  and  operational  guide- 
lines in  writing.  "There  are  prac- 
tices out  there  that  do  a half  a 
million  to  one  and  a half  million 
dollars  a year  in  business,  and 
they're  running  it  without  a plan," 
he  says. 

On  the  average,  he  says,  a 
practice  may  lose  from  thousands 
to  tens  of  thousands  of  dollars  a 
year  because  it  doesn't  collect  fees 
owed  to  it  or  the  wrong  billing 


codes  are  used,  and  the  practice 
doesn't  receive  full  reimburse- 
ment. 

"The  message  is  this:  The 
average  physician  has  to  consider 
he  runs  a business  just  the  same 
way  the  guy  down  the  street  runs 
a shoe  store. 

"I  tell  any  physician,  'You've 
got  to  convince  me  you're  willing 
to  run  your  practice  like  a busi- 
ness. If  you're  not,  you're  wast- 
ing my  time  and  I won't  take  you 
as  a client.'  " 

What  should  a doctor  con- 
sider in  determining  whether  to 
join  a managed  care  plan?  Evalu- 
ate the  reimburse- 
ment policies,  Gor- 
don advises.  Evalu- 
ate the  provisions 
for  dropping  the 
contract.  Identify 
the  demographics 
of  the  patients. 

"If  it's  a Gen- 
eral Motors  plan 
that  just  covers 
retirees,  you've  got  to  know  that 
up  front.  The  best  thing  a physi- 
cian can  do  when  presented  with 
a managed  care  contract  is  to  get 
legal  and  financial  counsel.  Those 
two  go  hand  in  hand." 

The  physician  is  the  corner- 
stone of  health  care  in  this  coun- 
try, Suchocki  says.  "Our  mission 
is  to  help  private  practices  sur- 
vive. If  they  don't,  health  care  in 
this  country  won't  survive. 

There's  nothing  wrong  with 
health  care  in  this  country  that 
can't  be  cured  by  good  accounting 
and  measurable  successes."  O 

The  author  is  a freelance  ivriter 
and  former  Indianapolis  Star  re- 
porter. 
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Physicians  fine-tune  offices 
with  PA/QI  program 


Adele  Lash 

ISMA  Communications  Director 


I, 


.f  early  responses  to  the 
ISMA  Practice  Assessment/Qual- 
ity  Improvement  (PA/QI)  Pro- 
gram are  any  indication,  the  pilot 
project  is  reaching  its  goals.  Be- 
gun in  1992  as  part  of  the  AM  A/ 
Specialty  Society  Medical  Liability 
Project,  PA/QI  is  being  piloted  in 
eight  states,  including  Indiana. 
The  pilot  is  limited  to  physicians 
in  family  practice,  internal  medi- 
cine and  pediat- 


me  to  focus  on  and  correct  poten- 
tial risk  management  problems  in 
my  office,"  said  Michael  R.  Will- 
iams, M.D.,  a solo  family  practitio- 
ner from  North  Webster.  He 
changed  several  office  procedures 
as  a result  of  the  program.  For 
example,  he  developed  new  re- 
minder systems  for  follow-up 
exams  and  to  verify  that  patients 
had  seen  consultants  and  had 
followed  through  with  receiving 
diagnosis  evaluations.  The  pro- 
gram also  raised  awareness  about 
the  need  to  track  narcotics  and 


rics.  Results  of 
the  pilot  project 
will  determine  if 
the  AMA  ex- 
pands PA/QI 
into  a national 
model  for  effec- 
tive risk  manage- 

ment  education 

for  all  medical  specialties. 

The  program  is  designed  to 
reduce  physicians'  risk  of  liability 
suits  through  self-assessment  of 
office  practices  and  procedures, 
comparison  of  those  procedures  to 
colleagues  nationwide  and  follow- 
up to  make  changes  as  necessary. 
PA/QI  includes  a self-assessment 
survey,  a home  study  course  that 
contains  actual  case  studies  and 
an  on-site  office  survey. 

So  far,  83  ISMA  members 
have  signed  up  for  the  pilot 
study.  The  program  has  been 
offered  by  the  ISMA  with  the 
assistance  of  Physicians  Insurance 
Company  of  Indiana.  What  do 
some  of  the  early  participants 
who  have  completed  the  program 
say  about  PA/QI? 


“The  PA/QI  program  allowed  me 
to  focus  on  and  correct  potential  risk 
management  problems  in  my  office 


'The  PA/QI  program  allowed 


secure  prescriptions  in  the  office 
setting. 

"The  adjustments  we  made  in 
the  office  were  all  changes  for  the 
better,"  Dr.  Williams  said.  He 
noted  that  the  review  of  office 
practices  and  procedures  was 
thorough  and  well-received  by  his 
staff.  "I  would  recommend  the 
program  to  anyone  interested  in 
reducing  liability  risks,"  Dr.  Will- 
iams said. 

Frank  J.  Amodio,  M.D.,  an 
Evansville  internist  who  special- 
izes in  treating  allergies,  was  en- 
thusiastic in  his  praise  of  PA/QI. 
When  asked  how  he  rated  the 
program,  he  responded,  "Excel- 
lent. I would  highly  recommend 
the  program  to  every  physician  no 
matter  what  specialty. 

"One  problem  is  that  in  medi- 


cal school  we  do  not  receive  much 
training  in  understanding  quality 
control  in  protecting  ourselves  on 
malpractice.  We're  alone  out 
here."  The  PA/QI  program 
helped  him  answer  the  questions: 
"Do  we  have  the  right  idea  and 
are  we  going  in  the  right  direction 
(in  terms  of  risk  management)?" 
He  particularly  liked  the  hands-on 
aspect  of  the  program,  which  he 
said  sets  PA/QI  apart  from  lec- 
ture risk  management  programs. 

He  thought  the  practice  re- 
views were  particularly  helpful 

and  said  he  enjoyed 
doing  them.  Over- 
all, he  said  the  PA/ 
QI  program  rein- 
forced for  him  and 
his  staff  the  impor- 
tance of  documenta- 
tion in  the  medical 

record.  Although 

he  made  no  drastic 
overall  changes  in  his  medical 
practice,  "we  fine-tuned  a few 
things." 

"Every  once  in  a while,  you 
have  to  do  this,"  Dr.  Amodio  said 
of  risk  management  education  in 
general.  "It's  like  reviewing  any- 
thing in  medicine." 

For  Pamela  S.  Higgins,  M.D., 
assistant  clinical  director  of  Me- 
morial Hospital's  Family  Practice 
Center  in  South  Bend,  the  value  of 
PA/QI  goes  beyond  her  own 
practice.  She's  using  the  practice 
reviews  in  conferences  with  the 
resident  physicians  in  the 
hospital's  family  practice  resi- 
dency. 

"We  have  noon  conferences 
on  various  topics,  but  the  differ- 
ence is  (in  using  the  case  studies) 
that  if  you  can  show  people  actual 
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cases  and  how  they  were  handled, 
people  learn  more  easily."  The 
practice  reviews  are  part  of  the 
home  study  portion  of  PA/QI. 
They  contain  five  hypothetical 
physicians  and  details  of  actual 
medical  malpractice  claims.  PA/ 
QI  participants  are  asked  to  deter- 
mine why  the  doctors  in  the  case 
studies  were  vulnerable  to  a liabil- 
ity suit  and  indicate  how  their 
exposure  could  be  reduced. 

Dr.  Higgins  said  two  recur- 
ring themes  occurred  to  her 
throughout  the  PA/QI  program: 
the  importance  of  communication 
and  documentation.  "In  a hospi- 
tal setting,  there  are  many  people 
who  need  to  be  part  of  the  com- 
munication process.  And  docu- 
mentation is  essential.  That's 
what  I keep  trying  to  impress 
upon  the  residents." 

Elwood  family  physician, 
Robert  J.  Helm,  M.D.,  said  he 
signed  up  for  the  PA/QI  program 
because  it  sounded  interesting. 

"Anytime  you  get  the  oppor- 
tunity to  pick  up  suggestions  of 
what  you  can  do  to  decrease  your 
risk  of  being  sued,  you  should  go 


after  it,"  he  said.  While  the  pro- 
gram pointed  out  change  areas. 

Dr.  Helm  said  he  would  have 
liked  more  feedback  in  how  to 
make  the  changes. 

He  said  he  had  attended  lec- 
tures on  risk  management  before, 
but  PA/QI  got  his  office  staff 
involved  too. 

In  Bedford,  where  Deborah 
Williams  Craton,  M.D.,  is  begin- 
ning her  10th  year  in  practice,  the 
PA/QI  program  reinforced  the 
good  office  practices  she  and  her 
staff  had  developed  while  indicat- 
ing where  changes  needed  to  be 
made. 

"Our  office  tries  to  be  pro- 
gressive. We  try  to  keep  up  with 
quality  improvement  both  clini- 
cally and  in  our  office  proce- 
dures." Although  she  participates 
in  a program  on  clinical  quality 
improvement,  "that  doesn't  al- 
ways protect  you  against  liabil- 
ity." The  biggest  change  she  and 
her  staff  have  implemented  is 
how  they  handle  phone  calls.  "We 
did  fine  taking  the  calls  and  call- 
ing in  prescriptions,  but  we  didn't 
do  well  in  documentation." 


Dr.  Craton  did  all  three  parts 
of  the  program,  but  says  if  doctors 
do  only  the  first  two  parts,  they 
will  find  it  worthwhile.  "The 
questionnaire  (part  1)  helped  us 
make  a lot  of  changes  before  we 
even  did  the  in-office  survey  (part 
3),"  she  said.  And  the  office  sur- 
vey was  a non-intimidating  way 
to  reveal  both  to  her  and  her  staff 
what  they  needed  to  change, 
while  reinforcing  what  they  were 
doing  well,  she  noted. 

"An  objective  self-assessment" 
is  how  Thomas  A.  Kintanar,  M.D., 
described  PA/QI.  Dr.  Kintanar  of 
Fort  Wayne  has  been  in  family 
practice  for  seven  years.  He  said 
the  program  pointed  out  strengths 
and  weaknesses  and  provided 
learning  and  reinforcement  in  a 
non-threatening  manner.  "It 
brings  you  down  to  reality  and 
was  very  worthwhile  in  helping 
me  learn  the  standard." 

As  the  PA/QI  pilot  program 
continues,  physicians  who  wish  to 
sign  up  should  call  Barbara  A. 
Killila,  PA/QI  project  coordinator, 
at  1-800-284-7424.  □ 
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Alternative  minimum  tax 
.covers  more  types  of  income. 


Joel  N.  Blau,  CFP 

AMA  Investment  Advisers,  Inc. 

Chicago 

1^ resident  Clinton's  current 
economic  proposals  include  a 
potential  increase  in  the  alterna- 
tive minimum  tax  (AMT)  rate. 

The  AMT  generally  affects  a 
limited  number  of  taxpayers; 
however,  you  could  be  subject  to 
the  AMT  one  year  and  not  an- 
other, especially  when  there  are 
changes  in  tax  laws  and  rates.  If 
you  understand  the  AMT  and 
what  typically  triggers  it,  you  can 
take  steps  to  minimize  your  tax 
liability. 

The  AMT  is  a separate  tax 
system  parallel  to  the  ordinary 
federal  income  tax  system.  Its  flat 
rate  of  24%  is  comparatively  low, 
but  the  rate  applies  to  a broader 
base  of  income  than  regular  in- 
come taxes.  It  also  may  increase 


to  about  26%  if  President 
Clinton's  proposal  becomes  law. 

The  purpose  of  the  AMT  is  to 
make  sure  that  every  taxpayer 
pays  a "minimum"  amount  of  tax. 
It  usually  affects  high-income 
people  who  may  reduce  their  tax 
liability  extensively  through  the 
use  of  certain  exemptions  and 
deductions. 

The  AMT  includes  certain 
types  of  income  (known  as  prefer- 
ence items)  not  taxed  under  the 
ordinary  system,  and  it  disallows 
certain  deductions  (known  as 
adjustments)  permitted  with  the 
regular  system. 

For  example,  it  includes  as 
taxable  income  the  interest  re- 
ceived from  certain  municipal 
bonds  issued  after  Aug.  7,  1986, 
the  bargain  element  of  an  exer- 
cised incentive  stock  option  and 
unrealized  capital  gains  on  certain 
types  of  appreciated  property 
donated  to  charity.  Among  the 


disallowed  adjustments  are  per- 
sonal exemptions,  the  standard 
deduction  and  miscellaneous 
itemized  deductions. 

However,  you  are  not  neces- 
sarily subject  to  the  AMT  if  you 
have  AMT  preference  items  and/ 
or  adjustments.  You  are  subject  to 
it  only  if  your  AMT  tax  liability 
exceeds  your  ordinary  income  tax 
liability  for  the  year.  The  best 
way  to  determine  which  tax  you 
must  pay  is  to  have  your  tax  ad- 
viser estimate  your  tax  both  ways. 

Consult  your  tax  adviser  if 
you  are  concerned  about  the 
AMT.  Your  adviser  can  provide 
more  detailed  information  and 
help  you  select  appropriate  strate- 
gies for  your  situation.  □ 

The  author  welcomes  readers' 
questions.  He  can  be  reached  at  1- 
800-262-3863. 


390 


INDIANA  MEDICINE/September/October  1993  tot 


To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you’d  never  expect.  So,  if 
you’d  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you’ve  checked  us  out,  you  won't 
even  consider  any  other  location  as 
an  option. 


University  Place 

Conference  Center  & Hotel 

On  the  Campus  of  Indiana  University*  Purdue  University 
INDIA  N A POL  IS 


Features 

University 
Place  ' 

278-room  AAA  4-Diamond  hotel 

is* 

Resources  of  two  major  universities 

is* 

338-seat  auditorium  with  sloped  seating 

Unmatched  A/V  capabilities 

i > 

Award-winning  restaurants 

385-car  underground  garage 

l a" 

Full-time  A/V  staff 

turnkey  Conference  Planning  Service 

Skywalk  to  Olympic-class  sports  facilities 

Thirty  soundproof  meeting  rooms 

1/" 

l\vo  tiered  meeting  rooms 

IS 

Videoconferencing 

Computerized  audience  response  system 

Continuous  refreshment  service 

800-627-2700 

(In  Indiana  317-274-3196) 
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Doctor  travels  back  in 
time  on  military  cycles 


Tina  Sims 
Managing  Editor 

Rmnald  Andrews,  M.D., 
likes  to  daydream  that  it's  1943. 
He  imagines  he's  thousands  of 
miles  from  his  New  Palestine 
home,  perhaps  in  a steamy  jungle 
in  the  South  Pacific. 

Such  fantasies  set  the  mood 
when  Dr.  Andrews  retreats  to  his 
garage  to  work  on  his  hobby  - 
restoring  World  War  II  military 
motorcycles. 

"I  love  these  bikes  because 
they're  almost  pieces  of  art  now," 
he  says. 

Motorcycles  have  always  fas- 
cinated the  family  physician,  who 


Dr.  Andrews  shows  his  M72  Russian 
years  restoring. 


practices  in  Greenfield.  While 
growing  up  on  a farm,  he  con- 
vinced his  parents  to  let  him  have 
a motorcycle.  His  sisters  rode 
horses,  but  since  he  didn't  like 
horses,  why  couldn't  he  have  a 
motorcycle?  he  argued.  He  de- 
pended upon  a motorcycle  for 
transportation  through  college 
and  toured  49  states  on  his  cycle 
during  a four-month  trip  in  1970. 

Although  he  joined  the  Ma- 
rine Corps  after  high  school  and 
spent  two  years  in  Vietnam,  he 
didn't  have  the  chance  to  ride 
motorcycles  during  his  tour  of 
duty.  Motorcycles  were  discon- 
tinued for  military  use  in  the 
1950s,  he  explains,  but  were  re- 
introduced shortly  before  the  Per- 


motorcycle  that  he  spent  three 


sian  Gulf  War. 

Dr.  Andrews  bought  his  first 
military  motorcycle  12  years  ago 
from  a man  in  northern  Indiana 
and  spent  three  years  restoring  it. 
He  now  owns  20  military  cycles 
and  is  president  of  the  Indiana 
chapter  of  the  Military  Vehicles 
Collectors  Club. 

Restoring  the  motorcycles  is  a 
time-consuming  hobby  that  begins 
with  the  search  for  an  authentic 
vehicle  and  doesn't  end  until  the 
motorcycle  is  restored  and 
accessorized  down  to  the  goggles 
that  the  motorcycle  soldier  would 
have  worn.  Because  Dr.  Andrews 
prefers  to  use  original  equipment 
in  restoration,  the  hunt  can  in- 
volve months,  even  years,  of  letter 
writing  and  phone  calls. 

He  especially  enjoys  the  resto- 
ration work.  Although  he  can 
handle  most  of  the  tasks,  such  as 
stripping,  painting  and  replacing 
missing  parts,  he  sometimes 
leaves  the  engine  repair  to  a spe- 
cialist who  has  the  right  tools  for 
the  job. 

He  goes  to  great  lengths  to 
achieve  an  accurate  restoration. 

He  called  on  the  services  of  a 
paint  manufacturer  to  match  the 
original  color  of  an  M72  Russian 
motorcycle  scarred  by  bullet 
holes.  The  bike,  equipped  with  a 
sidecar,  was  built  in  1942  and  left 
in  a barn  in  Poland  after  the  war. 
The  next  owner  was  a German 
preacher  who  used  it  for  transpor- 
tation for  his  family. 

Occasionally  he  will  find  a 
motorcycle  that  doesn't  need  res- 
toration. "If  I can  get  away  with 
the  original,  I don't  touch  it,"  he 
says.  His  1941  Indian  motorcycle, 
for  example,  was  assembled  from 
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an  engine  found  in  its  original  box 
in  Charleston,  S.C.,  and  a bike 
found  in  Indiana.  "It's  exactly  the 
way  it  came  off  the  assembly 
line,"  Dr.  Andrews  says.  "I'll 
never  ride  it." 

Equipping  the  bikes  with 
genuine  accessories  and  soldiers' 
personal  items  is  particularly  sat- 
isfying. He  scours  antique  stores, 
flea  markets  and  magazine  ads  for 
items  such  as  first  aid  kits,  hel- 
mets, boots,  tools,  goggles  and 
toiletry  kits  that  provide  a "cap- 
sule history"  of  each  motorcycle 
and  its  rider.  Such  attention  to 
detail,  he  believes,  is  significant 
because  it  reflects  the  almost  per- 
sonal relationship  a soldier  had 
with  his  motorcycle.  "This  was 
their  baby,"  he  says. 

He  is  equally  dedicated  to 
pursuing  the  history  of  each  ve- 
hicle. "If  I weren't  a doctor.  I'd  be 
a college  level  historian,"  he  says. 
He  learned,  for  example,  that  his 
Italian  Moto  Guzzi  was  originally 
shipped  from  Addis  Ababa,  Ethio- 
pia, in  1935,  left  in  the  Tunisian 
desert  in  1942  and  ridden  by  an 
American  GI  until  1945,  when  it 
was  abandoned  in  Casablanca. 
Eventually  the  bike  ended  up  in 
Cincinnati. 

While  showing  his  Harley- 
Davidson  XA  at  a military  motor- 
cycle exhibit,  he  learned  from  a 
visitor  that  some  of  the  bikes, 
intended  for  desert  use,  were  sent 
to  Hawaii  by  mistake.  The  visitor 
said  he  rode  an  XA  while  sta- 
tioned at  Pearl  Harbor.  Dr. 
Andrews  gave  this  information  to 
Harley-Davidson,  which  was  not 
aware  of  the  destination  of  some 
of  its  bikes. 

After  corresponding  with  a 
military  museum  in  Moscow 
about  the  history  of  his  M72  cycle, 
he  learned  it  is  the  only  such  cycle 
in  the  United  States. 


Many  military  cycles  were 
destroyed  or  left  overseas  after 
World  War  II  ended.  His  collec- 
tion doesn't  include  any  Japanese 
motorcycles  because  many  of 
them  were  left  in  jungles,  where 
they  rusted  so  badly  they  could 
not  be  restored.  In  addition,  the 
Japanese  are  keeping  the  cycles 
they  were  able  to  salvage. 

Historic  military  motorcycles 
are  hard  to  find  now  that  the 
hobby  has  become  popular.  "The 
supply  now  has  really  dried  up," 
whereas  once  no  one  wanted  the 
old  cycles.  Dr.  Andrews  says. 

As  the  supply  has  dwindled, 
the  value  has  increased.  Collec- 
tors used  to  pay  between  $300 
and  $600,  but  "now  you  can't 
touch  one  for  less  than  $8,000  to 
$15,000,"  he  says. 

"We're  really  preserving  a big 
piece  of  American  history  that 
would  be  lost,"  he  says.  Al- 
though military  museums  used  to 
consider  private  collectors  as  com- 
petition, they  now  realize  they 
should  work  together. 

"The  most  amazing  thing  is 
that  so  many  of  these  bikes  are 
still  running,"  Dr.  Andrews  says. 
"I  would  have  no  trouble  driving 
this  50-year-old  vehicle  across  the 
country,"  he  says  of  his  Harley 
WLA. 

He  credits  their  durability  to 
the  workers  who  assembled  the 
motorcycles.  "They  did  the  best 
job  they  could  because  they  knew 
an  American  life  would  be  de- 
pending on  it,"  he  says. 

He  also  collects  military  bi- 
cycles. One  of  his  most  prized 
bicycles  was  ridden  during  World 
War  II  and  used  in  the  movie 
"The  Longest  Day." 

His  garage  houses  his  expand- 
ing collection  of  military  vehicles, 
equipment  and  mementoes.  Hel- 
mets line  the  shelves,  and  guns 


Dr.  Andrews'  collection  of 
military  memorabilia  includes 
this  mannequin  modeling  World 
War  II  camouflage  wear. 


and  assorted  backpacks  and  car- 
tridge belts  hang  from  the  walls. 
Hundreds  of  books  on  World  War 
II  provide  details  that  guide  Dr. 
Andrews  in  restoring  the  cycles. 

As  word  of  Dr.  Andrews' 
collection  has  spread,  he  is  often 
asked  to  ride  his  cycles  in  shows 
or  parades.  Next  year  he  will 
travel  to  Fort  Knox,  Ky.,  to  partici- 
pate in  a ceremony  marking  the 
50th  anniversary  of  the  Normandy 
invasion.  In  1991,  he  led  a parade 
in  Indianapolis  in  observance  of 
the  50th  anniversary  of  World 
War  II. 

"It's  like  any  hobby,"  he  says. 
"Once  you  get  hooked,  it's  almost 
an  obsession."  □ 
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Indiana  State 
Medical  Association 


1993  Annual  Convention 
& Exposition 


Friday,  Oct.  15 
Saturday,  Oct.  16 
Sunday,  Oct.  17 


Westin  Hotel 
Indianapolis 
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❖ House  of  Delegates 

❖ Reference  Committees 

❖ Health  System  Reform  Forum 

❖ IMPAC  Luncheon 

❖ President's  Night  Dinner  and  Entertainment 


i 

E 

E 

b 


e; 

ei 


INDIANA  MEDICINE/September/October  1993 


Abridged  schedule  of  convention  events 


Thursday,  Oct.  14 


2:30  - 4:30  p.m Board  of  Trustees  meeting 

6- 7  p.m Board  of  Trustees  reception 

7- 9  p.m Board  of  Trustees  dinner 

Friday,  Oct.  15 

7 a.m.  - 5 p.m Registration 

9 a.m.  - noon House  of  Delegates,  first 

session 

Noon  - 7 p.m Exhibit  hours 

Noon  - 1 p.m Past  presidents'  lunch 

Noon  - 1:30  p.m Lunch  in  exhibit  hall 

Noon ISMA  Alliance  lunch 

1 - 6 p.m Reference  committees 

5-7  p.m Reception  in  exhibit  hall 

8- 10  p.m 7th  District  Afterglow 

8-10  p.m 12th  District  Afterglow 

10-11  p.m 8th  District  Afterglow 


Saturday,  Oct.  16 


7 a.m.  - 5 p.m Registration 

7- 10  a.m Breakfast  in  exhibit  hall  and 

exhibit  hours 

8- 10  a.m Risk  management  seminar 

10  a.m.  - 1 p.m Health  system  reform  forum 

1-3  p.m IMPAC  luncheon 

3 - 5 p.m Health  system  reform  reactor 

panel 

6- 10  p.m President's  Night  Reception  and 

Dinner 

10-11  p.m 1st  District  Afterglow 

Sunday,  Oct.  17 

7- 9  a.m Board  of  Trustees  breakfast 

9 a.m.  - noon House  of  Delegates,  final  session 

Noon  - 1:30  p.m Trustees  organizational  meeting 

and  executive  committee 
meeting  □ 


Official  call 


T^ he  House  of  Delegates  of 
the  Indiana  State  Medical  Associa- 
tion will  convene  at  9 a.m.,  EST, 
Friday,  Oct.  15,  1993,  in  Grand 
Ballroom  5 of  the  Westin  Hotel  in 
Indianapolis. 

The  House  will  reconvene  for 
its  second  (final)  session  at  9 a.m., 
EST,  Sunday,  Oct.  17,  in  Grand 
Ballroom  5. 

Representation  in  the  House 
for  the  1993  annual  meeting  will 
be  as  follows: 

Indianapolis  - 38  delegates 
Lake  County  - 14  delegates 
Allen  County  - 12  delegates 
Vanderburgh  County  - 9 del- 
egates 

St.  Joseph  County  - 8 del- 
egates 

Vigo-Parke-Vermillion  coun- 
ties - 6 delegates 

Delaware-Blackford  counties 
and  Owen-Monroe  counties  - 5 


delegates  each 

Tippecanoe  County  - 4 del- 
egates 

Bartholomew-Brown,  Elkhart, 
LaPorte,  Madison,  Porter  and 
Wayne-Union  counties  - 3 del- 
egates each 

Clark,  Daviess-Martin, 
Dearborn-Ohio,  Fayette-Franklin, 
Floyd,  Fountain-Warren,  Grant, 
Harrison-Crawford,  Howard,  Jas- 
per-Newton, Jefferson-Switzerland 
and  Shelby-Rush  counties  - 2 
delegates  each 

The  remaining  50  Indiana 
county  medical  societies  - 1 del- 
egate each 

Trustees  - 17 
Past  presidents  - 18 
Resident  Medical  Society  - 2 
delegates 

Student  Medical  Society  - 4 
delegates 

Total  voting  members  of  the 
House  of  Delegates  - 234.  □ 


Convention  includes 
specialty  group 
meetings 

Two  specialty  groups  will 
meet  during  the  annual  ISMA 
convention. 

The  Association  of  Indiana 
Directors  of  Medical  Education 
will  hold  its  annual  meeting  from 
noon  to  2:30  p.m.  Oct.  15. 

The  semi-annual  meeting  of 
the  Indiana  Roentgen  Society  will 
be  held  Oct.  16.  The  executive 
meeting  will  begin  at  7 a.m.,  fol- 
lowed by  the  general  membership 
meeting  at  8 a.m. 

For  information  on  these 
meetings,  call  Dotty  Martens  at 
the  ISMA,  (317)  261-2060  or  1-800- 
257-4762.  □ 
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Health  system  reform  analysts  to  participate  in  forum 


N ational  and  state  leaders 
in  health  system  reform  will  par- 
ticipate in  a forum  during  the 
annual  ISMA  convention.  The 
panel  discussion,  "The  Road  to 
Health  System  Reform,"  is  sched- 
uled from  10  a.m.  to  1 p.m.  Satur- 
day, Oct.  16,  and  will  be  followed 
by  a health  reform  reaction  panel 
from  3 to  5 p.m. 

Because  President  Clinton's 
health  system  reform  plan  is  ex- 
pected to  he  released  in  mid-Sep- 
tember, the  panel  will  discuss  the 
impact  of  the  new  proposals  and 
answer  questions  from  the  audi- 
ence. The  reactor  panel,  com- 
posed of  representatives  of  the 
ISMA  and  of  various  consumer 
groups,  will  respond  to  comments 
made  during  the  morning  session. 

At  INDIANA 
MEDICINE  press 
time,  the  fol- 
lowing people 
had  confirmed 
they  would 
participate  in 
the  morning 
forum:  Lynn 
Etheredge,  a 
major  architect 
of  the  man- 
aged competi- 
tion idea;  James  Todd,  M.D.,  ex- 
ecutive vice  president  of  the 
American  Medical  Association; 
Myra  Selby,  director  of  health  care 
policy  for  the  state  of  Indiana;  and 
David  Weinschrott,  a research 
fellow  at  Hudson  Institute  in  In- 
dianapolis and  author  of  a report 
titled  "The  Curable  Crisis:  Re- 
thinking America's  Health  Care 


Priorities." 
Others  invited 
who  had  not 
yet  responded 
were  Uwe 
Reinhardt, 
Princeton 
University 
professor  and 
member  of 
the  Physician  Payment  Review 
Commission;  Howard  Dean,  M.D., 
governor  of  Vermont  and  chair- 
man of  the  Health  Subcommittee 
of  the  National  Governors  Asso- 
ciation; and  Ian  Rolland,  chairman 
of  Lincoln  National  Corp.  and  the 
Health  Insurance  Association  of 
America. 

Etheredge  is  an  independent 
consultant  who  works  with  the 
public  and  private  sectors  on 
health  care  reforms,  income  secu- 
rity and  government  policy  issues. 
He  served  in  the  federal  Office  of 
Management  and  Budget  (OMB) 
during  four  administrations, 
working  on  Medicare,  Medicaid 
and  national  health  insurance  in 
the  1970s,  and  directed  the  profes- 
sional health  staff  of  the  OMB  in 
both  the  Carter  and  Reagan  ad- 
ministrations. He  is  a major  ar- 
chitect of  the  managed  competi- 
tion idea  adopted  by  President 
Clinton  for  his  health  reform  pro- 
posal. Recently  he  served  as  asso- 
ciate director  for  health  reform 
with  the  Clinton-Gore  transition 
and  as  a consultant  to  the  inter- 
agency task  force  developing  the 
reform  plan. 

Etheredge  has  been  involved 
in  state  health  policy  reforms  as  a 
member  of  the  National  Gover- 


nors Association  health  care  task 
force  and  the  national  advisory 
committee  for  the  Robert  Wood 
Johnson  Foundation's  state  health 
policy  project. 

His  recent  published  articles 
include  "Negotiating  National 
Health  Insurance,"  "Managing  a 
Pluralist  Health  System"  and  "The 
Jackson  Hole  Initiatives  for  a 21st 
Century  American  Health  Sys- 
tem," written  with  Paul  Ellwood 
and  Alain  Enthoven.  He  is  a 
graduate  of  Swarthmore  College. 

Dr.  Todd,  a general  surgeon 
from  Ridgewood,  N.J.,  joined  the 
American  Medical  Association  as 
senior  deputy  executive  vice 
president  in  1985.  Five  years 
later,  he  was  named  executive 
vice  president.  He  was  a member 
of  the  Board  of  Trustees  from  July 
1980  to  June  1984  and  was  a com- 
missioner to  JCAH  from  1982  to 
1985. 

He  has  been  a director  of  the 
Institute  of  Society,  Ethics  and  the 
Life  Sciences  (Hastings  Center) 
and  is  a member  of  the  Overseers 
Committee  to  Visit  the  Harvard 
Medical  School.  He  has  served  as 
trustee  and  chairman  of  the  board 
of  trustees  of  the  Medical  Society 
of  New  Jersey,  chairman  of  the 
New  Jersey  delegation  to  the 
AMA  House  of  Delegates  and 
chairman  of  the  ad  hoc  committee 
to  review  the  AMA's  Principles  of 
Medical  Ethics.  Dr.  Todd  is  a 
cum  laude  graduate  of  Harvard 
College  and  Harvard  Medical 
School.  He  is  a diploma te  of  the 
American  Board  of  Surgery  and  a 
fellow  of  the  American  College  of 
Surgeons.  □ 


Lynn  Etheredge 


Dr.  James  Todd 
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Television  news  reporter  to  speak  at  IMPAC  luncheon 


Sheilah 
Kast,  an  ABC 
News  corre- 
spondent, will 
speak  at  the 
convention's 
annual  IMPAC 
luncheon,  set 
for  1 to  3 p.m. 

Saturday,  Oct. 

16.  "A  View 
from  Washington"  is  the  title  of 
her  speech,  which  will  focus  on 
the  Clinton  health  system  reform 
package. 

A native  of  Indianapolis,  Kast 
covers  economics  and  business 
issues,  which  have  been  a focus 
through  most  of  her  reporting 


career.  She  covered  the  Reagan 
administration  from  1985  to  1988, 
traveling  with  the  President  on 
domestic  trips  and  abroad,  such 
as  the  historic  summit  meetings 
with  then-Soviet  leader 
Gorbachev. 

She  was  the  first  ABC  corre- 
spondent on  the  air  with  news  of 
the  attempted  coup  in  Moscow, 
an  issue  that  she  covered  for  six 
weeks.  She  returned  to  the  disin- 
tegrating union  a few  months 
later  to  cover  the  formation  of  the 
Commonwealth  of  Independent 
States. 

Kast's  assignment  of  Congress 
from  1989  through  1991  included 
the  investigation  and  resignation 
of  House  Speaker  Jim  Wright,  the 


early  votes  on  the  savings  and 
loan  bailout  and  the  budget 
battles  between  congressional 
Democrats  and  President  Bush. 

Before  joining  ABC  News  in 
1981,  Kast  was  a financial  reporter 
for  The  Washington  Star.  She  cov- 
ered the  Federal  Reserve  Board, 
the  Securities  and  Exchange  Com- 
mission, other  regulatory  agencies 
and  energy  issues.  She  switched 
from  newspapers  to  television 
when  the  newspaper  folded. 

She  is  a cum  laude  graduate 
of  the  Catholic  University  of 
America  and  lives  in  College  Park, 
Md. 

IMPAC  luncheon  tickets  are 
$15.  □ 


Commercial  exhibitors  of  the  1993  ISMA  annual  convention 


Sheilah  Kast 


Acordia  Health  Industry  Services,  Inc. 

AdminaStar 

Ameritech 

Anthem  Health  Systems 
Continental  Medical  Systems,  Inc. 

Emergency  Care  Physicians 

IMACS  (Indiana  Medical  Access  and  Communication 
System) 

INB  National  Bank 
Indiana  Air  Guard 

Indiana  Division  of  Disability,  Aging  and  Rehabilita- 
tive Services 

Indiana  Pork  Producers  Association 


Eli  Lilly  and  Company/Dista  Products  Company 

Medical  Accounts  Group 

The  Medical  Laboratory 

Medical  Protective  Company 

Miles  Pharmaceuticals 

Orthopaedics  Indianapolis 

Physicians  Insurance  Company  of  Indiana 

P.I.E.  Mutual  Insurance  Company 

RANAC  Computer  Corporation 

Rehabilitation  Hospital  of  Indiana 

USA  Health  Professional  Support  Agency 

Whipple  & Company 
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PICI  to  present  loss  prevention  seminar 


P hysicians  Insurance  Com- 
pany of  Indiana  will  present  a 
Preferred  Risk  Loss  Prevention 
Seminar  as  part  of  the  ISMA  an- 
nual convention.  The  program 
will  be  from  8 to  10  a.m.  Saturday, 
Oct.  16. 

The  seminar  will  examine 
informed  consent,  including  re- 
cent case  law,  current  standards 
and  ways  to  strengthen  the  pro- 
cess; review  problematic  clinical 
scenarios  relating  to  medicine  and 


surgical  settings;  and  discuss  the 
physician /defense  counsel  rela- 
tionship. 

Presenting  the  seminar  will  be 
Barbara  Killila,  PICI  director  of 
education,  risk  management;  Gene 
Reiss,  PICI  director  of  field  ser- 
vices; and  Kevin  C.  Murray,  se- 
nior PICI  defense  attorney  with 
Locke  Reynolds  Boyd  & Weisell. 

The  seminar  is  designated  as  a 
continuing  medical  education 
activity  for  two  credit  hours  in 
Category  I of  the  Physician  Recog- 


nition Award  of  the  American 
Medical  Association  and  is  accept- 
able for  two  prescribed  hours  by 
the  American  Academy  of  Family 
Physicians. 

PICI  insureds  will  receive  a 5 
percent  premium  discount  applied 
toward  their  next  renewal. 

The  seminar  fee  is  $50.  Ad- 
vance registration  is  encouraged 
and  may  be  made  by  completing 
and  returning  the  form  in  the 
convention  brochure  that  was  sent 
to  all  ISMA  members.  □ 


Dinner  to  honor  outgoing  ISMA  president 


Outgoing  ISMA  president 
William  H.  Beeson,  M.D.,  India- 
napolis, will  be  honored  as  part  of 
the  annual  President's  Night  re- 
ception and  dinner  Saturday,  Oct. 
16. 

The  evening  will  begin  with  a 
formal  reception  from  6 to  7 p.m., 
followed  by  dinner  and  entertain- 


ment from  7 to  10  p.m.  in  the 
Grand  Ballroom. 

William  C.  Van  Ness  II,  M.D., 
Summitville,  will  be  installed  as 
ISMA  president  during  the  din- 
ner. 

Five  Easy  Pieces,  whose  reper- 
toire ranges  from  swing  to  the 
most  current  dance  hits,  will  pro- 
vide the  entertainment.  The 


group,  which  includes  two  of  its 
original  members,  is  marking  its 
21st  anniversary  this  year.  It  per- 
forms at  such  events  as  corporate 
functions,  private  parties,  wed- 
dings and  county  fairs  and  has 
entertained  at  the  Indianapolis  500 
Festival  and  the  Pan-Am  games.  □ 


itoi  i 
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William  H.  Beeson,  M.D.,  president 

Indiana  State  Medical  Association 

1 992-93 
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Presidents  of  ISMA  since  its  organization 


Medical  Convention  Elected  Served 

* Livingston  Dunlap,  Indianapolis 1849  1849 

Medical  Society  Elected  Served 

* William  T.S.  Cornett,  Versailles 1849  1850 

* Ashahel  Clapp,  New  Albany 1850  1851 

* George  W.  Mears,  Indianapolis 1851  1852 

* Jeremiah  H.  Brower,  Lawrenceburg 1852  1853 

* Elizur  H.  Deming,  Lafayette 1853  1854 

* Madison  J.  Bray,  Evansville 1854  1855 

* William  Lomax,  Marion  1855  1856 

* Daniel  Meeker,  La  Porte 1856  1857 

* Talbot  Bullard,  Indianapolis 1857  1858 

* Nathan  Johnson,  Cambridge  City 1858  1859 

* David  Hutchinson,  Mooresville 1859  1860 

* Benjamin  S.  Woodworth,  Fort  Wayne  1860  1861 

* Theophilus  Parvin,  Indianapolis 1861  1862 

* James  F.  Hibberd,  Richmond 1862  1863 

* John  Sloan,  New  Albany 1863 

* John  Moffett  (acting),  Rushville 1863  1864 

* Samuel  L.  Linton,  Columbus 1864 

* Wilson  Lockhart  (acting),  Danville 1864  1865 

4 Myron  H.  Harding,  Lawrenceburg  1865  1866 

* Vierling  Kersey,  Richmond  1866  1867 

!*  John  S.  Bobbs,  Indianapolis  1867  1868 

* Nathaniel  Field,  Jeffersonville  1868  1869 

* George  Sutton,  Aurora  1869  1870 

* Robert  N.  Todd,  Indianapolis  1870  1871 

* Henry  P Ayres,  Fort  Wayne 1871  1872 

* Joel  Pennington,  Milton 1872  1873 

* Isaac  Casselberry,  Evansville 1873 

* Wilson  Hobbs  (acting),  Knightstown 1873  1874 

* Richard  E.  Houghton,  Richmond  1874  1875 

* John  H.  Helm,  Peru  1875  1876 

* Samuel  S.  Boyd,  Dublin 1876  1877 

4 Luther  D.  Waterman,  Indianapolis 1877  1878 

* Louis  Humphreys,  South  Bend  1878 

•Benjamin  Newland  (acting),  Bedford  (v.p.)  1878  1879 

* Jacob  R.  Weist,  Richmond 1879  1880 

• Thomas  B Harvey,  Indianapolis  1880  1881 

• Marshall  Sexton,  Rushville  1881  1882 

* William  H Bell,  Logansport  1882  1883 

* Samuel  E.  Mumford,  Princeton 1883  1884 

* James  H.  Woodbum,  Indianapolis 1884  1885 

• James  S.  Gregg,  Fort  Wayne 1885  1886 

* Gen.  W.  H.  Kemper,  Muncie 1886  1887 

• Samuel  H.  Charlton,  Seymour  1887  1888 

* William  H.  Wishard,  Indianapolis.  1888  1889 

* James  D Gatch,  Lawrenceburg  1889  1890 

• Gonsolvo  C.  Smythe,  Greencastle  1890  1891 

* Edwin  Walker,  Evansville  1891  1892 

• George  I Beasley,  Lafayette  1892  1893 

• Charles  A.  Daugherty,  South  Bend  1893  1894 

* Elijah  S.  Elder,  Indianapolis 1894 

* Charles  S.  Bond  (acting),  Indianapolis 1894  1895 

* Miles  F.  Porter,  Fort  Wayne 1895  1896 

* James  H.  Ford,  Wabash 1896  1897 

* William  N.  Wishard,  Indianapolis 1897  1898 

• John  C.  Sexton,  Rushville 1898  1899 

* Walker  Schell,  Terre  Haute 1899  1900 

* George  W.  McCaskey,  Fort  Wayne 1900  1901 

* Alembert  W.  Brayton,  Indianapolis 1901  1902 

* John  B Berteling,  South  Bend  1902  1903 

* Jonas  Stewart,  Anderson  1903  1904 

* George  T.  MacCoy,  Columbus 1904  1905 

• George  H.  Grant,  Richmond 1905  1906 

* George  J.  Cook,  Indianapolis 1906  1907 

* David  C.  Peyton,  Jeffersonville 1907  1908 

* George  D.  Kahlo,  French  Lick 1908  1909 

* Thomas  C.  Kennedy,  Shelbyville 1909  1910 

* Frederick  C.  Heath,  Indianapolis 1910  1911 

* William  F.  Howat,  Hammond 191 1 1912 

* A.  C.  Kimberlin,  Indianapolis  1912  1913 

• John  P.  Salb,  Jasper 1913  1914 

* Frank  B Wynn,  Indianapolis 1914  1915 

•George  F.  Keiper,  I^fayette 1915  1916 

* John  H.  Oliver,  Indianapolis 1916  1917 

4 Joseph  Rilus  Eastman,  Indianapolis 1917  1918 


* William  H.  Stemm,  North  Vemon 

1918 

1919 

* Charles  H.  McCully,  Logansport 

1919 

1920 

* David  Ross,  Indianapolis  

1920 

1921 

* William  R.  Davidson,  Evansville  

1921 

1922 

• Charles  H Good,  Huntington 

1922 

1923 

* Samuel  E.  Earp,  Indianapolis  

1923 

1924 

* Eldridge  M.  Shanklin,  Hammond  

1924 

1925 

Medical  Association 

Elected 

Served 

• Charles  N.  Combs,  Terre  Haute 

1925 

1926 

* Frank  W.  Cregor,  Indianapolis 

1926 

1927 

* George  R.  Daniels,  Marion 

1926 

1928 

• Charles  E.  Gillespie,  Seymour 

1927 

1929 

* Angus  C.  McDonald,  Warsaw  

1928 

1930 

• Alois  B.  Graham,  Indianapolis 

1929 

1931 

* Franklin  S.  Crockett,  Lafayette 

1930 

1932 

* Joseph  H.  Weinstein,  Terre  Haute 

1931 

1933 

* Everett  E.  Padgett,  Indianapolis 

1932 

1934 

* Walter  J.  Leach,  New  Albany 

1933 

1935 

• Roscoe  L.  Sensenich,  South  Bend  

1934 

1936 

* Edmund  D.  Clark,  Indianapolis 

1935 

1937 

* Herman  M Baker,  Evansville 

1936 

1938 

* Edmund  M Van  Buskirk,  Fort  Wayne 

1937 

1939 

* Karl  R Ruddell,  Indianapolis 

1938 

1940 

* Albert  M Mitchell,  Terre  Haute 

1939 

1941 

* Maynard  A Austin,  Anderson 

1940 

1942 

* Carl  H McCaskey,  Indianapolis 

1941 

1943 

* Jacob  T.  Oliphant,  Farmersburg 

1942 

1944 

• Nelson  K.  Forster,  Hammond  

1943 

1945 

• Jesse  E.  Ferrell,  Fortville 

1944 

1946 

* Floyd  T.  Romberger,  Lafayette 

1945 

1947 

* Cleon  A.  Nafe,  Indianapolis 

1946 

1948 

’ Augustus  P Hauss,  New  Albany 

1947 

1949 

• C S Black,  Warren 

1948 

1950 

* Alfred  Ellison,  South  Bend 

1949 

1951 

* J William  Wright,  Indianapolis 

1950 

1952 

* Paul  D Crimm,  Evansville  

1951 

1953 

* William  Harry  Howard,  Hammond 

1952 

1954 

* Walter  L Portteus,  Franklin 

1953 

1955 

* Walter  U.  Kennedy,  New  Castle 

...............  1954 

1956 

* Elton  R.  Clarke,  Kokomo 

1955 

1957 

* M C.  Topping,  Terre  Haute 

1956 

1958 

‘ Kenneth  L.  Olson,  South  Bend 

1957 

1959 

* Earl  W.  Mericle,  Indianapolis 

1958 

1960 

• Guy  A.  Owsley,  Hartford  City 

1959 

1961 

• Harry  R Stimson,  Gary 

1960 

1962 

* Maurice  E.  Glock,  Fort  Wayne 

1961 

1963 

* Donald  E.  Wood,  Indianapolis 

1962 

1964 

Joseph  M Black,  Seymour 

1963 

1965 

* Kenneth  O Neumann,  Lafayette 

1964 

1966 

• Eugene  S.  Rifner,  Van  Buren 

1965 

1967 

• G.  O.  Larson,  La  Porte  

1966 

1968 

Patrick  J.  V.  Corcoran,  Evansville 

1967 

1969 

Lowell  H.  Steen,  Hammond  

1968 

1970 

* Malcolm  O.  Scamahom,  Pittsboro 

1969 

1971 

Peter  R.  Petrich,  Attica 

1970 

1972 

• James  H.  Gosman,  Indianapolis 

1971 

1973 

Joe  Dukes,  Dugger 

1972 

1974 

Gilbert  M Wilhelmus,  Evansville 

1973 

1975 

Vincent  J Santare,  Munster 

1974 

1976 

* John  W Beeler,  Indianapolis  ..... 

1975 

1977 

* Eli  Goodman,  Charlestown 

1976 

1978 

* James  A Harshman,  Kokomo 

1977 

1978 

• Arvine  G.  Popplewell,  Indianapolis 

1978 

1979-80 

Alvin  J.  Haley,  Carmel 

1979 

1981 

4 Martin  J.  O'Neill,  Valparaiso 

1980 

1982 

lohn  A Knote,  Lafayette 

1981 

1983 

George  T.  Lukemeyer,  Indianapolis 

1982 

1984 

Lawrence  E.  Allen,  Anderson 

1983 

1985 

Paul  Siebenmorgen,  Terre  Haute 

1984 

1986 

Shirley  Thompson  Khalouf,  Manon 

1985 

1987 

John  D MacDougall,  Beech  Grove 

1986 

1988 

Fred  W Dahling,  New  Haven 

1987 

1989 

George  H.  Rawls,  Indianapolis 

1988 

1990 

Michael  O.  Mellinger,  LaGrange 

1989 

1991 

C.  Dyke  Egnatz,  Schererville  

1990 

1992 

William  H.  Beeson,  Indianapolis  

* Deceased 

1991 

1993 
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■annual  reports 


Editor's  note:  The  annual  re- 
ports that  were  not  submitted  in  time 
to  be  included  in  this  issue  will  be 
printed  in  the  January  1994  issue  of 

INDIANA  MEDICINE. 

EXECUTIVE  COMMITTEE 
William  H.  Beeson,  M.D., 
president 

The  most  pressing  issue  during 
the  past  12  months  has  been 
health  system  reform  and  the 
impact  it  would  have  on  physi- 
cians, patients  and  the  practice  of 
medicine.  The  State  Health  Policy 
Commission  culminated  its  three 
years  of  deliberation  by  releasing 
its  final  report  in  late  November. 
The  report  was  a comprehensive 
document  addressing  multiple 
facets  of  health  system  reform 
with  an  executive  summary  with 
more  than  200  pages.  This  ab- 
struse document  set  the  stage  for 
an  active  debate  on  health  system 
reform  to  take  place  during  the 
1993  legislative  period.  This,  com- 
bined with  significant  cost  over- 
runs in  the  state  Medicaid  pro- 
gram, coupled  with  the  formation 
of  President  Clinton's  Health  Re- 
form Task  Force,  placed  medical 
issues  at  center  stage  during  the 
recent  legislative  session. 

In  October  1992,  ISMA  task 
forces  were  formed  to  address  the 
issues  of  health  system  reform, 
Medicaid,  ISMA-PICI  relations 
and  preventive  health.  Each  of 
those  task  forces  has  been  active 
during  the  past  12  months,  and 
their  activities  have  been  closely 
monitored  by  the  Executive  Com- 
mittee. Comprehensive  written 
summary  reports  of  those  task 
forces  will  be  available  at  the  an- 
nual convention. 

Your  Executive  Committee 
met  in  weekly  telephone  confer- 
ence calls  throughout  the  legisla- 
tive session  to  monitor  our  lobby- 


ing activities  and  efforts.  While 
more  detailed  information  regard- 
ing the  legislative  session  can  be 
obtained  by  review  of  the  Com- 
mission on  Legislation  report, 
these  activities  played  such  a 
prominent  position  in  Executive 
Committee  activities  that  they 
warrant  a review. 

Off-label  drug  legislation  and 
drug  labeling  legislation,  which 
requires  drug  labels  to  include  the 
brand  name  when  generic  substi- 
tution is  made,  were  both  enacted. 
Action  was  also  taken  to  define 
"surgery"  to  include  the  medical 
use  of  lasers.  Each  of  those  were 
supported  by  the  ISMA,  the  latter 
two  being  initiated  by  prior 
House  of  Delegates  resolutions. 

What  perhaps  is  even  more 
important  to  point  out  is  the  fact 
that  ISMA  successfully  lobbied 
against  several  pieces  of  legisla- 
tion that  would  have  proven  det- 
rimental to  medicine  - sick  taxes, 
restrictions  on  physician  self-refer- 
ral, the  triplicate  prescription  pro- 
gram and  price  controls.  In  addi- 
tion, ISMA  was  successful  in 
maintaining  the  "any  willing  pro- 
vider" language  for  PPO  pro- 
grams. 

Our  continued  contact  with 
media  and  opinion  makers  as  well 
as  legislators  was  worthwhile. 

We  authorized  production  of  a 
videotape  and  audiocassette  ex- 
plaining the  Indiana  Compensa- 
tion Act  for  Patients  to  legislators. 
This  was  reviewed  and  monitored 
by  the  Executive  Committee.  It  is 
noteworthy  to  point  out  that  there 
were  no  changes  in  our  medical 
malpractice  law  during  this  ses- 
sion. 

On  the  business  side,  the  Ex- 
ecutive Committee  evaluated  the 
ISMA  investments  and  developed 
a comprehensive  and  effective 
method  to  monitor  our  invest- 
ments and  to  maximize  our  return 


on  investments.  Up  to  20%  of 
investments  will  be  placed  in  no- 
load  mutual  funds. 

Staff  monitoring  revealed 
financial  irregularities  that  were 
subsequently  confirmed  by  our 
annual  audit.  This  resulted  in 
legal  action  being  taken  against  a 
former  employee  and  a compre- 
hensive review  of  our  financial 
system  and  monitoring  protocols. 
Insurance  coverage  has  eliminated 
any  adverse  financial  impact  on 
the  ISMA  for  these  activities.  The 
Executive  Committee  has  fully 
reviewed  our  financial  manage- 
ment system  and  decided  that  it  is 
appropriate  to  preserve  the  finan- 
cial integrity  of  the  organization 
and  to  prevent  subsequent  unau- 
thorized access  of  funds. 

Thorough  evaluation  of  our 
insurance  coverage  and  current 
Indiana  law,  along  with  ISMA 
bylaws,  indicated  that  specific 
language  was  needed  to  address 
the  issues  of  indemnification  for 
officers  and  others  acting  on  be- 
half of  the  ISMA.  The  Executive 
Committee  developed,  through 
staff  and  in  concurrence  with  the 
Board  of  Trustees,  a resolution  to 
be  submitted  to  the  1993  House  of 
Delegates  addressing  indemnifica- 
tion of  officers  and  directors. 

Administrative  functions  were 
analyzed,  and  a local  area  net- 
work computer  system  was  in- 
stalled and  expanded  to  bring 
ISMA  computer  operations  into 
the  21st  century.  This  also  will 
allow  expanded  capabilities  and 
more  effective  and  timely  commu- 
nications with  officers,  trustees 
and  county  medical  societies. 

Forced  to  choose  between 
replacing  an  engine  on  our  cur- 
rent aircraft  or  replacing  it  alto- 
gether, we  chose  to  replace  our 
plane  with  a newer  model,  which 
would  provide  the  ISMA  with 
greater  leasing  opportunities  to 
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I offset  aircraft  operating  expenses. 
The  Executive  Committee  directed 
ISMA  staff  to  fully  evaluate  vari- 
ous proposals,  which  were  pre- 
sented to  the  Board  of  Trustees  for 
its  review.  The  Board  of  Trustees 
approved  the  purchase  of  a used 
MU-2  aircraft  in  May.  The  Execu- 
tive Committee  will  continue  to 
evaluate  the  feasibility  of  the  air- 
craft and  monitor  financial  opera- 
tions with  periodic  reports  to  the 
Board  of  Trustees.  It  is  hoped 
that  increased  leasing  opportuni- 
ties will  provide  expanded  rev- 
enues to  the  association  and  fur- 
ther decrease  operational  costs. 

The  Executive  Committee 
accepted  a $50,000  contribution 
from  the  Indiana  Hospital  Asso- 
ciation on  behalf  of  the  Commis- 
sion on  Physician  Assistance. 

This  contribution  is  for  a two-year 
period  and  will  help  defray  com- 
mission expenses.  The  Executive 
Committee  continues  to  review 
with  staff  commission  operations 
and  continues  to  explore  addi- 
tional revenue  sources  to  support 
current  and  expanded  operations 
for  the  commission. 

The  Executive  Committee  felt 
it  imperative  that  ISMA  be 
proactive  regarding  health  reform 
and  that  ISMA  members  be  kept 
abreast  of  the  changing  health 
care  environment.  Approval  was 
given  for  development  of  a 
speaker  training  program  to  pro- 
vide media  and  opinion  makers 
with  the  physician  perspective  on 
health  reform. 

The  Executive  Committee 
wishes  to  extend  its  compliments 
to  the  ISMA  staff  for  an  admirable 
job  in  carrying  out  the  expanded 
activities  of  the  association  in  a 
professional,  timely  and  fiscally 
responsible  manner.  Excellent 
administrative  and  financial  man- 
agement by  ISMA  staff  allowed  us 
to  address  the  strategic  concerns 


of  the  association  and  yet  remain 
under  budget  for  the  fiscal  year. 

BOARD  OF  TRUSTEES 
Jerome  Melchior,  M.D.,  chairman 

Without  a doubt,  1993  has  been 
the  most  politically  active  year  I 
have  noted  in  the  past  decade  of 
my  involvement  with  the  ISMA. 
We  have  won  some  clearcut  po- 
litical victories  for  our  colleagues 
and,  most  importantly,  for  our 
patients. 

Due  to  the  farsighted  ap- 
proach of  Rick  King,  ISMA  execu- 
tive director,  and  the  ISMA  staff, 
there  was  no  significant  legislative 
threat  to  the  Indiana  Compensa- 
tion Act  for  Patients  this  year. 

Our  media  campaign  to  educate 
Hoosiers  concerning  their  unique 
malpractice  law,  with  its  protec- 
tions for  injured  patients,  was 
successful.  As  of  this  writing,  the 
special  legislative  session  is  still  in 
progress,  and  the  mandated  tripli- 
cate prescription  bill  has  been 
defeated  twice.  By  defeating  this 
bill,  physicians  will  be  able  to 
spend  more  time  actively  caring 
for  patients  rather  than  complet- 
ing bureaucratic  paperwork. 

Many  problems  still  remain. 
The  health  systems  reform  bill  is 
still  alive,  and  it  appears  that 
some  of  the  recommendations  will 
be  included  in  the  Medicaid  re- 
form presently  being  debated.  As 
of  today,  none  of  this  has  been 
funded,  and  it  still  remains  the 
main  problem  of  the  special  legis- 
lative session. 

Last  January,  there  was  strong 
talk  in  the  General  Assembly 
about  a possible  physician  pro- 
vider tax.  This  "sick  tax"  was  not 
included  in  any  legislation  due  to 
strong  opposition  by  the  ISMA. 

These  multiple  accomplish- 
ments have  occurred  because  of 


ISMA  interaction  and  grassroots 
physicians.  This  combination  is 
unbeatable  when  ISMA  leadership 
informs  you  of  legislation  that 
will  adversely  affect  your  patients' 
care,  and  you  respond  with  phone 
calls  and  letters  to  legislators  try- 
ing to  educate  them  and  encour- 
age them  to  vote  for  our  patients' 
welfare.  These  grassroots  efforts 
have  worked  well  this  year,  and 
they  need  to  continue. 

Congratulations  to  all  who 
participated  this  year.  Your  pa- 
tients will  benefit  from  your  in- 
volvement. 


AMA  DELEGATION 
Marvin  E.  Priddy,  M.D., 
chairman 

I would  like  to  thank  the  mem- 
bers of  our  delegation  for  their 
dedication  and  effort  in  maintain- 
ing Indiana's  active  role  at  the 
AMA  House  of  Delegate  meet- 
ings: 

Delegates 

John  Knote,  M.D.,  Lafayette 
Ed  Langston  M.D.,  Indianapolis 
George  Lukemeyer,  M.D., 
Indianapolis 

John  MacDougall,  M.D.,  Beech 
Grove 

Shirley  Khalouf,  M.D.,  Marion 
Alternates 

Alfred  Cox,  M.D.,  South  Bend 
Max  Hoffman,  M.D.,  Covington 
Mike  Mellinger,  M.D.,  LaGrange 
George  Rawls,  M.D.,  Indianapolis 
John  Thomas,  M.D.,  Fort  Wayne 


Interim  Meeting 

The  AMA  House  of  Delegates  met 
Dec.  6-9,  1992,  in  Nashville  with 
436  credentialed  delegates  repre- 
senting 54  states  and  territories,  83 
national  medical  specialty  societ- 
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ies,  five  special  sections  and  five 
government  services. 

The  delegates  considered  90 
reports  and  231  resolutions. 

Health  system  reform,  managed 
care,  managed  competition,  nego- 
tiations, global  budgeting  and 
refinements  to  AMA's  Health 
Access  America  dominated  the 
time  and  attention  of  the  del- 
egates. 

At  the  direction  of  the  ISMA 
House  of  Delegates,  the  Indiana 
delegation  introduced  three  reso- 
lutions: 107,  213  and  809.  Resolu- 
tion 107,  dealing  with  reimburse- 
ment and  the  AMA  House  of  Del- 
egates, reaffirmed  current  AMA 
policy  in  lieu  of  the  resolution. 
Resolution  213,  concerning  com- 
petitive physician  salaries,  was 
not  adopted.  Resolution  809,  re- 
lated to  mandatory  computeriza- 
tion of  patient  records,  was 
amended,  and  the  House  adopted 
the  following  substitute  resolu- 
tion: "Resolved,  that  the  Ameri- 
can Medical  Association  strongly 
urge  third-party  payors  and  oth- 
ers to  preserve  the  option  of  the 
non-computerized  medica  I 
records,  with  no  disincentives  and 
no  punitive  measures  for  those 
physicians  who  continue  to  use 
non-computerized  medical 
records." 

Regarding  organized 
medicine's  role  in  health  care 
policy  development  and  imple- 
mentation, the  House  amended 
and  adopted  the  following  recom- 
mendations: 

• That  the  AMA  continue  its 
aggressive  leadership  campaign 
for  antitrust  relief  and  legal  and 
legislative  recognition  of  physi- 
cians' right  to  negotiate. 

• At  a time  of  the  potential 
for  imminent  health  system  re- 
form, the  House  of  Delegates  em- 
power the  Board  of  Trustees  to  act 
on  behalf  of  the  Association  to 


promote  proactively  and  negotiate 
for  those  elements  of  health  sys- 
tem reform  that  they  feel  will  best 
represent  the  interests  of  patients 
and  the  profession. 

Annual  Meeting 

The  1993  Annual  Meeting  was 
held  June  13-17  in  Chicago  with 
435  voting  delegates  and  117  re- 
ports and  229  resolutions  for  con- 
sideration. 

First  Lady  Hillary  Rodham 
Clinton  addressed  the  opening 
session  of  the  House  of  Delegates, 
garnering  approval  from  the  audi- 
ence as  she  spoke  to  many  of  the 
major  concerns  of  physicians, 
including  CLIA  regulations,  third 
party  interference,  professional 
liability  reform  and  quality  of 
care. 

Major  issues  considered  at  the 
meeting  included  harnessing  mar- 
ket forces  in  medical  pricing, 
health  system  reform,  required 
benefits  packages,  sexual  orienta- 
tion discrimination,  repeal  of 
CLIA,  enterprise  liability,  increas- 
ing the  availability  of  primary 
care,  National  Practitioner  Data 
Bank,  AMA  dues  and  AMA's 
National  Campaign  Against  Fam- 
ily Violence. 

The  House  elected  Robert 
McAfee,  M.D.,  president-elect; 
Daniel  Johnson  Jr.,  M.D.,  speaker 
of  the  house;  and  Richard  Corlin, 
M.D.,  vice  speaker.  John  Knote, 
M.D.,  was  re-elected  to  his  second 
term  on  the  AMA  Council  on 
Medical  Service.  Indiana  also 
continues  to  be  represented  on  the 
AMA  Council  on  Medical  Educa- 
tion by  George  Lukemeyer,  M.D. 

During  the  1992  ISMA  annual 
convention,  two  long-time  dedi- 
cated members,  Alvin  Haley, 

M.D.,  Indianapolis,  delegate,  and 
Herbert  Khalouf,  M.D.,  Marion, 
delegate,  retired  from  the  delega- 
tion. Shirley  Khalouf,  M.D., 


Marion,  and  Ed  Langston,  M.D., 
Indianapolis,  were  elected  to  fill 
the  delegate  positions,  and  the 
ISMA  House  elected  John  Tho- 
mas, M.D.,  Fort  Wayne,  and 
Alfred  Cox,  M.D.,  South  Bend,  to 
fill  the  two  alternate  delegate  va- 
cancies. Thanks  to  Drs.  Haley 
and  Khalouf  for  their  loyalty  in 
representing  Indiana  in  the  AMA 
House  of  Delegates.  With  regret, 
the  delegation  accepted  a letter  of 
resignation  from  Delegate  Ed 
Langston,  M.D.,  Indianapolis.  His 
service  and  efforts  on  behalf  of 
the  delegation  are  appreciated.  A 
replacement  delegate  will  be 
elected  at  the  1993  ISMA  annual 
convention. 

We  were  saddened  in  January 
by  the  death  of  our  colleague, 
Herbert  Khalouf,  M.D.  He  will  be 
missed  by  the  delegation  and  the 
Indiana  State  Medical  Association. 

The  entire  delegation  works 
diligently  at  each  AMA  meeting 
to  voice  the  "Indiana  perspective" 
on  vital  issues  affecting  the  Hoo- 
sier  physician  and  the  delivery  of 
health  care  in  the  state.  If  you 
can't  attend  the  meetings,  you  can 
still  be  assured  that  you  are  repre- 
sented through  your  delegation. 
Let  us  know  your  opinions! 

RESIDENT  MEDICAL  SOCIETY 
Ruchir  Sehra,  M.D.,  trustee 

This  year,  ISMA-RMS  has 
remained  active  at  both  state  and 
national  levels.  Nationally,  we 
have  continued  to  be  well-repre- 
sented at  the  AMA  Resident  Phy- 
sician Section  interim  meeting  in 
1992  and  annual  meeting  in  1993. 
Our  national  delegation  consists 
of  many  new  members  with  most 
delegates  in  their  first  two  years 
of  residency  training.  A new 
Great  Lakes  Section  was  formed 
at  the  1993  meeting  in  which  the 
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Indiana  delegation  has  been  ac- 
tively involved  from  the  start. 
Some  members  attended  the  Na- 
tional Leadership  Conference  in 
Atlanta  and  the  Washington  Sum- 
mit last  spring.  As  our  member- 
ship matures,  we  hope  to  be  even 
more  active  and  vocal  nationally. 

On  the  state  level,  the  ISMA- 
RMS  continues  to  work  closely 
with  the  Medical  Student  Section 
to  foster  continued  participation 
as  students  become  residents. 
Medical  student  leaders  who  have 
stayed  in  Indiana  for  residencies 
have  continued  to  take  an  active 
role  at  the  resident  level.  We  are 
also  trying  to  simplify  the  ISMA 
dues  system  for  residents  to  pre- 
vent a lag  in  receiving  benefits 
and  make  membership  more  eco- 
nomically palatable. 

This  past  year  was  a rebuild- 
ing year  because  many  of  our 
senior  members  graduated  from 
their  residency  training  programs. 
With  an  influx  of  younger  mem- 
bers, much  of  this  year  was  spent 
learning  about  the  ISMA  and 
AMA-RPS.  We  have  modified 
our  constitution  to  better  reflect 
current  membership  practices  and 
goals.  Our  governing  council  has 
been  reorganized  to  encourage 
more  participation.  We  look  for- 
ward to  increasing  participation 
and  activity  next  year. 

Thank  you  to  the  ISMA  for  its 
continued  support  of  resident 
activities  in  Indiana. 


MEDICAL  STUDENT  SOCIETY 
Scott  Hollingsworth,  trustee 

It  has  been  a privilege  to  repre- 
sent the  Medical  Student  Society 
this  year.  It  has  been  a busy  and 
productive  year  for  the  students. 
The  student  society  concentrated 
on  the  following  items: 

As  always,  we  had  strong 


representation  at  the  interim  and 
annual  meetings  and,  for  the  first 
time,  we  sent  a large  delegation  to 
the  National  Leadership  Confer- 
ence. In  the  past,  we  have  only 
been  able  to  send  a few  people  to 
the  leadership  conference,  but  the 
intensive  educational  nature  of  the 
conference  has  been  able  to  create 
so  much  enthusiasm  that  we  hope 
to  send  a group  every  year. 

We  emphasized  recruitment 
last  fall,  especially  on  the  India- 
napolis campus.  We  had  a party 
at  the  Marriott  where  we  signed 
up  new  members  and  introduced 
students  to  the  AMA.  At  this 
party  and  several  other  times  on 
campus,  we  set  up  a table  and 
registered  students  to  vote.  The 
MSS  registered  about  200  people 
to  vote  in  the  November  election. 

The  student  society  sponsored 
an  AMA-MSS  section  meeting. 

The  topic  for  the  meeting  was 
"Health  System  Reform  and  the 
1992  Election,"  and  John  Knote, 
M.D.,  was  one  of  the  speakers. 

The  conference  was  well  attended 
with  about  50  students  represent- 
ing Indiana,  Illinois,  Ohio,  Michi- 
gan and  Kentucky. 

Once  again,  we  sponsored  the 
"Student-to-Student"  program  on 
the  Northwest  and  Bloomington 
campuses.  The  program  sends 
medical  students  to  primary  and 
secondary  schools  to  speak  about 
health-related  subjects  (smoking, 
drugs,  alcohol,  AIDS,  etc.).  The 
program  was  tremendously  suc- 
cessful on  both  campuses. 

This  spring,  Sharon  Swan, 
AMA  political  analyst,  spoke  at 
one  of  our  meetings  about  "Stu- 
dent Leadership  Opportunities  in 
the  AMA-MSS."  We  hope  to  see 
Indiana  students  in  national  lead- 
ership positions. 

We  are  working  on  a project 
to  create  canvas  artwork  for  the 
walls  of  the  Regenstrief  Outpa- 


tient Pediatric  Clinic.  It  has  taken 
several  months  to  organize  the 
project,  but  it  will  come  to  frui- 
tion. 

All  of  the  students  thank  the 
ISMA  for  its  support.  Rosanna 
Her,  ISMA,  has  been  extremely 
helpful  and  her  work  and  knowl- 
edge are  appreciated.  The  mem- 
bers of  the  MSS  are  limited  to  four 
years  of  involvement  (thank  good- 
ness medical  school  isn't  longer), 
and  Rosanna  contributes  continu- 
ity and  perspective  to  our  group. 
We  are  looking  forward  to  an- 
other year  of  growth. 


PHYSICIANS  INSURANCE 
COMPANY  OF  INDIANA 
M.  David  Duncan,  PICI 
president  and  CEO 

Members  of  the  ISMA  leadership 
and  the  PICI  Board  of  Directors 
chose  to  commemorate  the  begin- 
ning of  the  company's  second 
decade  of  leadership  in  1993 
rather  than  its  10th  anniversary, 
for  specific  reasons. 

Challenges  Indiana  physicians 
will  face  during  the  coming  de- 
cade are  likely  to  be  far  more  for- 
midable than  in  1982,  when  the 
ISMA  formed  PICI  to  give  Indiana 
physicians  a strong  voice  in  pro- 
fessional liability  protection. 

To  meet  the  challenges  of  the 
1980s,  PICI  brought  to  Indiana 
physicians  coverage  and  service 
features  not  previously  available: 
requirement  of  the  insured's  con- 
sent to  settle  a claim;  premium 
discounts  for  risk  management 
programs;  loss-free  credits;  a 
young  physicians  program;  a 
comprehensive  package  plan  for 
medical  groups  and  corporations; 
and  vigorous  opposition  to  frivo- 
lous claims. 

Most  importantly,  PICI  in- 
volved physicians  in  the  forma- 
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tion  of  operating  goals  and  phi- 
losophies and  in  the  conduct  of 
operations.  And,  PIC1  joined 
forces  with  the  ISMA  to  success- 
fully defeat  proposals  that  would 
have  weakened  and  altered 
Indiana's  Compensation  Act  for 
Patients. 

PICI  established  a dominant 
marketing  role  and  a strong  fiscal 
position  against  aggressive  com- 
petition from  other,  often  larger, 
insurers.  Several  competitors 
entered  Indiana  with  sharply 
underpriced  coverage,  only  to 
cease  operations  later.  PICI  is 
well-entrenched  as  the  leading 
protector  of  Indiana  physicians, 
with  a long-term  commitment. 

During  the  1990s,  PICI  is  pre- 
pared to  continue  demonstrating 
responsiveness,  efficiency  and 
innovation.  Through  a combina- 
tion of  products,  services  and 
advancing  technology  that  maxi- 
mizes the  capabilities  of  manage- 
ment and  staff,  PICI  will  continue 
creating  value  to  policyholders. 
PICI's  concept  of  value  is  evi- 
denced by  its  "dedicated  team" 
approach  to  claims  services.  The 
PICI  defense  team  includes  an 
Indianapolis-based  staff  of  experi- 
enced defense  attorneys  and  legal 
assistants  whose  sole  responsibil- 
ity and  activity  is  legal  litigation 
services  for  PICI  insured.  The 
team  also  embraces  a Claims 
Committee  that  the  board  com- 
posed entirely  of  Indiana  physi- 
cians, a skillful  internal  claims 
staff  and  local  attorneys  who  add 
local  perspective  and  knowledge. 

PICI  also  is  prepared  to  re- 
spond to  the  impact  on  profes- 
sional liability  of  new  and  ex- 
panding alliances  within  the 
health  care  industry.  Physicians, 
hospitals,  diagnostic  and  outpa- 
tient centers,  dentists  and  other 
health  care  professionals  and  enti- 
ties are  linked  through  participa- 


tion in  large  point-of-service,  pre- 
ferred provider  organizations  and 
other  forms  of  managed  care 
plans.  Parties  involved  in  health 
care  are  being  pressured  to  share 
resources  and  band  together  in 
advanced  electronic  systems  that 
reduce  paperwork,  increase  effi- 
ciency and  lower  costs.  PICI's 
Woodfield  Group,  formed  to  pro- 
vide claims  administration  and 
other  management  services  to 
health  care  entities  that  choose  to 
partially  or  fully  self-insure,  is 
well-positioned  to  take  advantage 
of  emerging  opportunities  related 
to  these  trends  and  developments. 

Most  importantly,  PICI  is 
prepared  for  the  great  challenges 
that  will  arise  from  anticipated 
federal  health  care  reform  legisla- 
tion. Many,  if  not  most  of  the 
reform  concepts  under  consider- 
ation would  require  an  extended 
period  of  time  for  full-scale  imple- 
mentation and  probable  refine- 
ments. Although  the  shape  of 
federal  health  care  reform  remains 
unclear,  the  delivery  of  health 
care  already  is  being  changed  by 
other  forces  and  factors,  including 
the  rapid  growth  of  managed 
care,  ongoing  medical  advance- 
ments and  reforms  initiated  in 
several  states. 

Now  and  in  the  future,  it  is 
absolutely  essential  for  Indiana's 
private  physicians,  their  corporate 
entities  and  staff  members  and 
health  care  colleagues  to  demand 
high-quality  protection  that  accu- 
rately reflects  their  best  interests 
and  needs.  Coverage  and  service 
methodologies  must  recognize 
and  resolve  any  new,  arising  li- 
ability issues,  as  well  as  the  com- 
plexities of  a health  care  system  in 
transition. 

PICI's  ability  to  respond  posi- 
tively to  these  and  other  chal- 
lenges during  its  second  decade  of 
leadership  is  heightened  greatly 


by  its  relationship  with  the  ISMA 
and  the  direct  participation  of 
Indiana  physicians  in  its  opera- 
tions. PICI  and  the  ISMA,  work- 
ing together,  will  continue  to 
make  the  difference  in  profes- 
sional liability  protection. 

SECOND  DISTRICT 
Jerome  Melchior,  M.D.,  trustee 

It  has  been  a pleasure  to  serve 
you  as  trustee  for  the  Second  Dis- 
trict during  1993.  I have  detailed 
many  of  the  organization's  accom- 
plishments in  the  Board  of  Trust- 
ees report. 

The  Second  District  had  its 
annual  meeting  in  May,  and  I was 
re-elected  to  serve  as  your  trustee. 
I wish  to  thank  all  physicians  in 
our  district  who  responded  to  the 
many  calls  for  action  on  specific 
legislative  problems  this  year.  It 
is  you,  the  grassroots  physicians, 
who  have  the  best  chance  of  edu- 
cating legislators.  Your  involve- 
ment is  mandatory  since  it  is  the 
legislators  who  regulate,  in  many 
instances,  the  type  and  quality  of 
care  your  patients  may  receive. 

As  your  trustee,  I specifically 
wish  to  thank  the  ISMA  staff  and 
ISMA  Field  Staff  Representative 
Janna  Kosinski.  It  is  their  invalu- 
able assistance  that  allows  us  to 
be  active  at  the  state  level  while 
still  maintaining  full-time  prac- 
tices. 

THIRD  DISTRICT 
Gordon  L.  Gutmann,  M.D., 
Joseph  M.  Casey  Sr.,  M.D.,  and 
James  A.  Westervelt,  M.D., 
trustees 

The  Third  District  held  its  annual 
meeting  at  the  Corydon  Country 
Club.  Although  attendance  was 
small,  the  discussion  was  lively. 


INDIANA  MEDICINE/September/October  1993 


406 


■annual  reports 


The  program  included  a two-way 
audio  hook  up  with  Rep.  Lee 
Hamilton  in  Washington,  D.C. 

Discussion  mostly  centered  on 
Hillary  Rodham  Clinton's  health 
care  reform  task  force.  Appar- 
ently, Rep.  Hamilton  did  not 
know  any  more  than  we  did  and 
that  was  what  he  read  in  the  pa- 
pers. He  reassured  us  that  before 
any  health  care  reform  could  take 
place,  legislation  would  have  to 
pass  through  numerous  commit- 
tees on  its  way  through  the  legis- 
lative process.  He  assured  us  that 
he  would  be  vigilant  and  repre- 
sent our  best  interest  and  the  in- 
terest of  his  constituents  as  these 
policies  are  formulated.  Ques- 
tions asked  by  members  of  the 
audience  no  doubt  enlightened 
Rep.  Hamilton  that  there  were 
many  difficult  situations  and  un- 
answered problems  with  health 
care  reform. 

ISMA  President  William 
Beeson,  M.D.,  gave  an  impas- 
sioned plea  for  participation  by 
physicians  in  the  legislative  pro- 
cess and  communication  with 
both  state  and  national  represen- 
tatives on  health  care  matters. 
Since  there  were  no  trustees  elec- 
tions, the  meeting  was  adjourned 
after  dinner.  Participation  in 
Third  District  medical  matters 
continues  to  be  by  a few  inter- 
ested individuals. 

Our  ISMA  Field  Representa- 
tive, Janna  Kosinski,  has  done  an 
excellent  job  in  conveying  infor- 
mation from  the  state  level  to  the 
local  level.  Due  to  time  con- 
straints, 1 have  not  been  able  to 
visit  the  component  societies  as 
often  as  I would  have  liked. 


FOURTH  DISTRICT 
Arthur  C.  jay,  M.D.,  trustee 

The  Fourth  District  quarterly 
meetings  were  well-attended  by 
its  members.  Discussions  cen- 
tered around  items  of  vital  inter- 
est including  health  care  reform 
issues,  the  ongoing  controversy 
with  Medicaid,  especially  the  pro- 
vider tax.  There  was  discussion 
concerning  the  shortage  of  physi- 
cians in  some  areas  and  how  to 
recruit  physicians  effectively.  The 
issue  of  managed  care  also  was 
discusseci  and  how  to  participate 
in  that  and/or  compete  against 
the  large  managed  care  HMOs 
already  in  existence. 

Bill  Cooper,  M.D.,  is  presi- 
dent-elect and  is  the  speaker  of 
the  House  of  Delegates.  The 
Fourth  District  expressed  their  full 
support  behind  Dr.  Cooper.  The 
Fourth  District  president  is  Bar- 
bara Taylor,  M.D.,  Greensburg, 
and  the  secretary  is  Angie 
Fontanilla,  Greensburg.  Presi- 
dent-elect is  Noshir  Toddywalla, 
M.D.,  from  Dearborn  County. 

The  annual  meeting  was  held 
at  the  Batesville  Country  Club  and 
attended  by  19  district  members. 

A total  of  26  members,  including 
officers  and  staff,  made  the  meet- 
ing an  active  and  worthwhile 
event  with  good  discussions. 

We  sincerely  appreciate  the 
help  of  the  ISMA  Executive  Direc- 
tor Rick  King  and  Janna  Kosinski, 
ISMA  field  staff  representative,  for 
their  help  and  information  during 
this  active  year.  We  look  forward 
to  next  year  and  hope  for  the  fu- 
ture. 


SEVENTH  DISTRICT 
Bernard  J.  Enikes,  M.D.,  John  L. 
Records,  M.D.,  and  Ronald 
Stegemoller,  M.D.,  trustees 

Membership  continues  to  grow  in 
the  Seventh  District.  This  year, 
the  decision  to  unite  with  orga- 
nized medicine  will  be  crucial,  so 
all  Seventh  District  members  are 
encouraged  to  invite  their  non- 
member colleagues  to  join  our 
organization. 

Several  members  of  the  Sev- 
enth District  have  continued  their 
political  activities  by  serving  as 
Doctor  of  the  Day  during  the  leg- 
islature, a program  co-sponsored 
by  the  Indiana  Academy  of  Fam- 
ily Physicians  and  the  ISMA. 

Many  members  also  traveled  to 
Washington,  D.C.,  and  in  March, 
several  members  attended  the 
AMA's  Washington  Summit  and 
lobbied  many  Congressmen  and 
senators. 

In  keeping  with  our  theme  to 
provide  annual  meetings  for  the 
entire  family,  The  Children's  Mu- 
seum provided  an  ideal  setting  for 
the  young  and  young  at  heart. 
Seventh  District  President  Ronald 
K.  Stegemoller,  M.D.,  welcomed 
the  record  crowd  and  conducted 
the  business  meeting  in  conjunc- 
tion with  the  dinner  to  provide 
information  and  updates  to  the 
spouses. 

During  the  business  meeting, 
ISMA  President  and  Seventh  Dis- 
trict member  William  H.  Beeson, 
M.D.,  urged  physicians  to  become 
more  politically  astute  this  year 
and,  thereby,  continue  the  mo- 
mentum of  this  year's  successful 
legislative  season. 

The  Seventh  District  has  been 
well-represented  by  Dr.  Beeson 
and  Peter  L.  Winters,  M.D.,  vice 
speaker  of  the  House  of  Delegates. 
We  greatly  appreciate  and  ac- 
knowledge their  diligence  in  car- 
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rying  out  their  important  respon- 
sibilities. 

We  conclude  our  report  with 
results  of  this  year's  elections: 
Craig  A.  Moorman,  M.D.,  Johnson 
County,  was  elected  president- 
elect; John  F.  Schneider,  M.D., 
Marion  County,  was  elected  secre- 
tary-treasurer; John  L.  Records, 
M.D.,  Johnson  County,  was 
elected  trustee;  and  G.  Lai  Ahuja, 
M.D.,  Indianapolis,  was  elected 
alternate  trustee. 

Following  the  annual  meeting, 
Paula  Hall,  M.D.,  of  Morgan 
County  began  her  year  as  presi- 
dent. She  will  be  an  excellent 
representative  for  our  members 
next  year. 

We  congratulate  all  of  our 
newly  elected  and  re-elected  offic- 
ers and  appreciate  their  willing- 
ness to  serve  as  leaders  of  the 
Seventh  District! 


EIGHTH  DISTRICT 

John  V.  Osborne,  M.D.,  trustee 

The  Eighth  District  met  through- 
out the  year  to  prepare  for  the 
ISMA  annual  convention  and 
Eighth  District  Annual  Meeting. 
The  annual  district  meeting  was 
held  June  2 at  the  Delaware  Coun- 
try Club.  The  meeting  was  called 
to  order  by  Gordon  Hughes, 

M.D.,  president,  and  the  1992 
minutes  were  accepted. 

Susan  Pyle,  M.D.,  of  Union 
City,  was  elected  president  unani- 
mously, and  Jerome  Leahey,  M.D., 
was  elected  secretary.  John 
Osborne,  M.D.,  of  Muncie  was  re- 
elected trustee  for  a three-year 
term. 

Old  business  was  discussed, 
and  everyone  complimented  the 
way  the  pharmaceutical  displays 
were  handled  and  presented. 

Before  dinner,  three  speakers 
were  introduced,  and  a panel 


discussion  on  "Medicine  in  Tran- 
sition" was  held.  The  speakers 
were  William  Beeson,  M.D.,  ISMA 
president;  Davis  Ellis,  M.D.,  medi- 
cal director  of  the  Indiana  Medic- 
aid Program;  and  Rep.  Bruce 
Munson,  district  35.  Dr.  Beeson 
presented  the  ISMA's  plan  to  help 
the  Medicaid  crisis,  and  Dr.  Ellis 
said  the  crisis  was  by  virtue  of 
socio-economics  because  the  prac- 
tice of  medicine  was  becoming 
more  fragmented.  Rep.  Munson 
voiced  his  concern  about  Indiana's 
high  ranking  in  Medicaid  costs. 

He  believes  Medicaid  recipients 
should  perform  services  for  the 
state  in  return  for  receipt  of  these 
funds.  After  dinner,  Steve  Hart 
performed  magic  tricks. 

NINTH  DISTRICT 

Stephen  D.  Tharp,  M.D.,  trustee 

Once  again,  the  Ninth  District 
continues  to  remain  active  in  serv- 
ing our  members.  On  June  9,  the 
annual  meeting  was  held  at  Gov- 
ernor Noble's  Eating  Establish- 
ment on  the  grounds  of  Conner 
Prairie.  The  meeting  was  hosted 
by  the  Hamilton  County  Medical 
Society  with  Thomas  Mabel,  M.D., 
acting  as  Ninth  District  president. 

It  seems  this  year  more  than 
ever,  everyone  was  deeply  con- 
cerned about  the  political  climate 
and  our  continued  ability  to  prac- 
tice medicine,  giving  quality  cost- 
effective  care  to  our  patients.  Our 
meeting  was  highlighted  by  re- 
marks from  William  Beeson,  M.D., 
ISMA  president,  who  updated  us 
on  the  many  rapid  political 
changes  occurring,  especially  with 
the  positioning  of  the  legislature 
during  the  special  session. 

Fortunately,  with  the  direction 
of  its  membership  and  the  enthu- 
siasm of  your  officers,  the  ISMA 
has  become  a very  effective  agent 


in  promoting  the  health  and  well- 
being of  the  citizens  of  Indiana. 
We  should  all  be  proud  of  the 
work  the  ISMA  has  done  to  pro- 
tect health  care  consumers  from 
excessive  cost  and  taxation  while 
continuing  to  provide  quality 
health  care.  The  quality  of  that 
health  care  was  made  particularly 
conspicuous  as  we  were  enter- 
tained by  "Dr.  Campbell"  of 
Conner  Prairie,  who  recounted  his 
experiences  as  a working  physi- 
cian in  the  mid-19th  century. 

We  are  looking  forward  to  the 
challenges  facing  us  in  the  future. 
It  is  with  great  enthusiasm  that  I 
report  that  your  ISMA  leaders  are 
dedicated  and  capable  of  guiding 
us  through  the  changes  we  are 
likely  to  face.  It  has  been  a privi- 
lege to  serve  you  this  year,  and  I 
look  forward  to  continuing  our 
efforts  together. 


TENTH  DISTRICT 

Frank  M.  Sturdevant,  M.D., 

trustee 

This  is  the  end  of  my  first  year  as 
trustee  for  the  10th  District,  and  I 
feel  that  it  was  a success.  This 
year,  our  major  concerns  were 
legislative,  and  we  are  gratified  to 
find  that  INCAP  was  not  invaded 
and  that  no  new  legislation  was 
passed  that  would  harm  the  prac- 
tice of  medicine  in  Indiana. 

I want  to  thank  my  alternate 
trustee,  Thomas  Brubaker,  M.D., 
and  all  the  members  of  10th  Dis- 
trict who  traveled  to  Indianapolis 
to  meet  with  legislators  and  ISMA 
leaders. 

Our  annual  meeting  was  held 
in  June.  During  the  meeting,  the 
Task  Force  of  Northwest  Indiana 
presented  its  plans  to  stimulate 
the  economy  in  northwest  Indi- 
ana. Mr.  "Catfish"  Hunter  also 
spoke  at  the  meeting.  Visits  from 
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ISMA  President  William  Beeson, 
M.D.,  and  ISMA  Chairman  of  the 
Board  Jerome  Melchior,  M.D.,  and 
their  legislative  updates  were 
much  appreciated. 

I want  to  congratulate  Dr. 
Lopez  on  a job  well  done  as  dis- 
trict president  and  look  forward 
to  working  with  John  Swarner, 
M.D.,  the  new  president.  District 
members  hope  to  accumulate 
enough  members  to  make  the  10th 
District  a two-trustee  district. 

The  overriding  concern 
among  district  members  continues 
to  be  the  unequal  contribution  to 
the  Patients  Compensation  Fund 
by  the  members  of  Lake  County. 
We  are  glad  to  hear  there  is  some 
movement  again  in  this  area  and 
watch  for  a future  balance  of  con- 
tributions to  the  PCF. 


ELEVENTH  DISTRICT 
Jack  W.  Higgins,  M.D.,  trustee 

The  1992  annual  meeting  was 
held  at  the  Meshingomeshia 
Country  Club  in  Marion  and  was 
hosted  by  the  Grant  County  Medi- 
cal Society.  ISMA  leadership  was 
well  represented  at  the  meeting. 
John  King,  M.D.,  from  the  AMA 
presented  an  update  on  AMA 
activities.  Larry  Musselman, 

M.D.,  was  re-elected  alternate 
trustee.  All  of  the  candidates  for 
the  Indiana  legislature  from  the 
11th  district  were  invited  and  five 
attended.  It  is  very  important  that 
we  continue  to  invite  state  legisla- 
tors and  candidates  to  future 
meetings.  It  is  a great  opportu- 
nity to  express  our  views  to  those 
legislatures  and  candidates  that 
attend. 

The  dinner  meeting  was  well 
attended  and  included  an  out- 
standing panel  discussion  on  "Eu- 
thanasia and  Physician  Assisted 
Suicide."  Regie  Urgena,  M.D., 


who  organized  the  meeting,  did 
an  outstanding  job.  Dr.  Urgena 
also  assigned  local  physicians  to 
host  ISMA  leaders  and  legislators, 
which  facilitated  better  interaction 
between  the  physicians  and 
guests.  I would  suggest  that  the 
local  hosts  continue  the  practice. 
My  thanks  and  congratulations  to 
Dr.  Urgena. 

District  leaders  attended  a 
quarterly  meeting  in  February  to 
discuss  legislative  issues  and  plan 
the  1993  meeting,  which  will  be 
hosted  by  the  Carroll  County 
Medical  Society  in  September. 
Members  from  Grant,  Cass,  Miami 
and  Howard  counties  were 
present.  Future  county  leaders 
should  attend  the  meetings.  We 
will  have  to  be  informed  to  sur- 
vive the  hostile  environment  in 
the  future.  Fee-for-service  medi- 
cine is  under  attack,  and  we  must 
participate  in  organized  medicine 
to  protect  the  best  medical  system 
in  the  world. 

It  was  a long  arduous  legisla- 
ture this  year,  as  you  already 
know.  The  ISMA  legislative  staff 
did  an  outstanding  job  lobbying 
and  informing  ISMA  leaders.  The 
list  of  specific  issues  is  too  long  to 
address  in  this  report,  but  the 
most  important  include  no  signifi- 
cant changes  in  INCAP,  no  hospi- 
tal or  physician  provider  taxes, 
repeal  of  the  triplicate  prescription 
program,  no  price  controls  for 
health  services  and  the  "any  will- 
ing provider"  law  was  continued. 

I would  like  to  thank  all  of  the 
members  who  called  or  wrote  to 
their  state  legislators  during  this 
session.  I think  the  grassroots 
efforts  during  this  legislative  ses- 
sion were  the  most  active  and 
effective  since  1974  when  INCAP 
was  enacted.  We  must  continue 
to  be  politically  active.  Please 
participate  in  the  ISMA  Key  Con- 
tact program.  If  you  are  not  par- 


ticipating, call  the  ISMA  Legisla- 
tive Department,  Larry 
Musselman,  M.D.,  or  me,  and  we 
will  include  you  in  the  program. 

I would  like  to  thank  you  for 
allowing  me  to  represent  you  at 
ISMA  board  meetings.  If  you 
have  any  questions  or  concerns, 
contact  me  or  Dr.  Musselman,  and 
we  will  do  our  best  to  satisfy  your 
concerns. 


TWELFTH  DISTRICT 
John  Thomas,  M.D.,  trustee 

This  year  has  been  marked  by  a 
resurgence  in  interest  by  physi- 
cians in  our  district  in  becoming 
more  actively  involved  in  shaping 
the  political  process.  Whatever 
the  reasons,  our  legislators  have 
been  lobbied  like  never  before  by 
our  members,  and  they  have  re- 
sponded with  favorable  votes 
after  receiving  our  informative 
calls  and  letters.  I would  like  to 
thank  every  member  of  this  dis- 
trict for  their  efforts  this  year. 

Our  annual  meeting  was  held 
at  the  Fort  Wayne  Country  Club. 
The  meeting  included  a golf  out- 
ing, a business  meeting,  dinner 
and  a speaker. 

Our  new  alternate  trustee,  Joe 
Mantheiy,  M.D.,  has  done  an  out- 
standing job,  and  I want  to  thank 
him  for  all  his  help.  Rick  Ryan, 
ISMA  field  representative,  contin- 
ues to  carry  the  word  to  all  cor- 
ners of  the  district,  and  we  appre- 
ciate everything  he  does  for  us. 

COMMISSION  ON 
CONSTITUTION  & BYLAWS 
Fred  W.  Dahling,  M.D.,  chairman 

The  updated  and  revised  bylaws 
to  the  ISMA  Constitution  & By- 
laws, appearing  in  the  delegate's 
handbook  and  in  Indiana  medicine. 
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constitute  the  annual  report  of  the 
Commission  on  Constitution  & 
Bylaws. 

No  other  business  was  trans- 
acted, and  no  formal  meetings  of 
the  committee  were  required. 

COMMISSION  ON 

LEGISLATION 

Michael  O.  Mellinger,  M.D., 

chairman 

As  chairman  of  the  Commission 
on  Legislation,  I want  to  congratu- 
late all  ISMA  members  for  your 
involvement  this  year.  Never  was 
there  a legislative  session  where 
we,  as  physicians,  (and  our  pa- 
tients) had  so  much  to  lose. 

Health  care  reform  was,  and 
still  is,  a central  legislative  issue. 
Everyone  involved  seemed  to 
have  an  answer.  The  governor's 
Health  Policy  Commission,  the 
Indiana  Trial  Lawyers  Associa- 
tion, the  insurance  industry,  and 
even  the  Indiana  Manufacturers 
Association  (in  an  unexpected 
alliance  with  organized  labor),  all 
of  these  groups,  and  more,  had 
solutions.  The  resulting  situation 
was  even  more  chaotic  than  the 
usual  legislative  session. 

We  received  strong  leadership 
from  ISMA  President  William 
Beeson,  M.D.;  Rick  King,  ISMA 
executive  director;  and  the  ISMA 
Executive  Committee.  Mike 
Abrams,  ISMA  director  of  market- 
ing and  government  relations,  and 
the  ISMA  Government  Relations 
Department  did  their  usual  excel- 
lent job  of  transmitting  our  ideas 
and  philosophy  to  the  legislators. 
However,  the  most  important 
factor  was  the  grassroots  involve- 
ment of  the  ISMA  membership. 
The  effectiveness  of  the  legislative 
contacts  generated  by  the  "tele- 
phone tree"  and  other  communi- 
cations can  only  be  achieved  by 


individual  physicians  communi- 
cating with  their  own  legislators. 

Of  the  more  than  1,500  bills 
introduced,  the  ISMA  identified 
nearly  300  that  involved  health 
care.  Several  good  pieces  of  legis- 
lation failed  to  become  law.  Most 
of  the  bills  that  impacted  health 
care  were  in  need  of  being  de- 
feated. Overall,  the  ISMA  had  a 
successful  session. 

How  successful  were  we? 
Perhaps  this  question  can  be  an- 
swered only  when  we  can  put  this 
session  in  context  with  others, 
past  and  future.  The  unfortunate 
split  between  the  legislative  and 
executive  branch  has  left  some- 
what of  a void.  One  thing  is  cer- 
tain: A void  never  remains  that 
way. 

The  financing  of  health  care 
will  continue,  as  it  always  has,  to 
respond  to  changing  conditions. 
We  at  the  ISMA  need  to  be  in  the 
strongest  possible  position  to  see 
that  our  patients  are  not  short- 
changed in  the  process. 

The  following  is  a summary 
of  the  more  important  recently 
passed  health  care  laws  of  interest 
to  physicians: 

HE  A 1234  - Requires  a phar- 
macist to  place  the  following 
statement  on  the  label  of  each 

generic  drug  prescription:  " 

Generic  for " with  the  ge- 

neric and  brand  names  inserted 
on  the  blank  lines. 

HEA  1564  - Allows  the  state 
board  of  nursing,  in  conjunction 
with  the  medical  licensing  board, 
to  establish  rules  regarding  the 
appropriate  use  of  legend  drugs 
by  nurses  in  advanced  practice. 

SEA  233  - Allows  a physician 
to  supervise  two  physician  assis- 
tants. 

SEA  386  - Updates  the  defini- 
tion of  surgery  to  includes  lasers 
and  ionizing  radiation. 

The  following  list  highlights 


some  of  the  bills  that  failed  to 
pass  the  1993  session: 

SB  189  - Sought  to  grant  civil 
immunity  written  by  a physician 
for  a prescription  written  by  an 
optometrist. 

SB  431  - Would  have  elimi- 
nated the  any  willing  provider 
protections  in  current  health  in- 
surance law. 

SB  505  - Would  have  required 
the  Medicaid  agency  to  pay  all 
claims  within  30  days  of  submis- 
sion. If  the  claim  is  denied,  the 
agency  would  have  been  required 
to  give  the  provider  a clear  and 
concise  reason  for  the  denial.  The 
bill  also  would  have  established  a 
tuition  abatement  program  for 
medical  students  who  agree  to 
practice  primary  care  in  a medi- 
cally underserved  area. 

SB  636  - Would  have  prohib- 
ited corporal  punishment  in  pub- 
lic schools. 

HB  1053  - Would  have  al- 
lowed a person  to  indicate  in  a 
living  will  whether  to  withhold  or 
withdraw  artificial  nutrition  and 
hydration. 

HB  1182  - Sought  to  prohibit 
physician  self-referral. 

HB  1341  - Would  have  al- 
lowed a physical  therapist  direct 
access  to  treat  patients. 

HB  1455  - Would  have  al- 
lowed the  worker's  compensation 
board  to  adopt  fee  schedules  for 
certain  medical  services. 

HB  1537  - Sought  to  prevent 
county  hospitals  from  discriminat- 
ing against  any  licensed  practitio- 
ner, chiropractor,  podiatrist,  den- 
tist, etc.,  who  desires  privileges  to 
practice  within  the  scope  of  their 
license  within  the  facility. 

HB  1675  - Sought  to  indefi- 
nitely extend  the  triplicate  pre- 
scription program. 

There  was  also  a program 
forwarded  by  representatives  of 
organized  labor  and  the  Indiana 
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Manufacturers  Association  that 
would  have  imposed  price  con- 
trols on  medical  services.  This 
proposal  was  never  inserted  into 
legislation  because  of  the  over- 
whelming opposition  expressed 
by  ISMA  members. 

The  ISMA  staff  has  published 
the  1993  Digest  of  Health  and  Medi- 
cal Laws  that,  in  greater  detail, 
highlights  the  newly  created 
health  care  laws.  To  receive  a 
copy,  call  the  ISMA  Department 
of  Government  Relations  at  (317) 
261-2060  or  1-800-257-4762. 

The  Commission  on  Legisla- 
tion met  four  times  during  the 
legislative  session  to  review  pend- 
ing legislative  proposals  and  their 
impact  on  physicians  in  the  state. 
The  final  commission  meeting  was 
held  in  conjunction  with  a Board 
of  Trustees  meeting,  where  mem- 
bers then  visited  the  Statehouse 
and  discussed  important  issues  of 
the  day  with  members  of  the  Gen- 
eral Assembly. 

I want  to  personally  thank  the 
members  of  the  commission  for 
their  time  and  effort.  Their  com- 
mitment and  service  to  the  ISMA 
are  much  appreciated. 

COMMISSION  ON  MEDICAL 
EDUCATION 

James  E.  Carter,  M.D.,  chairman 

The  Commission  on  Medical  Edu- 
cation and  the  Subcommission  on 
Accreditation  met  Nov.  15,  1992, 
and  April  18,  1993.  Stephen  Jay, 
M.D.,  is  chairman  of  the  Subcom- 
mission on  Accreditation,  and 
Donald  Dian,  M.D.,  is  vice  chair- 
man of  the  Subcommission  on 
Accreditation.  Glenn  Bingle, 

M.D.,  is  vice  chairman  of  the 
Commission  on  Medical  Educa- 
tion and  chairman  of  the  Subcom- 
mission on  Physician  Remedial 
Education. 


The  ISMA  Accreditation  Pro- 
gram for  Continuing  Medical 
Education  was  awarded  continued 
recognition  for  four  years.  This  is 
now  the  maximum  recognition 
period  awarded  by  the  CRR  of  the 
ACCME. 

During  the  year,  15  institu- 
tions and  organizations  were  ap- 
proved by  the  Commission  on 
Medical  Education  for 
reaccreditation.  Three  hospitals 
and  six  organizations  were  reac- 
credited for  four  years.  Two  hos- 
pitals and  one  organization  were 
given  two-year  provisional  ac- 
creditation, which  is  standard 
accreditation  for  a new  program. 
One  hospital  and  one  organization 
were  placed  on  two-year  proba- 
tionary reaccreditation,  and  one 
hospital  was  given  a two-year 
accreditation. 

The  Commission  on  Medical 
Education  and  the  Subcommission 
on  Accreditation  updated  the 
ISMA  Guidebook  and  Application 
for  Accreditation  of  continuing 
medical  education  in  Indiana. 
Changes  were  necessary  to  fulfill 
the  new  “Standard  for  Commer- 
cial Support  of  Continuing  Medi- 
cal Education"  set  by  the  ACCME. 
The  commission  and  subcommis- 
sion will  develop  written  materi- 
als and  present  meetings  through- 
out Indiana  to  help  providers  of 
continuing  medical  education 
meet  the  new  standards  required 
by  the  ACCME. 

The  Commission  on  Medical 
Education  responded  to  the  ISMA 
Board  of  Trustees  on  two  resolu- 
tions (92-6  and  92-29)  dealing  with 
physician  distribution  and  Indiana 
residencies.  Graduate  medical 
education  in  Indiana  and  the  re- 
port from  the  Council  on  Gradu- 
ate Medical  Education  (COGME) 
were  discussed.  The  Commission 
on  Medical  Education  recom- 
mended that  the  board  of  trustees 


consider  forming  a state  task  force 
to  address  manpower  issues. 

The  Undergraduate  Medical 
Education  Program  at  the  Indiana 
University  School  of  Medicine  has 
new  activities  related  to  primary 
care.  Twenty-three  percent  of  the 
1993  graduates  entered  a resi- 
dency in  family  medicine  (in  1992, 
it  was  11%).  Stephen  Bogdewic, 
M.D.,  was  appointed  assistant 
dean  for  primary  care  education. 
Dr.  Bogdewic  will  chair  a task 
force  that  will  study  the  four-year 
curricular  program  and  recom- 
mend changes  to  support  primary 
care.  A part  of  the  Introduction  to 
Clinical  Medicine  course,  dealing 
with  the  patient-doctor  relation- 
ship and  patient  interviewing,  is 
now  in  the  first-year  of  medical 
study  at  the  Indianapolis  campus. 

The  members  of  the  commis- 
sion and  subcommission  have 
been  busy  with  site  surveys  and 
implementing  the  new  standards. 
The  dedicated  effort  of  these 
members  is  invaluable  to  medical 
education  activities  in  Indiana. 
Dotty  Martens  and  the  ISMA  staff 
have  provided  excellent  support 
throughout  the  year. 

COMMISSION  ON  PHYSICIAN 
ASSISTANCE 

Kete  Cockrell,  M.D.,  chairman 

1993  has  been  an  industrious  year 
for  the  Commission  on  Physician 
Assistance.  We  have  worked 
closely  with  the  Indiana  Hospital 
Association  (IHA)  in  an  effort  to 
increase  our  work  with  hospital 
administrators  and  hospital  per- 
sonnel. Both  the  ISMA  and  the 
IHA  believe  that  increasing  the 
knowledge  base  of  those  who 
work  most  closely  with  the  im- 
paired physician  increases  the 
likelihood  that  those  in  need  will 
be  intervened  upon  earlier.  As  a 
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result  of  our  discussions,  the  IHA 
gave  a $50,000  grant  to  the  Physi- 
cian Assistance  Program.  This 
joint  effort  will  allow  us  to  ex- 
pand our  opportunities  in  educat- 
ing hospital  administrators  and 
personnel  on  early  warning  signs 
and  the  intervention  and  monitor- 
ing of  the  impaired  physician. 

We  also  have  been  busy  de- 
veloping marketing  materials  to 
keep  the  awareness  of  our  pro- 
gram at  an  increased  level.  A 
poster  was  created  outlining 
warning  signs  of  an  impaired 
physician  with  our  name  and 
number  to  call  for  help,  as  well  as 
the  name  and  number  of  any  local 
impaired  physician  committee. 
These  posters  will  be  hung  in 
physician  lounges  and  surgery 
areas.  Look  for  them  in  your  hos- 
pital physician  areas! 

An  extensive  pamphlet  also 
has  been  developed  this  year. 

This  is  designed  to  aid  hospitals 
and  other  interested  parties  who 
want  information  on  the  impaired 
physician.  The  pamphlet  covers 
most  questions  regarding  the 
identification,  intervention  and 
monitoring  of  the  impaired  physi- 
cian and  offers  sample  hospital 
policies  for  dealing  with  the  phy- 
sician. 

Our  work  with  the  Indiana 
University  Physician  Assistance 
Committee  has  continued.  The 
program  staff  has  given  presenta- 
tions to  all  major  departments 
regarding  the  services  offered  by 
the  committee  and  continues  to  do 
so.  The  committee  at  IU  meets 
quarterly. 

COP  A also  continues  to  inves- 
tigate new  cases  and  monitor  ex- 
isting ones.  Presently,  we  are 
monitoring  65  cases  in  the  state. 
We  continue  to  see  a higher  per- 
centage of  physicians  who  are  in 
family  practice  and  emergency 
room  medicine.  Chemical  depen- 


dency and  psychiatric  problems 
continue  to  be  the  primary  prob- 
lems. 


COMMISSION  ON  SPORTS 
MEDICINE 

George  Underwood,  M.D., 
chairman 

The  Commission  on  Sports  Medi- 
cine has  been  very  active  in  the 
past,  and  we  have  a lot  of  work  in 
the  future.  Even  though  the 
chairmanship  changes,  the  mem- 
bers of  the  commission  have  con- 
tinued their  dedicated  work. 

An  Athletic  Nutrition  Bro- 
chure, which  was  developed  by 
the  commission  throughout  the 
past  three  years,  will  be  distrib- 
uted by  the  IHSAA  and  Indiana 
Department  of  Education  to  Indi- 
ana schools  grades  seven  through 
12. 

The  commission  has  always 
had  an  excellent  working  relation- 
ship with  the  IHSAA,  with  Ray 
Craft  attending  our  meetings.  We 
have  been  given  permission  by 
the  Illinois  State  Medical  Associa- 
tion to  print  a brochure  titled 
"Helmet  Fitting  and  Removal," 
which  will  be  distributed  to  Indi- 
ana High  Schools  Athletic  Depart- 
ments by  the  IHSAA.  The  bro- 
chure is  designed  for  schools  that 
do  not  have  athlete  trainers. 

Tom  Reynolds,  an  attorney, 
has  volunteered  to  assist  us  with 
some  sports-related  legal  ques- 
tions. 

There  was  an  informative 
discussion  concerning  waivers  for 
an  athlete  playing  with  a disabil- 
ity (i.e.,  a football  player  with  one 
eye  or  one  kidney).  Ray  Craft, 
IHSAA,  and  Tom  Reynolds  shed  a 
lot  of  light  (and  curve  balls)  in 
obtaining  a waiver  from  parents 
and  minor  athletes. 

Anyone  who  wants  more  in- 


formation on  sports  waivers 
should  contact  the  Commission  on 
Sports  Medicine. 


GRIEVANCE  COMMITTEE 
Richard  B.  Schnute,  M.D., 
chairman 

The  Grievance  Committee,  includ- 
ing Max  Hoffman,  M.D.;  Freeman 
Martin,  M.D.;  John  Pless,  M.D.; 
Susan  Pyle,  M.D.;  and  John 
Seward,  M.D.,  investigated  mul- 
tiple complaints  during  the  1992- 
93  period  and  worked  diligently 
to  fairly  resolve  these  issues. 

Complaints  included  differ- 
ences of  opinion  concerning  diag- 
nosis and  treatment,  fees  and 
charges  and  accusations  of  im- 
proper deportment.  Most  misun- 
derstandings resulted  from  inad- 
equate communication  or  explana- 
tions. The  committee  strongly 
urges  better  communications  be- 
tween physicians  and  patients. 

As  chairman,  I thank  the  com- 
mittee members  for  their  partici- 
pation in  resolving  these  prob- 
lems. 


INDIANA  MEDICINE 
George  T.  Lukemeyer,  M.D., 
editorial  board  chairman 

The  editorial  board  of  Indiana 
medicine  reviewed  24  manuscripts 
from  Aug.  1,  1992,  to  July  31, 

1993.  The  board  has  continued  its 
policy  of  having  all  scientific 
manuscripts  reviewed  by  one  or 
more  members  of  the  editorial 
board  to  determine  their  accept- 
ability for  publication.  A signifi- 
cant number  of  articles  are  also 
submitted  to  outside  reviewers  for 
their  evaluation  and  recommenda- 
tions. 

I would  like  to  thank  the  fol- 
lowing editorial  board  members 
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for  their  assistance  in  reviewing 
manuscripts:  James  R.  Buechler, 
M.D.,  Terre  Haute;  Thomas  J. 
Conway,  M.D.,  Terre  Haute; 

James  W.  Edmondson,  M.D.,  In- 
dianapolis; Robert  L.  Forste  Jr., 
M.D.,  Columbus;  Panayotis  G. 
Iatridis,  M.D.,  Gary;  George  C. 
Manning,  M.D.,  Fort  Wayne; 

Bruce  F.  Waller,  M.D.,  Indianapo- 
lis; and  Robert  C.  Ziss,  M.D., 
Evansville.  I also  appreciate  the 
participation  of  the  medical  stu- 
dents who  have  served  on  the 
board,  Paul  Forman,  Franklin 
Roesner  and  Holly  Mattix. 

Cooper  Research  conducted  a 
readership  survey  of  Indiana  medi- 
cine by  telephone  from  April  19  to 
May  17.  The  survey  showed  that 
Indiana  medicine  is  perceived  to  be 
of  much  more  value  to  doctors 
today  than  three  years  ago,  when 
a similar  readership  survey  was 
conducted  by  Cooper  Research. 
The  recent  changes  in  Indiana 
medicine,  including  a redesign  and 
an  emphasis  on  socioeconomic, 
practice  management,  legal,  ethi- 
cal, financial  and  regulatory  is- 
sues, were  considered  positive  by 
a 10-1  margin.  Primary  reasons 
given  for  liking  Indiana  medicine 
included  the  stories  of  local  inter- 
est, the  People  section  and  legisla- 
tive articles.  The  report  con- 
cluded that  the  value  of  Indiana 
medicine  is  in  providing  relevant 
information  of  a local  or  statewide 


nature  and  that  ISMA  publications 
can  become  even  more  relevant  to 
physician  members  by  including 
articles  that  reflect  the  changing 
marketplace. 

ISMA  TASK  FORCE  ON  THE 
ISMA/PICI  PARTNERSHIP 
C.  Dyke  Egnatz,  M.D.,  chairman 

I am  pleased  to  report  that  the 
ISMA  Task  Force  on  the  ISMA/ 
PICI  Partnership  has  embarked  on 
an  aggressive  program  of  activi- 
ties to  strengthen  the  ties  between 
the  two  organizations  for  the  ben- 
efit of  all  ISMA  members. 

A news  release  announcing 
the  task  force's  formation  and 
purpose  from  John  MacDougall, 
M.D.,  representing  PICTs  leader- 
ship, and  William  Beeson,  M.D., 
ISMA  president,  was  distributed 
to  medical  publications  and  orga- 
nizations. 

The  same  information  was 
sent  to  all  members  in  the  ISMA 
Task  Force  Report,  an  insert  to 
ISMA  Reports. 

The  PICI  Marketing  Depart- 
ment plans  to  complete  and  dis- 
tribute a brochure  highlighting  the 
activities  and  advantages  of  the 
ISMA/PICI  partnership. 

PICI  has  announced  the  estab- 
lishment of  a Risk  Management 
Hotline,  a tollfree  telephone  ser- 
vice to  provide  quick  answers  to 


specific  risk  management  ques- 
tions of  immediate  importance. 
The  hotline  is  staffed  by  PICI  risk 
management  specialists  during 
normal  working  hours. 

PICI  also  has  announced  to  all 
Indiana  specialty  societies  the 
availability  of  specialty-specific 
risk  management  seminars,  in 
response  to  Dr.  Beeson's  request 
for  this  additional  type  of  risk 
management  service.  The  com- 
pany is  available  to  conduct  a 
seminar  in  conjunction  with  a 
specialty  society's  annual  meeting 
or  as  a separate  activity. 

PICI  held  an  open  house  and 
reception  for  ISMA  leaders  at  its 
office  in  conjunction  with  the  Au- 
gust meeting  of  the  ISMA  Board 
of  Trustees. 

A new  partnership  theme  was 
developed:  PICI /ISMA  - A Sec- 
ond Decade  of  Feadership. 

PICI  ...  our  company  ...  has 
completed  its  first  decade  of 
highly  successful  operations.  It 
truly  has  demonstrated  leadership 
by  providing  physician  coverage 
and  service  concepts  not  previ- 
ously available  in  our  state. 

Now,  PICI  has  entered  its 
second  decade  of  leadership.  We 
believe  it  is  time  for  all  ISMA 
members  to  take  note  of  the 
company's  services  and  efforts  on 
our  behalf.  Thank  you.  □ 
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RESOLUTION  92-1A 

Introduced  by: 
Referred  to: 

Status: 

RESOLUTION  92-4 

Introduced  by: 

Referred  to: 

Status: 


RESOLUTION  92-5 

Introduced  by: 
Referred  to: 

Status: 


Prohibit  Corporal 
Punishment  in  Indiana 
Schools 

John  Luce,  M.D.,  LaPorte 
County 

ISMA  Commission  on  Legisla- 
tion and  Legislative  Depart- 
ment 

Senate  Bill  636  was  introduced 
into  the  1993  General  Assem- 
bly by  Sen.  John  Sinks  to 
implement  this  resolution  but 
died  in  committee. 

Health  Care  in  Nursing 
Facilities 

ISMA  Section  on  Medical  Di- 
rectors and  Staff  Physicians  of 
Nursing  Facilities 
Board  of  Trustees  (1st  resolve) 
and  Commission  on  Legisla- 
tion and  Legislative  Depart- 
ment (2nd  resolve) 

1st  resolve  - ISMA  has  not  met 
with  the  Indiana  Health  Care 
Association  to  help  improve 
their  per  diem  reimbursement. 
Physician  reimbursement  has 
been  a major  issue  this  session, 
and  ISMA  has  not  accumu- 
lated the  political  capital  to  go 
to  bat  for  nursing  homes. 

2nd  resolve  - Two  living  will 
bills  were  introduced:  one 
introduced  by  Rep.  Bob  Hayes 
and  the  other  by  Sen.  Sue 
Landske.  Neither  passed. 

Legislation  - Third-Party 
Payors 

Fourth  District  Medical  Society 
Commission  on  Legislation 
and  Legislative  Department 
Rep.  Ed  Goble  introduced 
House  Bill  1766,  which  was 
assigned  to  the  Insurance 
Committee  but  did  not  receive 
a hearing. 


Physician  Distribution 

Richard  Spalding,  M.D., 
Sellersburg 

Commission  on  Medical  Edu- 
cation 

Commission  on  Medical  Edu- 
cation met  and  discussed  this 
resolution  on  April  18  and  is 
supportive  of  developing  fi- 
nancial incentives  for  attract- 
ing graduating  medical  stu- 
dents to  primary  care  and 
rural  practice.  James  Carter, 
M.D.,  testified  in  support  of 
pending  legislation  that  in- 
cluded a loan  forgiveness  pro- 
gram for  students  going  into 
primary  care. 

The  Commission  supports  the 
development  of  a "strategic 
plan"  to  address  physician 
manpower  issues  in  the  state. 
The  Commission  believes  the 
issue  extends  beyond  educa- 
tional matters.  The  Commis- 
sion suggests  consideration  of 
the  development  of  a task 
force  that  could  consider  all 
elements  of  this  issue. 

Medicare  Reimbursement 

Third  District  Medical  Society 
ISMA  Medicare  Coalition  and 
Indiana  Delegation  to  the 
AMA 

The  Indiana  AMA  Delegation 
introduced  Resolution  92-107 
at  the  December  1992  AMA 
Interim  Meeting.  The  House 
of  Delegates  reaffirmed  cur- 
rent AMA  policy  in  lieu  of  the 
resolution.  The  issue  also  was 
discussed  at  an  ISMA  Medi- 
care Coalition  meeting.  Com- 
ments were  directed  to  the 
HCFA  Regional  Office. 


RESOLUTION  92-7 

Introduced  by: 
Referred  to: 


Status: 


Status  of  1 992  resolutions 

RESOLUTION  92-6 

Introduced  by: 

Referred  to: 

Status: 
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RESOLUTION  92-8 

Introduced  by: 
Referred  to: 

Status: 


RESOLUTION  92-10 

Introduced  by: 
Referred  to: 


Status: 


RESOLUTION  92-12 

Introduced  by: 
Referred  to: 

Status: 


RESOLUTION  92-13 

Introduced  by: 

Referred  to: 

Status: 


ISMA's  Annual  Meeting  Date 

Richard  Huber,  M.D.,  Bedford 
Board  of  Trustees 
Implemented  by  inclusion  in 
the  ISMA  Policy  Manual. 

A Leadership  Development 
Source  for  ISMA 

Thomas  Brubaker,  M.D.,  and 
Bernard  Emkes,  M.D. 

ISMA  General  Counsel  and 
Communications  Department 
(1st  resolve)  and  Board  of 
Trustees  (2nd  resolve) 

When  AMA-HMSS  representa- 
tion reaches  at  least  20,  specific 
staff  recommendation  will  be 
made  to  the  Board  of  Trustees 
regarding  appropriate  meet- 
ings for  this  group.  Letter  to 
be  sent  to  ISMA  Delegates/ 
Alternates  before  the  AMA/ 
HMSS  meeting  in  June. 

Re-Establishment  of  "800" 
Medicare  Number 

Lake  County  Medical  Society 
ISMA  Medicare  Coalition 
The  issue  was  placed  on  the 
agenda  for  two  Medicare  Coa- 
lition meetings.  A letter  was 
also  written  to  HCFA.  The 
response:  "The  Health  Care 
Financing  Administration  has 
not  funded  a telephone  line  to 
re-establish  the  toll-free  service 
for  providers  in  FY  1993." 

Simplification  of  Billing 
Procedures 

Broad  Ripple  Family  Physi- 
cians 

Refer  to  ISMA  Legal  Counsel 
Action  plan  presented  at  the 
May  Board  meeting  with  re- 
sults of  the  insurance  reform 
survey.  A task  force  will  be 
formed  to  work  with  the  re- 
sults and  the  insurance 
commissioner's  office  to  de- 
velop or  modify  the  insurance 
products  and  procedures. 


Medicare  for  Indiana 

Vigo  County  Medical  Society 
ISMA  Medicare  Coalition 
An  impact  analysis  request 
was  sent  to  HCFA;  their  analy- 
sis is  available  at  ISMA  head- 
quarters. This  analysis  was 
sent  to  specialty  societies  and 
ISMA  leadership.  It  also  was 
mentioned  at  an  ISMA  Medi- 
care Coalition  meeting.  If 
ISMA  can  document  over- 
whelming support  by  July  1, 
1993,  the  resolution  could  be 
in  effect  Jan.  1,  1994.  Staff 
provided  an  update  at  the 
May  board  meeting  of  the  few 
responses  received  from  the 
complete  mailing. 

Mandatory  Computerization 
of  Patient  Records 

George  Rawls,  M.D.,  India- 
napolis 

Indiana  Delegation  to  the 
AMA 

The  Indiana  AMA  Delegation 
introduced  Resolution  809  at 
the  December  1992  AMA  In- 
terim Meeting.  The  House  of 
Delegates  adopted  the  follow- 
ing substitute  resolution: 

"Resolved,  That  the  American 
Medical  Association  strongly 
urge  third-party  payers  and 
others  to  preserve  the  option 
of  non-computerized  medical 
records,  with  no  disincentives 
and  no  punitive  measures  for 
those  physicians  who  continue 
to  use  non-computerized 
medical  records." 


RESOLUTION  92-14 

Introduced  by: 
Referred  to: 

Status: 


RESOLUTION  92-15 

Introduced  by: 
Referred  to: 

Status: 
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RESOLUTION  92-16 

Introduced  by: 

Referred  to: 

Status: 


RESOLUTION  92-17 

Introduced  by: 

Referred  to: 

Status: 


RESOLUTION  92-18 

Introduced  by: 
Referred  to: 

Status: 


RESOLUTION  92-20 

Introduced  by: 
Referred  to: 

Status: 


Electronic  Billing  (EB) 

George  Rawls,  M.D.,  India- 
napolis 

ISMA  Medicare  Coalition 
A letter  was  sent  to  HCFA 
outlining  the  concerns  ex- 
pressed in  this  resolution. 

Second  Medical  Opinions 

George  Rawls,  M.D., 

Indianapolis 

ISMA  Policy  Manual  for 

Inclusion 

Implemented  by  inclusion  in 
the  ISMA  Policy  Manual. 

Immunizations  in  Private 
Practice 

12th  District  Medical  Society 
ISMA  Legislative  Department 
Rep.  Bill  Crawford  has  intro- 
duced legislation  to  allow  the 
department  of  health  to  dis- 
tribute vaccines  to  private 
physicians'  offices  for  Medic- 
aid patients.  Although  the  bill 
did  not  pass,  it  is  likely  that 
action  at  the  federal  level  will 
result  in  more  widespread 
distribution  of  vaccines. 

Family  Violence 

John  Knote,  M.D.,  Lafayette 
ISMA  Communications 
Department 

Met  with  auxiliary  in  January. 
Spent  12-14  hours  doing  re- 
search on  domestic  violence 
materials.  Established  contacts 
with  several  providers  of  ser- 
vices to  victims.  Mailed  infor- 
mation on  domestic  violence 
to  all  primary  care  ISMA 
members. 


Testing  for  Human  Immuno- 
deficiency Virus  (HIV) 

Fort  Wayne  Medical  Society 
ISMA  Commission  on  Legisla- 
tion and  ISMA  Legislative 
Department 

Rep.  Dale  Grubb  introduced 
legislation  to  allow  the  depart- 
ment of  health  to  designate 
one  or  more  model  HIV  test- 
ing hospitals  that  would  offer 
HIV  tests  upon  hospital  ad- 
mission. 

CLIA  Regulations 

Fort  Wayne  Medical  Society 
ISMA  Medicare  Coalition  (1st 
resolve)  and  Board  of  Trustees 
(2nd  resolve) 

The  Indiana  AMA  Delegation 
introduced  Resolution  212  at 
the  December  1992  AMA  In- 
terim Meeting.  The  House  of 
Delegates  reaffirmed  current 
AMA  policy  in  lieu  of  the 
resolution. 

1st  resolve  - A new  category 
of  CLIA  tests  was  created: 
"microscopy"  category.  When 
performed  by  a physician,  the 
tests  in  this  category  are  con- 
sidered "moderately  complex." 
The  comment  period  on  the 
HCFA  regulation  began  Jan. 

19,  1993. 

2nd  resolve  - A questionnaire 
has  been  developed  for  mail- 
ing to  local  health  officers. 


RESOLUTION  92-21 

Introduced  by: 
Referred  to: 


Status: 


RESOLUTION  92-22 

Introduced  by: 
Referred  to: 


Status: 
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RESOLUTION  92-24  Endorsement  of  "Standards 
for  Pediatric  Immunization 
Practices"  and  its  Adoption 
and  Implementation  by  All 
Members 

Introduced  by:  John  C.  Bailey,  M.D.,  Health 

Commissioner 

Referred  to:  ISMA  Communications 

Department 

Status:  Implemented  through  ISMA 

member  mailing  Nov.  25, 
which  included  the  "Standards 
for  Pediatric  Immunization 
Practices."  Budget  impact  not 
including  postage  was  $2,655. 
Participated  in  Immunization 
Action  Plan  meeting  Feb.  15  at 
Indiana  State  Department  of 
Health.  Published  article  on 
standards  in  January/February 
1993  INDIANA  MEDICINE. 

RESOLUTION  92-25  Due  Process,  Fair  Hearing 
and  Release  of  Selection 
Criteria  by  Managed  Care 
Entities 

Introduced  by:  Vanderburgh  County  Medical 

Society 

Referred  to:  ISMA  Legal  Counsel 

Status:  Legislation  introduced  but 

died  in  committee. 

RESOLUTION  92-26  Consumer  Advocate  within 

the  State  of  Indiana  Insurance 
Commission 

Introduced  by:  First  District  Medical  Society 

Referred  to:  ISMA  Legislative  Department 

Status:  Rep.  Tom  Alevizos  introduced 

HB  1910  to  provide  for  this 
position.  Bill  died  in  commit- 
tee. 


RESOLUTION  92-27 

Introduced  by: 
Referred  to: 


Status: 


Indiana  State  Health  Policy 
Commission 

First  District  Medical  Society 
ISMA  Health  System  Reform 
Task  Force 

No  new  physician  appoint- 
ments to  the  commission  were 
made,  so  there  was  no  oppor- 
tunity for  ISMA  to  gain  an 


appointment  to  this  commis- 
sion. 

RESOLUTION  92-28  Distribution  of  Childhood 
Vaccine 

Introduced  by:  First  District  Medical  Society 

Referred  to:  ISMA  Legislative  Department 

Status:  1st  resolve  - Rep.  Crawford 

has  introduced  legislation  that 
will  allow  the  department  of 
health  to  distribute  free  vac- 
cine to  private  physicians' 
offices  for  immunizing  Medic- 
aid patients.  Although  the  bill 
did  not  pass,  it  is  likely  that 
action  at  the  federal  level  will 
result  in  more  widespread 
distribution  of  vaccines. 

2nd  resolve  - President  Clinton 
has  indicated  interest  in  ex- 
panding immunization 
through  distribution  at  the 
federal  contract  purchase 
price. 

3rd  resolve  - The  ISMA  will  be 
involved  in  a working  group 
being  formed  by  the  state  de- 
partment of  health. 

4th  resolve  - Will  be  explored 
if  all  other  options  are  fruit- 
less. 


RESOLUTION  92-29 

Introduced  by: 

Referred  to: 

Status: 


Indiana  Residencies 

Vanderburgh  County  Medical 
Society 

ISMA  Commission  on  Medical 
Education 

The  Commission  on  Medical 
Education  discussed  this  reso- 
lution with  several  concerns 
including: 

1.  Indiana  taxpayers  no 
longer  support  all  Indiana 
residency  training  pro- 
grams. 

2.  Some  specialty  training 
programs  are  only  avail- 
able in  other  states  or  have 
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RESOLUTION  92-30 

Introduced  by: 

Referred  to: 

Status: 


RESOLUTION  92-31 

Introduced  by: 

Referred  to: 

Status: 

RESOLUTION  92-32 


few  positions  in  Indiana. 

3.  Residency  program  direc- 
tors prefer  to  have  a mix  of 
geographic  and  training 
backgrounds  in  their  resi- 
dency groups. 

4.  Many  of  Indiana's  current 
physicians  who  did  their 
residencies  in  Indiana  were 
not  Indiana  residents  and 
have  stayed  in  Indiana. 

5.  A policy  like  this  might  not 
be  well  received  by  the 
ACGME  residency  accred- 
iting body. 

6.  If  all  criteria  in  the  applica- 
tion of  two  residency  can- 
didates were  similar  except 
one  was  from  out-of-state 
and  one  from  in-state,  it 
would  appear  appropriate 
to  encourage  acceptance  of 
the  Indiana  resident. 

No  further  activity  was  recom- 
mended by  the  Commission 
on  Medical  Education. 

Triplicate  Prescription 
Program 

Vanderburgh  County  Medical 
Society 

ISMA  Legislative  Department 
Sen.  Pat  Miller  introduced 
legislation  to  replace  the  tripli- 
cate prescription  program  with 
a “black  box"  prescription 
program.  The  ISMA  defeated 
legislation  that  would  have 
continued  the  triplicate  pre- 
scription program. 

Peer  Counseling  During 
Malpractice  Litigation 

Rajih  Haddawi,  M.D., 
Bloomington 

ISMA  Legislative  Department 
Action  plan  approved  by 
Board  of  Trustees. 

Relinquish  Medicare  Filing 


Requirements  for  Non- 
Covered  Services  by  Non- 
Participating  Physicians 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Board  of  Trustees 

Status: 

Discussed  at  ISMA  Medicare 
Coalition  meeting;  information 
printed  in  January  1993  Medi- 
care Committee  Report. 

RESOLUTION  92-33 

INCAP  Support  and  Publicity 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Communications  De- 
partment 

Status: 

Distributed  INCAP  video  and 
support  materials  to  staffed 
county  medical  societies  and 
notified  members  through 
ISMA  Reports  and  Indiana 
medicine  that  videos  are  avail- 
able for  loan. 

RESOLUTION  92-35 

Repeal  of  McCarran-Ferguson 
Act 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Legislative  Department 

Status: 

None 

RESOLUTION  92-36 

Patient  Compliance  Rating 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Board  of  Trustees 

Status: 

None 

RESOLUTION  92-37 

Physician  Assistants 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Board  of  Trustees 

Status: 

Legislation  addressing  physi- 
cian assistants  was  introduced 
by  Sen.  Pat  Miller.  The  ISMA 
opposed  prescribing  privi- 
leges, and  language  providing 
for  prescribing  privileges  was 
removed  from  the  bill.  The 
remainder  of  the  bill  will  al- 
low two  PAs  to  be  supervised 
by  one  physician. 
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RESOLUTION  92-38 

Increased  Hospital  Privileges 
for  Primary  Care  Physicians 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Legal  Counsel 

Status: 

ISMA  will  consult,  advise  and 
assist  physicians  who  are  de- 
nied hospital  privileges  based 
on  criteria  not  reasonably  re- 
lated to  individual  ability  and 
quality  patient  care. 

RESOLUTION  92-39 

Insured  to  Help  the 
Uninsured 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Board  of  Trustees 

Status: 

Current  AMA  policy  contains 
a provision  for  tax  deductibil- 
ity of  health  insurance  ben- 
efits. 

RESOLUTION  92-40 

Satellite  Medical  Services 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Legislative  Department 
and  Health  System  Reform 
Task  Force 

Status: 

ISMA  secured  an  amendment 
to  require  the  Medical  Licens- 
ing Board  to  approve  any 
nurse  practitioner  scope  of 
practice  expansion. 

RESOLUTION  92-41 

Taxation  of  Health  Care 
Benefits 

Introduced  by: 

C.  Dyke  Egnatz,  M.D., 
Schererville 

Referred  to: 

ISMA  Board  of  Trustees 

Status: 

None. 

RESOLUTION  92-42 

Health  Access  Indiana 

Introduced  by: 

Stephen  Tharp,  M.D., 
Frankfort 

Referred  to: 

ISMA  Board  of  Trustees 

Status: 

a.  Tuition  abatement 
language  included  in  SB 
505 

b.  No  increase  in  first  draft  of 
state  budget. 

c.  Gov.  Bayh  announced  that 

RESOLUTION  92-43 

Introduced  by: 
Referred  to: 

Status: 


RESOLUTION  92-44 

Introduced  by: 
Referred  to: 

Status: 
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application  will  be  submit- 
ted for  HCFA  waiver  to 
implement  case  manage- 
ment. 

d.  Medicaid  anti-hassle 
included  in  SB  505. 

e.  No  meaningful  insurance 
reform  introduced  in  1993. 

f.  No  legislator  would 
introduce  helmet  law. 

g.  Tobacco  tax  increase  being 
pursued  through  Reps. 
Kruzan  and  Bayliff  and 
Sens.  Gery  and  Riegsecker. 

h.  No  meaningful  insurance 
reform  introduced  in  1993. 

New  Physician 
Reimbursement 

Resident  Medical  Society 
ISMA  Medicare  Coalition 
The  ISMA  has  corresponded 
with  the  Indiana  Congres- 
sional delegation  on  this  mat- 
ter. Legislation  correcting  the 
inequity  was  passed  but  ve- 
toed by  President  Bush  for 
unrelated  reasons.  Legislation 
pursuing  the  correction  will  be 
pursued  by  AMA  during  1993. 

Resident  Membership 

Resident  Medical  Society 
ISMA  Membership 
Department 

Pilot  program  will  be  offered 
in  August  for  1994  dues  billing 
to  new  resident  members  to 
pay  a $100  flat  fee  for  three- 
year  membership  in  the  Resi- 
dent Medical  Society.  Partici- 
pation level  and  response  to 
the  program  will  be  evaluated 
in  1994  . 
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RESOLUTION  92-45 

Introduced  by: 
Referred  to: 

Status: 


Optometric  Prescribing 
Liability 

Paul  Honan,  M.D.,  Lebanon 
ISMA  Legislative  Department 
Senate  Bill  189,  introduced  by 
Sen.  Dick  Thompson,  passed 
the  Senate  50-0  and  passed 
the  House  of  Representatives. 
Died  in  the  House  Rules 
Committee. 


RESOLUTION  92-48  Recommendation  for  the  Use 

of  Polycarbonate  Clear  Face 
Guards  Worn  by  All  Baseball 
Players  in  Organized 
Baseball,  Ages  5-14 

Introduced  by:  Stephen  Perkins,  M.D., 

Indianapolis 

Referred  to:  ISMA  Commission  on  Sports 

Medicine 

Status:  None. 


RESOLUTION  92-46 

Introduced  by: 

Referred  to: 

Status: 


Delegation  of  Medical 
Authority  by  Physicians 

Ralph  Stewart,  M.D., 
Vincennes 

ISMA  Board  of  Trustees 
None. 


RESOLUTION  92-47 

Introduced  by: 

Referred  to: 

Status: 


Mandatory  Referral  Criteria 

Ralph  Stewart,  M.D., 
Vincennes 

ISMA  Board  of  Trustees  and 
ISMA  Legislative  Department 
None. 


RESOLUTION  92-49 


Introduced  by: 
Referred  to: 
Status: 


Allow  Competitive  Physician 
Salaries  Despite  "Safe 
Harbor"  Regulations 

Alvin  Haley,  M.D., 
Indianapolis 

Indiana  Delegation  to  the 
AMA 

AMA  Delegation  introduced 
resolution  at  December  1992 
meeting.  It  was  not  adopted 
by  the  House  of  Delegates.  □ 
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Eli  Lilly  and  Company  can  suit  all  your 
needs  with  the  most  complete  line  of  human 
insulins  available. 

Featuring  Humulin  70/30*  and  our  latest 
addition  to  the  premixed  line,  Humulin  50/50t 
— especially  useful  in  situations  in  which 
a greater  insulin  response  is  desirable  for 
greater  glycemic  control. 


“mufin 

insulin 

I SJW 


ian  insulin 
' suspension 
1 an  insulin 


human  insulin 
[ recombinant  DNA  origin] 

Tailor-made  options  in 
insulin  therapy 

WARNING:  Any  change  of  insulin  should  be  made  cautiously 
and  only  under  medical  supervision. 

' Humulin®  70/30  (70%  human  insulin  isophane  suspension, 
30%  human  insulin  injection  (recombinant  DNA  origin]! . 

♦Humulin®  50/50  (50%  human  insulin  isophane  suspension, 
50%  human  insulin  injection  (recombinant  DNA  origin]). 


Globa I Excellence  in  Diabetes  Care 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 

HI-791 8-B-349310  © 1993,  eli  lilly  and  company 
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scientific  contribution 


Double  cardiac  valve 
replacement:  A community 
hospital  experience 


Christopher  W.  LaSalle,  M.S. 
John  F.  Csicsko,  M.D. 

Michael  J.  Mirro,  M.D. 

Fort  Wayne 

T he  purpose  of  this  report 
was  to  assess  morbidity  and  mor- 
tality following  double  cardiac 
valvular  operation  in  a commu- 
nity hospital  setting.  Preoperative 
ventricular  function  was  evalu- 
ated in  relation  to  long-term  mor- 
bid events.  Mortality  was  defined 
as  death  within  30  days  if  the 
patient  was  discharged  or  any 
time  after  if  the  patient  was  not 
discharged.1 

The  definitions  of  morbidity 
were  as  follows:  structural  valve 
deterioration,  nonstructural  valve 
dysfunction,  thromboembolic 
events,  anticoagulant-related  hem- 
orrhage and  prosthetic  valve 
endocarditis.  Structural  deteriora- 
tion involved  any  intrinsic  abnor- 
mality causing  stenosis  or  regurgi- 
tation. This  included  valve  wear, 
tear,  stress,  calcification  or  frac- 
ture.2, 3 Nonstructural  dysfunction 
was  any  abnormality  resulting  in 
stenosis  or  regurgitation  that  was 
not  intrinsic  to  the  valve  itself. 
Anticoagulant-related  hemorrhage 
was  described  as  any  episode  of 
bleeding  that  causes  death,  stroke, 
operation  or  hospitalization  or 
requires  transfusion.1  Finally, 
prosthetic  valve  endocarditis  in- 


Abstract 


The  morbidity  and  mortality  of  double  cardiac  valve  replacement 
were  assessed  in  a community  hospital  setting.  Four  hundred  twenty- 
two  cardiac  patients  undergoing  valve  replacement  from  1977  to 
1991  were  analyzed.  Forty-two  patients  underwent  double  valve  re- 
placement. The  clinical  variables  associated  with  increased  operative 
mortality  (early  and  late)  were  determined.  The  overall  operative 
mortality  rate  for  valve  replacement  was  7.87%  (29  of  422  patients). 
The  mortality  rate  was  9.09%  (3/33  patients)  for  double  valve  replace- 
ment and  1 1 .1 1%  (1/9  patients)  for  double  valve  replacement  in  con- 
junction with  coronary  bypass.  The  clinical  variables  associated  with 
increased  mortality  were:  significant  reduction  in  preoperative  left 
ventricular  ejection  fraction  (<  35%);  advanced  age  (>  60);  presence 
of  ischemic  mitral  valve  disease;  and  preoperative  functional  class 
(New  York  Heart  Association  Functional  Class  IV). 

The  results  of  this  study  suggest  that  strategies  to  diminish  opera- 
tive mortality  should  include  assessment  of  risk  preoperatively  as  well 
as  anticipation  of  high  mortality  in  selected  subgroups. 


eluded  any  infection  involving  a 
heart  valve  substitute.1 

Valve-related  morbidity  and 
mortality  included  all  operative 
deaths,  all  valve-related  deaths 
including  sudden  and  unex- 
plained deaths  and  nonfatal  per- 
manent valve  dysfunctions  that 
require  reoperation.1 

This  article  will  identify  fac- 
tors responsible  for  operative 
mortality  after  multi-valve  sur- 
gery in  a community  hospital 
setting. 

Methods 

The  patient  group  was  selected 
from  422  cardiac  valvular  opera- 


tions performed  from  1977  to 
1991.  All  valvular  operations 
were  performed  by  a single  surgi- 
cal group  (three  surgeons)  at  three 
community  hospitals  in  Fort 
Wayne  - Parkview  Memorial  Hos- 
pital, Lutheran  Hospital  and  St. 
Joseph  Medical  Center.  The  val- 
vular operations  were  divided 
according  to  position  - mitral, 
aortic  or  both  - and  whether  or 
not  a coronary  artery  bypass 
(CAB)  was  performed.  There 
were  33  double  valvular  opera- 
tions and  nine  double  valvular 
operations  with  a CAB.  The  most 
common  valve  placed  in  the 
double  position  was  the 
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Carpentier-Edwards  porcine 
valve.  Mechanical  valves  were 
second  with  the  St.  Jude  bi-leaflet 
valve. 

The  double  valve  group  con- 
sisted of  13  men  and  18  women. 
The  double  valve  plus  a CAB 
group  consisted  of  four  men  and 
five  women.  The  average  age  was 
54.8  years,  with  ages  ranging  from 
24  to  81  years.  Valves  placed  in 
the  mitral  position  and  those  with 
a CAB  numbered  127  and  57,  re- 
spectively. Valves  placed  in  the 
aortic  position  and  those  with  a 
CAB  numbered  123  and  73,  re- 
spectively. 

Ventricular  function  was  as- 
sessed by  the  preoperative  ejec- 
tion fraction,  which  was  deter- 
mined from  two  clinical 
echocardiograms.  The 
preoperative  ventricular  function 
was  then  ranked  as  mild  (EF  45- 
55%),  moderate  (EF  35-44%)  or 
severe  (EF  <35%)  impairment. 

The  patients'  preoperative  clinical 
condition  also  was  assessed  and 
stratified  according  to  clinical 
impairment.  If  a patient  had  a 
reduced  ejection  fraction  but 
walked  into  the  hospital  without 
assistance,  he  would  have  mild 
clinical  impairment  (NYHA  FC  I- 
II).  However,  if  the  patient  had 
an  ejection  fraction  of  55%  but 
was  bedridden  on  inotropic  sup- 
port, he  would  be  placed  in  the 
severe  clinical  impairment  group 
(NYHA  FC  IV).  The  office  and 
hospital  records  were  carefully 
reviewed  to  determine  the  occur- 
rence of  postoperative  morbid 
events  and/or  valve-related 
deaths. 

Results 

Early  mortality  for  the  entire  se- 
ries was  6.87%  (29/422).  The 
mortality  of  the  double  valves 
was  9.09%  (3/33),  and  the  mortal- 
of  double  valves  with  a CAB 


was  11.11%  (1/9).  These  numbers 
were  similar  to  other  mortality 
studies.5’7  The  lowest  mortality 
group  was  the  isolated  mitral 
valve  replacements  (2/127,  1.57%). 
The  highest  mortality  group  was 
those  associated  with  mitral  valve 
replacements  plus  a CAB  (12/57, 
21.05%).  Other  studies  that  in- 
cluded mitral  valve  replacement 
with  a CAB  reported  mortality 
rates  ranging  from  14%  to  24%. 
The  clinical  variables  identified 
for  increased  mortality  were  re- 
duced ejection  fraction,  older  than 
60  years  of  age,  NYHC  Class  IV 
symptoms  and  ischemic  mitral 
valve  disease.812  The  mortality  for 
isolated  aortic  valvular  operations 
was  5.69%  (7/123),  and  the  mor- 
tality rate  for  aortic  valves  plus  a 
CAB  was  5.48%  (4/73).  All  data 
are  illustrated  in  Figure  1 and 
Figure  2. 

For  the  isolated  double  valvu- 
lar operations,  five  were  placed  in 
the  severe  class.  Only  one  of 
these  patients,  whose  operation 


Figure  1 


was  in  1983,  is  alive.  All  three  of 
the  operative  mortalities  for  the 
isolated  double  valves  were  in 
this  class.  One  patient  died  two 
days  after  surgery  and  the  other 
five  days  after  surgery.  The  other 
two  patients  in  this  class  were  free 
from  morbid  events. 

Seven  patients  placed  in  the 
moderate  impairment  class  re- 
ceived double  valve  replacement; 
four  of  these  patients  are  deceased 
(Figure  1).  In  three  of  the  de- 
ceased patients  (two  died  seven 
months  after  surgery  and  one  nine 
months  after  surgery),  the  actual 
cause  of  death  was  not  deter- 
mined. However,  a valvular  ori- 
gin was  suggested. 

Nineteen  patients  in  the  mild 
impairment  class  underwent 
double  valve  replacement.  Of  this 
group,  three  are  deceased,  with  no 
operative  mortality.  Two  deaths 
were  from  cardiac  arrest;  one  was 
five  years  after  surgery,  and  the 
other  was  one  year  after  surgery. 
Autopsies  were  not  performed  on 
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either  patient.  The  other  death 
occurred  seven  years  after  surgery 
from  acute  myocardial  infarction 
and  congestive  heart  failure.  This 
group  (mild  impairment)  was 
divided  into  operations  occurring 
before  1986  and  those  occurring 
after.  There  were  12  patients  in 
the  pre-1986  group.  This  group 
included  all  four  double  valvular 
reoperations  and  all  three  deaths. 
All  reoperations  in  this  group 
involved  the  replacement  of  a 
failed  porcine  valve  with  me- 
chanical valve. 

Five-year  freedom  from  mor- 
bid events  in  the  mild  impair- 
ment, pre-1986  group  was  83.3% 
(10/12).  Both  morbid  events  were 
deaths  of  unknown  etiology  but 
reported  as  cardiac  arrest.  The  10- 
year  avoidance  of  morbid  events 
was  33.3%  (3/9). 

All  seven  patients  in  the  post- 
1986  group  are  alive  and  well. 

Two  patients  had  previous  single 
valvular  surgery  before  their 
double  operation.  One  was  in  the 
mitral  position  (four  years  before 
surgery),  and  the  other  was  in  the 
aortic  position  (five  years  before 
surgery).  There  was  one  postop- 
erative reoperation  involving  a 
patient  with  a malfunctioning 
aortic  valve.  This  was  the  only 
morbid  event  in  the  post-1986 
group  to  require  hospitalization. 
This  represented  23  patient-years 
of  freedom  from  morbid  events 
from  a total  24  living  patient- 
years. 

Only  one  patient  in  the  severe 
impairment  class  had  a double 
valve  operation  plus  a CAB.  Af- 
ter the  operation,  he  experienced 
renal  and  respiratory  failure. 

Eight  years  before  his  double 
valve  operation,  he  had  a porcine 
valve  placed  in  the  aortic  position 
plus  a CAB.  Despite  all  of  these 


problems,  he  survived  the  opera- 
tion and  was  sent  home.  He  com- 
mitted suicide  four  months  after 
his  operation. 

Six  patients  were  in  the  mod- 
erate impairment,  double  valve 
plus  CAB  class.  Three  are  alive 
and  well,  one  was  an  operative 
mortality,  one  is  deceased,  and 
one  was  lost  in  follow-up.  Avoid- 
ance of  morbid  events  for  three 
years  was  66.7%  (2/3),  with  one 
patient  experiencing  severe  gas- 
trointestinal bleeding  problems 
due  to  warfarin  therapy.  These 
three  patients  represent  14  living 
patient-years  with  avoidance  of 
morbid  events  for  11  patient- 
years. 

Only  two  of  the  remaining 
double  valve  patients  with  a CAB 
were  placed  in  the  good  class. 
Both  of  these  operations  occurred 
recently  (1989  and  1990),  which 
limits  the  assessment  of  long-term 
outcome.  The  other  patient  was 


free  from  morbid  events  for  her 
1.5-year  postoperative  period. 

Discussion 

Ejection  fraction  has  been  de- 
scribed as  a reasonable  predictor 
of  morbidity  and  mortality  follow- 
ing open-heart  operations.4'13  One 
study  has  suggested  that  ejection 
fraction  is  a more  accurate  predic- 
tor of  operative  mortality  than 
either  decreased  cardiac  index  or 
increased  left  ventricular  end- 
diastolic  pressure  for  valvular 
operations.14  Hammerstein  and 
coworkers  concluded  that  the 
New  York  Heart  Association  func- 
tional classes  for  severity  of  coro- 
nary artery  disease  did  not  accu- 
rately predict  an  unfavorable  out- 
come.15 Based  on  these  studies 
and  the  preceding  data,  ejection 
fraction  is  a good  method  of 
evaluation  for  early  morbidity  and 
mortality  following  a double  val- 
vular operation. 
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A definite  pattern  appears 
upon  combining  the  double  valves 
and  the  double  valves  plus  a CAB 
categories  and  assessing  the  dif- 
ferent classes.  Operative  mortal- 
ity is  almost  entirely  centered  in 
the  severe  impairment  class  (4/5). 
An  isolated  operative  mortality 
was  in  the  moderate  impairment 
class,  and  she  was  a type  II  dia- 
betic, had  a three-vessel  bypass 
and  required  three  exploratory 
operations  for  postoperative 
bleeding.  Comparison  of  the 
three  classes  would  be  statistically 
inaccurate.  However,  combining 
the  severe  and  moderate  impair- 
ment classes  and  then  comparing 
those  with  the  mild  impairment 
class  in  relation  to  morbid  events 
can  be  done.  This  would  place 
the  severe  and  moderate  impair- 
ment class  count  at  19  patients 
and  the  mild  impairment  class 
count  at  21  patients.  Of  the  pa- 
tients who  are  deceased,  most  are 
in  the  severe  and  moderate  im- 
pairment classes.  Two  of  the 
deaths  in  the  severe/moderate 
impairment  class  and  one  in  the 
mild  class  were  determined  to  be 
non-valve  related,  but  this  still 
leaves  four  in  the  severe /moder- 
ate impairment  class  and  two  in 
the  mild  class.  All  four  of  those 
deaths  occurred  within  two  years 
of  their  double  valvular  operation. 
One  of  the  deaths  in  the  mild 
class  occurred  within  two  years 
(one  year  four  months),  and  the 
other  did  not  occur  until  five 
years  after  surgery. 

The  morbid  events  have  a 
much  greater  prevalence  in  the 
severe  and  moderate  impairment 
class  than  those  in  the  mild  class. 
Dividing  the  severe/moderate 
class  into  a pre-1986  group  and 
post-1986  group  demonstrated 


that  freedom  from  morbid  events 
for  five  years  (excluding  operative 
mortalities  and  patients  who  died 
of  other  causes  within  the  five- 
year  period)  was  50%  (4/8).  This 
is  significantly  lower  than  the 
mild  impairment  group's  83.3%. 
The  10-year  freedom  is  too  small 
for  accurate  comparison  with  the 
mild  impairment  group.  Only 
three  patients  had  their  operations 
before  1981,  and  all  have  experi- 
enced morbid  events.  The  five 
patients  in  the  post-1986  group 
represent  11  living  patient-years 
with  nine  patient-years  of  free- 
dom from  fatal  morbid  events. 
There  was  one  valve-related  mor- 
tality in  this  group. 

In  dealing  with  mortality,  the 
type  of  valve  used  is  not  impor- 
tant.1617 Morbidity  and  valve  type, 
however,  are  very  important  be- 
cause of  the  different  ways  mor- 
bidity can  be  defined.  This  article 
considers  death,  reoperation  and 
permanent  valvular  dysfunction 
the  result  of  morbid  events  and, 
therefore,  must  be  included.* 1 2 3 
Cobanoglu  and  coworkers  do  not 
consider  a successful  reoperation 
to  be  a morbid  event.18  Using  this 
definition,  the  morbidity  of  the 
mild  impairment  class  drops  con- 
siderably. The  five-year  freedom 
from  morbidity  remains  un- 
changed for  the  mild  impairment 
class  and  the  severe  and  moderate 
class,  but  the  10-year  freedom  for 
the  good  class  jumps  from  33.3% 
to  55.6%  (5/9). 

The  10-year  freedom  rate  for 
the  severe  and  moderate  class 
does  not  change.  Overall,  the 
mild  impairment  class  would  lose 
five  of  its  morbid  events  if  post- 
double valve  reoperations  were 
eliminated,  whereas  the  severe 
and  moderate  impairment  class 


would  lose  only  two.  This  would 
even  further  favor  the  mild  class 
as  having  less  of  a problem  with 
morbid  events. 

Summary 

The  current  study  confirms  previ- 
ous reports  that  have  identified 
clinical  predictors  of  increased 
operative  mortality  associated 
with  double  valve  replacement. 
This  research  confirms  that  the 
experience  in  the  community  hos- 
pital setting  is  similar  to  the  expe- 
rience observed  at  large  cardio- 
vascular surgical  centers.  Strate- 
gies to  reduce  operative  mortality 
should  include  careful 
preoperative  assessment  of  risk 
and  institution  of  operative  tech- 
niques that  might  limit  mortality 
such  as  improved  myocardial 
protection  in  high-risk  patients.  □ 
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• Cardiac  Rehabilitation  Program 


East  Location 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office~(317)  355-1500 
Referring  Physician  Line~(317)  355-1100 


North  Location 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office- (31 7)  841-5385 
Referring  Physician  Line~(317)  841-5386 
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CARDIOLOGY 


DERMATOPATHOLOGY 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Diseases 


Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Diseases  and  Advanced  Achievement 
in  Internal  Medicine 


providing 
Cardiology 
Electrocardiogram 
Exercise  Stress  Testing 
Doppler  & 

Echoca  rdiogra  phy 
Stress 

Echocardiography 
Holter  Monitoring 


703  Chapel  Pike 
Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)664-2866 


Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


IWl 


DERMATOPATHOLOGY  LABORATORY,  INC. 

Larry  J.  Bucket,  M.D.  Floward  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 


m 


Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 


DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  medicine. 

For  rates,  write  or  call  Indiana  medicine. 

322  Canal  Walk,  Indianapolis,  IN  46202-3252, 

322  Canal  Walk,  Indianapolis,  IN  46202-3252, 

(317)  261-2060  or  1-800-257-ISMA. 

(317)  261-2060  or  1-800-257-ISMA. 

432 


INDIANA  MEDICINE/September/October  1991 


■physicians'  directory 


PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 


Our  group  is  always  available 
Indianapolis  because  there 


, 365  days  a year,  day  or  night;  to  see  your  patients  in 
are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

BEECH  GROVE 

CRAWFORDSVILLE 

DANVILLE 

GREENCASTLE 

GREENSBURG 

KOKOMO 

LEBANON 

SURGERY  CENTER 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

7439  Woodland  Drive,  Indianapolis,  IN  46278 


O, 


Member,  American  Society 
of  Plastic  and  Reconstructive  Surgeons 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA.  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


317-328-1100 
1-800-332-3943 
FAX:  317-328-6948 


Wally  Zollman  M.D.,  F.A.C.S.,  Twatchai  Yamcharern  M.D.,  F.A.C.S.,  Richard  S.  Troiano  M.D.,  F.A.C.S.,  H.  Marshall  Trusler,  M.D.,  F.A.C.S. 


PLASTIC  SURGERY 

MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Stephen  W.  Perkins,  m.d,  f.ac.s. 

• William  R.  Nunery,  m.d, fa.cs. 

• Ronald  T.  Martin,  M.D 

• A.  Michael  Sadove,  md,  facs 

• Barbara  K.  Siwy,  m.d.,  fac.s. 


Facial,  Ophthalmic  & General 
Plastic  Surgery  • Anesthesiology 

licensed  by  the  Indiana  State 
Board  of  Health  • Medicare 
Certified 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1 -800-257-ISM A. 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

"Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.D.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS,  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PARKDALE  PLACE,  SUITE  215  • INDIANAPOLIS,  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS:  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 

BREAST  DISEASES 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John's 

ZZIO  Jackson  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 

Diagnosis  (317)  872-9580 

Consultation  8330  Naab  Road,  Suite  213 

Risk  assessment  Indianapolis,  IN  46260 

Surgical  Oncology 

of  the  breast  Appointment  by  referral 
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INTERNAL  MEDICINE 


NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 

Thomas  Wm.  Alley,  M.D.,  FACP  Douglas  F Johnstone,  M.D 
George  W.  Applegate,  M.D.  Wendy  L Kindig,  M D 

Richard  Bloch,  M.D-  LeRoy  H.  King.  Jr.,  M.D.  FACP 

Charles  B Carter,  M.D.  Barry  F.  Krieble,  M.D. 

William  H.  Dick,  M D.,  FACP  Mary  A Margolis,  M D 

Theodore  F Hegeman,  M.D.  Tim  E Taber,  M.D. 

1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 


HAND  SURGERY 


JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  of  Orthopedic  Surgery 
with  certificate  of  added  qualifications  In  surgery  of  the  hand. 
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HEMODIALYSIS 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  46011 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

DIALYSIS  INSTITUTE 
OF  NORTHWEST  INDIANAPOLIS 

6488  Corporate  Way 
Indianapolis,  Indiana  46278 
317-328-9667 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 


HAND  SURGERY 


SOUTH  INDY  HAND  CENTER,  P.C. 

VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof  Bldg 

3417  S Sherman  Dr  . Suite  F 1550  E County  Line  Rd  , Suite  315 

Beech  Grove.  IN  46107  Indianapolis,  IN  46227 

(31  7]  783-1 31  9 (31  7]  088-0004 
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PSYCHIATRY 


You  Don 't  Have  to  Be  Sick  to  Get  Better 

O 

The  Davis  Psychiatric  Clinic,  Inc. 

Child,  Adolescent,  Adult,  Geriatric,  Marital,  Sexual,  Forensic,  Substance  Abuse,  Consultant  Sendee  and 

Psychological  Testing  and  Evaluation 

Larry  Davis,  M.D. 

Judith  Campbell  M.D. 

R.  Peter  Mohlman,  M.D. 

William  E.  Murray,  M.D. 


1431 N.  Delaware  263-5200 
Child  and  Adolescent  263 -520-1 


North  Side  Office 

11075  N.  Pennsylvania  571-6011 

24  Hour  Emergency  631-3166 


PSYCHIATRY 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

( Anderson  Center 

of  Saint  John's 

22 10  Jackson  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


Shirley  M.  Mueller}  M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Available 

St.  Vincent’s  Professional  Bldg.,  Suite  726,  Indianapolis 
Tuesday,  Thursday  & Friday  • 317-871-6000 
Community  South  Professional  Bldg.,  Suite  M,  Indianapolis 
Monday  & Wednesday  • 317-887-7790 


North: 


South: 
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PERIPHERAL  VASCULAR  SURGERY 


\T  VASCULAR  SURGERY,  P.C. 


St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  336-6413 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  581-6020 


The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 


3kscular_z 

Diagnostics 

77  Mobile 

\m-invasive 

~ Testing 


Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 
Sajjad  M.  Hussain,  M.D. 
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ASTHMA  & ALLERGY 

ORTHOPAEDIC  SURGERY 

FRANK  WU,  M.D. 

DIPLOMATE, 
AMERICAN  BOARD 
m OF  ALLERGY  & 

IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317) 872-4213 


Professional 
Orthopaedics,  Inc. 

James  L.  Kaiser,  M.D 


1400  North  Ritter  #320 

82nd  & Shadeland 

If  No  Answer  Call 


• ORTHOPAEDIC  SURGERY 

• JOINT  REPLACEMENT 

• BACK  SURGERY 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 
Of  Orthopaedic  Surgery 

1400  North  Ritter  #320 
Indianapolis.  IN  46219 

(317)  355-1600 

OFFICE  ANSWERS  DAY  S NIGHT 


355-1600 

.355-1600 

.631-3466 


COMPREHENSIVE  REHABILITATION 


We’re  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  pauents 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 


Our  60-bed  hospital  features  sophisticated 
high-tech  equipment,  a total  barrier-free 
environment  and  highly  trained  therapists. 

Give  us  a try.  Your  patients  and  you  will  be 
KokomO  plcascc^  w>th  tf|e  results. 

Rehabilitation 


William  J.  Lester,  MD. 
Medical  Director 


Hospital 


A Continental  Medical  Systems  Facility 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injury  • Spinal  Cord  Injury  • Amputation  • Orthopedic  Disorders 
Neurological  Disorders  • Ventilator  Weaning  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)452-6700 


Joint  Commission 

on  Accreditation  ul  Healthcare  Organizations 


For  Referral  or  Admission 
Information 
1-800-886-LIFE 
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ONCOLOGY  — HEMATOLOGY 


INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany  - Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Central  Office  Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of  Historic  Places 
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RADIATION  ONCOLOGY 


Physicians: 

ROGER  ROBISON 
TAE  CHUNG 
ED  DVORAK 


Radiation  Oncology  Services  for  Southwest  Indiana 


VINCENNES 
Good  Samaritan  Hospital 

(812)  885-3939 


BRAZIL 

Clay  County  Hospital 

(812)  448-2675 


ROGER  ROBISON,  M.D.,  F.A.C.P.  TAE  CHUNG,  M.D.  ED  DVORAK,  M.D. 

M.D.  Anderson,  Chicago  Hines,  V.A.,  U.T.M.B.  Galveston, 

1980  1976  1974 


24-Hour  Consultation  - 812-331-8018 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 


Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 


ONCOLOGY 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 


AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


Tri-County  Cancer  Care  Center  Tri-County  Cancer  Care  Center 

Jasper,  Indiana  Princeton,  Indiana 

(812)  482-2212  (812)  386-6663 

DEVDAS  SHETH,  M.D.  MOISES  DOMINGO,  M.D. 


★★★★★★ 


Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

MOISES  DOMINGO,  M.D. 


Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

KANTA  R.  DESAI,  M.D. 


★★★★★★ 


Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

TRISTAN  BRIONES,  M.D. 


Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

PRAMOD  V.  PRABHU,  M.D. 


★★★★★★ 


In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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TRANSPLANTATION 


Heart  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D David  Hormuth,  M.D. 

Transplantation  offers  patients 

Program  Cardiologist:  Douglas  Pitts,  M.D. 

with  end-stage  organ  disease  their  only 

Kidney  Transplantation 
Pancreas  Transplantation 

Surgical  Director:  Brian  Haag,  M.D. 

opportunity  for  true  rehabilitation... 

Surgeons:  Larry  Stevens,  M.D., 

Dale  A.  Rouch,  M.D. 

Program  Nephrologist:  Charles  Carter,  M.D. 

Lung  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 
Program  Pulmonologist: 

Michael  Niemeier,  M.D. 

Methodist  Transplant  Center 

24-hour  referral:  800  772-7788 

Liver  Transplantation 

Surgical  Director:  Dale  A.  Rouch,  M.D. 
Surgeons:  Larry  Stevens,  M.D., 

Brian  Haag,  M.D. 

Program  Pediatric  Gastroenterologist: 

Susan  Maisel,  M.D. 

Program  Hepatologist:  Stephen  C.  Pappas,  M.D. 

Bone  Marrow  Transplantation 

Co-Director:  Luke  Akard,  M.D. 
Co-Director:  Jan  Jansen,  M.D.,  Ph.D. 

M Methodist 

H Hospital  OF  INDIANA 

Corneal  Transplantation 

Surgical  Director:  Stephen  Johnson,  M.D. 

Tissue/Bone  Bank 

Surgical  Director:  David  A.  Fisher,  M.D. 

The  Difference  is  Experience 

P.O.  Box  1367 
1701  N.  Senate  Blvd. 
Indianapolis,  Indiana  46206 
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ORTHOPAEDIC  SURGERY 


A 

T 

S 


H O O S I E R 
R A D I T I O N 
I N C E 19  6 2 


ORTHOPAEDICS  INDIANAPOLIS 

“Celebrating  Over  Three  Decades 
of  Orthopaedic  Excellence” 


Orthopaedic  Surgeons 
Anthony  R.  Lasich,  M.D. 

William  0.  Irvine,  M.D. 

Joseph  C.  Randolph,  M.D. 

Donald  E.  Russell,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  A.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Dean  C.  Maar,  M.D. 

David  S.  Brokaw,  M.D. 

Henry  G.  Stein,  M.D.,  F.A.C.S. 
David  M.  Kaehr,  M.D. 

Robert  C.  Gregori,  M.D. 

Physical  Medicine  & Rehabilitation 

Joint  Reconstruction 
Trauma 

Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
& Deformity  Correction 

Orthopaedics  Indianapolis 
1801  N.  Senate,  Suite  200 
Indianapolis,  IN  46202 

317-923-5352 
1-800-223-3381 
FAX:  317-924-0115 

Indianapolis* 

Zionsville*Danville» 

Eagle  Highlands*Greencastle 
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■ physicians'  directory 


4b 


Hoosier  Orthopaedics  & Sports  Medicine,  P.C. 

•Reconstructive  Surgery  of  the  Foot  and  Ankle  ‘General  Orthopaedics 
•Reconstructive  Surgery  of  the  Shoulder  or  Knee  ‘Back  Surgery 

•Total  Joint  Replacement ‘Athletic  Injuries  and  Sports  Medicine  ‘Arthroscopic  Surgery 
• Pediatric  and  Adult  Orthopaedics  • Fracture  Care/Trauma 

Office  Answers  Day  and  Night 


(317)  575-2705 

13450  North  Meridian  Street 
Suite  355 
Carmel,  Indiana  46032 


Robert  T.  Clayton,  M.D. 
Robert  E.  Cravens,  M.D. 
John  E.  Garber,  M.D. 
Robert  M.  Palmer,  M.D. 
Jeffery  L.  Pierson,  M.D. 


(317)  870-7075 

8330  Naab  Road 
Suite  234 

Indianapolis,  Indiana  46260 


Frank  B.  Throop,  M.D. 
Thomas  F.  Trainer,  M.D. 


Now  affiliated  with  St.  Vincent 
Sports  Medicine  Center 
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■alliance  report 


Sue  Ellen  Greenlee 
ISMA  Alliance  president 

The  AMA  Alliance  annual 
House  of  Delegates  was  held  in 
Chicago  in  June.  The  Indiana 
delegation  consisted  of  Sue  Ellen 
Greenlee,  Valerie  Gates,  Terry 
Wallace,  Donna  Dersch,  Trudy 
Urgena  and  Shirley  Becker. 

Health  Promotions  Committee 
Chairmen  Joan  Wehlage  and 
Diane  Quinn  and  Legislative  Af- 
fairs Chairman  Jeannie  Houck 
attended  the  presentations  in  their 
respective  areas. 

Indiana  was  recognized  for 
achieving  a federated  membership 
of  more  than  75%  and  for  estab- 


Pictured at  the  1993  AMA  Alli- 
ance annual  meeting  in  Chicago 
are:  front  row  (left  to  right) 
Valerie  Gates,  Valparaiso;  Sue 
Ellen  Greenlee,  ISMA  Alliance 
president,  Kendallville;  Trudy 
Urgena,  Marion;  and  back  row 
(left  to  right)  Rosanna  Iler,  ISMA 
Alliance  coordinator,  Indianapo- 
lis; Terry  Wallace,  Fort  Wayne; 
Ann  Wrenn,  Bloomington; 

Donna  Dersch,  Muncie;  and 
Shirley  Becker,  Evansville. 


lishing  a new  county  alliance  in 
Dubois  County.  Indiana's  annual 
report  was  given  by  Trudy 
Urgena,  immediate  past  president. 
Highlights  of  the  convention  in- 
cluded the  adoption  of  a bylaw 
change  that  officially  permits  the 
usage  of  our  new  name,  AMA 
Alliance,  and  the  installation  of 
Mary  Hanson  from  Colorado 
Springs  as  the  new  national  presi- 
dent. 

ISMA  Annual  Convention: 

A continuing  partnership 

Indiana  Alliance  members  will 
join  ISMA  members  for  many  of 
this  year's  convention  activities, 
continuing  a strong  partnership 
between  the  two  groups.  These 


activities  will  include  a health  care 
reform  forum.  Alliance  county 
presidents,  past  and  present,  will 
be  honored.  Mark  your  calendars 
now  for  the  October  convention! 

Please  note  the  new  Alliance 
logo  in  this  article.  The  logo  re- 
sembles the  ISMA  logo  - a reflec- 
tion of  the  true  partnership  that 
exists  and  grows  stronger  each 
day.  □ 
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FREE 

Medical/Scheduling  Software 

(DOS  Compatible) 

Beta  sites  needed  for  new  medical/scheduling 
software.  Latest  technology  in  programming. 
User  Friendly! 

Call  for  more  information: 

21st  Century  Software 
Indianapolis 
(317)  251-5182 


AUTO  PURCHASING 
UNLIMITED 

The  purpose  at  Auto  Purchasing  Unlimited  is  to  provide 
you  with  an  easy  and  affordable  way  to  purchase  your  next 
new  or  used  car  or  truck.  Tell  us  the  make  and  model  vehicle 
that  you  prefer  and  WE  do  the  work.  We  can  even  arrange 
leasing  or  financing.  No  more  disputing  with  salesmen.  We 
offer  a convenient  way  to  buy  cars  at  significant  savings. 

Bill  Prewitt 

906  North  Delaware  Street  • Indianapolis,  IN  46202 

317-630-1802  or  800-441-7852 

Personalized  Service  Statewide 
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■from  the  museum 


Oren  Cooley 
Indianapolis 

1"^ hysicians  can  acquire  or 
renew  their  memberships  to  the 
Indiana  Medical  History  Museum 
each  October  when  they  receive 
their  ISMA  dues  statements. 

Membership  occurs  when  a 
physician  marks  the  "Med-Mus" 
box  on  the  statement.  Although 
measuring  only  about  one-quarter 
of  an  inch  by  three-quarters  of  an 
inch,  this  small  box  has  an  im- 
measurable influence  on  the  Indi- 
ana Medical  History  Museum. 

The  membership  renewals  or 
new  memberships  comprise  most 
of  the  museum's  funding.  During 
fiscal  year  1992-1993,  more  than 
2,200  physicians  acquired  or  re- 
newed their  memberships  by 
marking  the  "Med-Mus"  box. 

As  a member,  a person  re- 
ceives four  issues  of  Snakeroot 
Extract,  the  museum's  newsletter; 
free  admission  to  the  museum; 
guided  tours  of  the  historic  struc- 
ture; and  invitations  to  exhibit 
openings  and  special  programs. 

A member  also  receives  a special 
discount  on  the  rental  fee  for  the 
use  of  the  museum  for  profes- 
sional conferences,  receptions  or 
personal  events. 

Yet,  these  items  represent  only 
the  measurable  or  tangible  ben- 
efits of  membership.  The  Indiana 
Medical  History  Museum  also 
offers  various  intangible  benefits 
as  well. 

Membership  enables  a person 
to  help  maintain  and  preserve  the 
Old  Pathology  Building,  which 
houses  the  Indiana  Medical  His- 
tory Museum.  As  the  nation's 
oldest  surviving  pathology  labora- 
tory, the  building  originally  pro- 
vided physicians  in  the  late  1800s 


and  early  1900s  with  state-of-the- 
art  facilities  in  which  to  study 
mental  and  nervous  disorders. 

Martin  R.  Lipp,  M.D.,  de- 
scribed the  uniqueness  of  the  Old 
Pathology  Building  in  his  book 
Medical  Landmarks  USA:  A Travel 
Guide  (1991),  which  describes 
more  than  600  historical  sites, 
medical  landmarks  and  diverse 
museums.  The  author  writes, 
"This  marvelous  museum  is  quite 
simply  without  peer  in  the  entire 
country." 

Besides  helping  to  preserve 
this  unique  historic  structure, 
membership  also  enables  a person 
to  help  increase  the  opportunities 
that  tourists  have  to  visit  the  mu- 
seum. Since  museum  member- 
ships have  increased  steadily 
through  recent  years,  the  Indiana 
Medical  History  Museum  now 
remains  open  from  10  a.m.  to  4 
p.m.,  Wednesdays  through  Satur- 
days, and  at  other  times  and  days 
by  appointment. 

As  a result,  visitation  has  in- 
creased from  more  than  1,200 
tourists  in  1991  to  more  than  2,600 
tourists  in  1992,  the  year  the  mu- 
seum expanded  its  hours.  Besides 
physicians,  these  visitors  include 
nurses,  pharmacists,  dentists, 
other  health  care  professionals, 
medical  students  and  school  chil- 
dren. 

In  addition,  membership  also 
enables  a person  to  help  educate 
numerous  school  children  and 
various  community  groups  about 
the  many  differences  in  Health 
care  between  the  19th  and  20th 
centuries.  As  an  educational  re- 
source, the  museum  offers  diverse 
exhibits  and  programs  that  ex- 
plore the  practice  of  medicine 
during  Civil  War,  the  impact  of 
the  germ  theory,  the  treatment  of 
the  mentally  ill  historically  and 


RETAIN  THIS  COPY  FOR  RECORDS 


1993  STATEMENT  OF  ANNUAL  DUES  FOR 


lndiana^%  322  Canal  Walk 

Medial  Indianapolis.  IN  46202-3252 

Association  (317)261-2060  or  1-800-257-4762 


* District 

* County 

* State 

AMA 

Med-Mus. 

IMPAC  AMPAC 

TOTAL 

* Annual  dues  for  the  ISMA  are  set  each  year  by  the 
House  of  Delegates  at  the  convention  These  dues 
payable,  in  advance,  by  Jan  15th 

* Your  county,  state  and  district  dues  are  contingent 
upon  each  other  To  retain  membership,  payment 
must  reflect  these  amounts 

* You  may  pay  your  AMA  and  IMPAC/AMPAC  with 
your  ISMA  dues,  and  we  will  forward  it  to  the  appropri- 
ate association  Upon  receipt  of  your  dues,  an 
acknowledgment  will  be  mailed  with  your  membership 
card 

(see  reverse  side  tor  more  into  ) 

ISMA  311  (9/91) 


The  "Med-Mus"  box  on  the 
ISMA  dues  statement  enables  a 
physician  to  become  a member 
of  the  Indiana  Medical  History 
Museum.  Memberships  com- 
prise the  major  source  of  the 
museum's  funding. 


other  significant  topics. 

A physician  who  marks  the 
"Med-Mus"  box  on  the  ISMA 
dues  statement  receives  these 
benefits  each  year.  With  that  ac- 
tion, the  physician  becomes  a 
member  not  only  of  the  Indiana 
Medical  History  Museum  but  of  a 
distinct  group  dedicated  to  pre- 
serving the  heritage  of  the  healing 
arts  in  Indiana.  □ 


Oren  Cooley  is  the  director  of  the 
Indiana  Medical  History  Museum  in 
Indianapolis.  For  information,  call 
(317)  635-7329. 
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SURGEONS:  COULD  YOU 
USE  AN  EXTRA  $9,000? 

If  you’re  a resident  in  surgery,  the  Army  Reserve  will 
pay  you  a yearly  stipend  which  could  total  in  excess  of 
$9,000  in  the  Army  Reserve’s  Specialized  Training 

Assistance  Program 
(STRAP). 

You  will  have 
opportunities  to  contin- 
ue your  education  and 
attend  conferences, 
and  we  will  be  flexible 
about  scheduling  the 
time  you  serve.  Your 
immediate  commitment  could  be  as  little  as  two  weeks  a 
year,  with  a small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a minimum 
amount  of  service.  Find  out  more  by  contacting  an  Army 
Reserve  Medical  Counselor.  Just  call: 

CALL  COLLECT  317-542-3758 


ARMY  RESERVE  MEDICINE. 
BE  ALL  YOU  CAN  BE.® 


'JDIANA  MEDICINE/September/October  1993 


449 


■cme  calendar 


Indiana  University 

Colectomy,  Westin 

lis. 

The  Indiana  University  School  of 

Hotel,  Indianapolis. 

Oct.  8 - Neurology  in  Pri- 

Medicine will  sponsor  these 

For  more  information,  call 

mary  Care  Medicine. 

courses: 

(317)  274-8353.  □ 

Oct.  15  - Medico/Legal  Semi- 

Sept. 24  - Clinical  Laboratory 

nar,  Petticrew  Audi- 

Improvement 

St.  Mary's  Medical  Center 

torium,  Methodist 

Amendments:  How 

St.  Mary's  Medical  Center  in 

Hospital,  Indianapo- 

to Play  the  Game 

Evansville  will  sponsor  these 

lis. 

with  the  New  Rules, 

CME  courses: 

Oct.  15-16  - Ambuqual  Users 

University  Place 

Sept.  16  - Annual  Cancer  Semi- 

Conference, Hyatt 

Conference  Center, 

nar:  B Lymphocyte 

Regency,  Indianapo- 

Indianapolis. 

Disorders,  Tri-State 

lis. 

Sept.  28  - Advances  in  Pediat- 

Hematology- 

Oct.  28-29  - Pelvic  Floor 

ric  Surgery:  A 

Oncology  Consult- 

Electrodiagnosis, San 

Course  for  Pediatri- 

ants, Evansville. 

Antonio,  Texas. 

cians  and  Family 

Oct.  23  - Annual  Family 

Oct.  30  - Cardiology  for  the 

Practitioners,  Univer- 

Medicine Seminar, 

Clinician. 

sity  Place  Conference 

Primary  Care 

For  details,  call  (317)  929-3733 

Center,  Indianapolis. 

Orthopaedics,  Evans- 

or 1-800-847-3370. 

Sept.  30  - Update  on  Manage- 

ville. 

ment  of  HIV  Infec- 

For more  information,  call 

Reid  Hospital 

tion,  University 

(812)  479-4468. 

Reid  Hospital  and  Health  Care 

Place  Conference 

Services  in  Richmond  will  present 

Center,  Indianapolis. 

Center  for  Diagnostic  Imaging 

High-Risk  Obstetrics  Mini-Semi- 

Oct. 1 - Recent  Advances  in 

The  Center  for  Diagnostic  Imaging 

nar  Sept.  30  from  6 p.m.  to  9:30 

Epilepsy,  University 

in  Indianapolis  will  present  its 

p.m. 

Place  Conference 

annual  Imaging  Conference  Oct.  2 

For  more  information,  call 

Center,  Indianapolis. 

at  the  University  Place  Conference 

Marie  Hopper  (317)  983-3112. 

Oct.  1-2  - Family  Practice  Up- 

Center. 

date  in  Cardiology: 

The  conference  is  free  of 

Clinical  Training  Associates 

Emphasis  on  Office 

charge.  For  more  information, 

Clinical  Training  Associates  of 

Practice,  Krannert 

call  Tammy  Hornung,  (317)  846- 

Indianapolis  will  present  these 

Institute  of  Cardiol- 

0717 or  1-800-537-0005. 

CME  courses: 

ogy,  Indianapolis. 

Oct.  27  - Legal  Issues  in  HIV 

Oct.  2 - Glaucoma  Update, 

Methodist  Hospital 

Care:  What  is  Confi- 

University Place 

Methodist  Hospital  of  Indiana  in 

dentiality  Anyway?, 

Conference  Center, 

Indianapolis  will  sponsor  these 

Indiana  State  Depart- 

Indianapolis. 

CME  courses: 

ment  of  Health,  In- 

Oct. 9-10  - Third  Annual  Stuart 

Sept.  17  - Women  in  Medicine, 

dianapolis. 

A.  Kleit  Symposium, 

Hyatt  Regency,  In- 

Dec. 1 - Medical  Manage- 

Omni North,  India- 

dianapolis. 

ment  of  the  End 

napolis. 

Sept.  18  - Health  Care  for  the 

Stage  Patient  in  Ex- 

Oct. 23-24  - Advanced  Trauma 

Homeless  and  Poor, 

tended  Care, 

Life  Support, 

Indiana  Government 

Parkview  Manor, 

Wishard  Hospital, 

Center,  Indianapolis. 

Indianapolis. 

Indianapolis. 

Oct.  1 - Managed  Care  Up- 

For more  information,  call 

Oct.  29-31  - International  Sympo- 

date, Petticrew  Audi- 

Clinical Training  Associates,  (317) 

sium  on  Advances  in 

torium,  Methodist 

631-5535.  □ 

Laparoscopy  and 

Hospital,  Indianapo- 
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ARNETT  CUNIC 


bout  the  Multispecialty 
Medical  Group 

Arnett  Clinic  has  served  Tippecanoe  County  and  sur- 
rounding counties  in  Mid-North  Central  Indiana  since 
1 922.  Arnett  physicians  introduced  the  area's  first  dialy- 
sis service,  performed  the  area's  first  open  heart 
surgery,  and  developed  the  community's  first  heart 
catheterization  laboratory.  In  seven  outpatient  facilities, 
over  100  specialists  and  subspecialists  provide  medical 
and  surgical  services  in  virtually  every  specialty  field 
The  majority  of  Arnett's  referral  patients  reside  within  a 
fourteen-county  area  surrounding  Lafayette,  Indiana, 
with  a drawing  area  of  over  320,000  people 

Ambulatory  walk-in  clinics  in  Lafayette  and  West 
Lafayette  supplement  primary  clinic  services.  Arnett 
Urgent  Care  Centers  are  open  from  8am  until  8pm 
every  day,  and  staff  members  provide  diagnosis  and 
treatment  for  any  medical  problem  which  does  not 
require  ambulance  transport. 

Arnett  physicians  provide  hospital  support  services  at 
two  nearby  community  hospitals.  Home  Hospital  with 
365  beds,  and  St.  Elizabeth  Hospital  with  375  beds 
Arnett  has  diversified  into  other  healthcare  fields,  includ- 
ing Arnett  Health  Systems  (an  HMO)  and  the  corporate 
affiliates  of  Arnett  Medical  Supply  and  Arnett  Pharmacy. 


cal  reasons  for  affiliation  with  Arnett  is  the  availability  of 
ancillary  staff  to  support  clinic  operations.  Administrative, 
Laboratory,  and  Radiology  services  are  available  on-site, 
making  our  practice  environment  an  integrated,  compre- 
hensive, and  convenient  healthcare  resource  center.  The 
patient  base  in  Lafayette  stems  from  a balanced  mix  of 
industrial  and  university  communities.  We  are  an  equal 
opportunity  employer. 


enefits 


Our  Medical  Staff  members  enjoy  competitive  salaries 
and  a generous  benefit  package.  During  the  first  two 
years  of  employment,  Arnett  offers  a guaranteed  mini- 
mum salary  with  a production  bonus.  After  two  years  of 
successful  practice  experience,  shareholder  status  with  a 
productivity  incentive  formula  is  available  An  excellent 
profit-sharing  and  investment  plan  is  also  available. 

Other  benefits  include  health  coverage  via  Arnett  HMO  or 
other  group  insurance,  disability,  life  insurance,  and 
continuing  education  funds. 


ommunity 


pportunities 


The  Arnett  Clinic  is  currently  seeking  BE/BC  candidates: 

Cardiology 

Dermatology 

Family  Medicine 

General  Internal  Medicine 

OB/GYN 

Oncology 

Orthopaedic  Hand  Surgeon 
Pediatrics 


ractice  Setting 


Lafayette,  Indiana  is  a thriving,  low-crime  community 
located  in  a county  of  approximately  132,000  people. 
Purdue  University,  known  for  academic  leadership  in  the 
areas  of  engineering,  agriculture,  humanities,  and  sci- 
ences, and  for  Big  Ten  Sports,  is  nearby.  Money 
Magazine  recently  identified  Lafayette  as  one  of  the  top 
1 4 cities  in  which  to  live  in  the  U S A. 


or  more  information 


Please  contact:  Physician  Recruitment  Department 
Arnett  Clinic,  2600  Greenbush  Street 
Lafayette,  IN  47904  (3 1 7)  448-8000 
Toll  Free  Nationwide,  1-800-899-8448 


At  this  time,  over  100  physicians  work 
for  Arnett  Clinic.  One  of  the  most  practi- 


Lafayette , Indiana 
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■obituaries 


In  memoriam:  Frank  B.  Ramsey,  M.D. 


F rank  B.  Ramsey,  M.D.,  91, 
retired  Indianapolis  surgeon  and 
editor  of  Indiana  medicine  for  41 
years,  died  July  31,  1993. 

Dr.  Ramsey  was  only  the 
third  editor  in  the  history  of 
Indiana  medicine,  which  was  be- 
gun in  1908  as  The  journal  of  the 
Indiana  State  Medical  Association. 
He  was  named  editor  in  1949, 
after  serving  one  year  as  associate 
editor.  The  magazine  underwent 
several  changes  during  his  term, 
including  the  change  in  title  and  a 
conversion  to  desktop  publishing. 
During  Dr.  Ramsey's  editorship, 
Indiana  medicine  received  several 
honors.  Sandoz  Pharmaceuticals 
presented  first  place  awards  in  its 
medical  journalism  competition  to 
Indiana  medicine  in  1976,  1979  and 
1990  in  recognition  of  excellence 
in  design  and  editorial  content. 

He  retired  and  was  named  editor 
emeritus  in  1990. 

Dr.  Ramsey  helped  form  the 
State  Medical  Journal  Advertising 
Bureau  (SMJAB)  in  1952  to  sell 
national  advertising  for  state 
medical  journals.  He  served 
SMJAB  as  president,  chairman 
and  secretary /treasurer. 

He  came  to  the  helm  of 
Indiana  medicine  with  a distin- 
guished record  of  service  in  medi- 
cine. After  graduating  from  the 
Indiana  University  School  of 
Medicine  in  1927,  he  served  an 
internship  at  Indianapolis  City 
Hospital  (now  Wishard  Memorial 
Hospital)  from  1927  to  1928.  He 


Dr.  Ramsey  displays  the  1990 
Sandoz  Pharmaceuticals  Medical 
Journalism  Award  given  to 

INDIANA  MEDICINE. 

then  served  a residency  in  surgery 
at  Robert  Long  Hospital  in  India- 
napolis from  1928  to  1931,  fol- 
lowed by  a fellowship  in  surgery 
at  the  Lahey  Clinic  in  Boston, 
Mass.,  from  1931  to  1933. 

From  1933  to  1975,  he  had  a 
private  practice  in  surgery  in  In- 
dianapolis. He  served  on  the 
surgical  staffs  at  the  Indiana  Uni- 
versity Medical  Center  and 
Wishard  Memorial,  Methodist,  St. 
Vincent  and  Winona  hospitals  and 
Sunnyside  Sanatorium. 

During  World  War  II,  Dr. 
Ramsey  served  with  the  38th  In- 
fantry Division  in  the  Pacific.  He 


received  the  Bronze  Star  in  1945 
and  the  Legion  of  Merit  award  in 
1946  and  left  active  duty  as  a full 
colonel. 

He  found  time  to  serve  as 
president  of  the  board  of  manag- 
ers of  the  Marion  County 
Healthcare  Center  and  as  a mem- 
ber of  the  Indiana  State  Civil  De- 
fense Advisory  Council. 

When  he  retired  from  the 
practice  of  medicine,  he  was  asso- 
ciate professor  of  surgery  emeritus 
at  the  IU  School  of  Medicine.  The 
school  named  him  Alumnus  of 
the  Year  in  1979. 

Dr.  Ramsey  was  a member  of 
Nu  Sigma  Nu  medical  fraternity 
and  Alpha  Omega  Alpha  honor- 
ary medical  society  and  a fellow 
of  the  American  College  of  Sur- 
geons and  the  American  Medical 
Writers  Association. 

Survivors  include  a sister, 
Lorena  Ramsey  Phelan,  St.  Peters- 
burg, Fla.;  nephews  James  A. 
Ramsey  of  Indianapolis,  William 
D.  Ramsey  Jr.  of  Houston  and 
Frank  Phelan  of  Federal  Way, 
Wash.;  and  a niece,  Jane  G.  Scott, 
Santa  Cruz,  Calif. 

Dr.  Ramsey's  family  has  es- 
tablished a special  scholarship 
fund  to  benefit  deserving  medical 
students.  Tax-deductible  contri- 
butions may  be  sent  to  the  Frank 
B.  Ramsey  Memorial  Scholarship 
Fund,  c/o  the  Indiana  University 
Foundation,  P.O.  Box  500, 
Bloomington,  IN  47402.  □ 
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Warmth,  humor,  generosity  characterize  Dr.  Ramsey’s  life 


Dr.  Frank  Ramsey  was 
dedicated  to  making  Indiana  medi- 
cine the  best  state  medical  associa- 
tion publication  in  the  country. 

As  a result,  it  received  many 
awards  through  the  41  years  of 
his  editorship. 

My  wife,  Betty,  and  I enjoyed 
the  warmth  and  friendship  of  Dr. 
and  Mrs.  Ramsey  from  the  first 
time  we  met.  What  a sense  of 
humor  they  both  had.  Their  rich, 
warm,  realistic  human  qualities 
made  them  people  you  wanted  to 
know  better  and  see  more  often. 

After  Mrs.  Ramsey's  death. 


Dr.  Ramsey  and  I met  for  lunch 
occasionally  and  talked  about 
everything  and  anything.  From 
these  talks,  I learned  of  his  special 
interests  and  his  real  character. 
Certainly  one  highlight  of  his  life 
was  becoming  a surgeon.  FTis 
respect  and  appreciation  for  the 
Lahey  Clinic  in  Boston,  where  he 
served  a fellowship  in  surgery, 
were  apparent.  He  admired  Dr. 
Lahey  as  a special  person  and 
teacher  and  modeled  his  career  on 
his  training  with  him.  If  the  stu- 
dent was  a reflection  of  the 
teacher.  Dr.  Lahey  must  have 
been  another  person  of  character 


and  quality. 

Dr.  Ramsey  was  a scientific 
and  enthusiastic  gardener.  The 
ISMA  staff  benefited  from  his 
fondness  for  toiling  in  the  soil. 

He  brought  them  onions,  toma- 
toes, celery,  lettuce  and  other 
fresh  vegetables  and  exhibited  an 
enormous  pleasure  in  doing  it. 

He  looked  upon  himself  as 
part  of  the  ISMA  staff  and  they 
accepted  him  as  such.  He  at- 
tended the  staff's  social  functions 
and  enjoyed  himself  to  the  ut- 
most. 

From  the  wooded  area  on  his 
property,  he  cut  much  of  his  own 
wood  for  his  fireplace,  a favorite 
place  for  him  and  his  many  Do- 
bermans to  take  an  easy  hour  of 
comfort  and  reflection.  He  and 
Mrs.  Ramsey  raised  13  or  14  Do- 
bermans. 

Serving  as  a chief  medical 
officer  with  the  38th  Infantry  Divi- 
sion in  the  Pacific  during  World 
War  II  was  one  of  Dr.  Ramsey's 
fondest  accomplishments  and 
memories.  We  discovered  we  had 
much  in  common.  Because  I had 
served  in  an  infantry  unit  in 
France  and  survived  severe 
wounds,  we  exchanged  many 
stories  of  combat  and  medical  care 
of  the  troops. 

Dr.  Ramsey  was  a good  man. 
His  life,  his  career  and  his  per- 
sonal relationships  reflected  ev- 
erything that  is  decent,  respectable 
and  admirable  in  human  charac- 
ter. He  also  had  a warm  person- 
ality, a wonderful  sense  of  humor, 
a generous  nature  and  a fine  intel- 
ligence. 

I will  always  remember  him 
as  a special  person  and  consider  it 
a distinct  privilege  to  have  known 
him.  - Ken  Bush,  Greenwood,  retired 
assistant  executive  director,  Indiana 
State  Medical  Association.  □ 


‘The  legacy  he  leaves  will  survive  forever’ 

F rank  B.  Ramsey,  M.D.,  who  served  as  editor  of  Indiana 
medicine  for  41  years,  died  July  31,  1993. 

A retired  surgeon  who  practiced  in  Indianapolis  for  42  years. 
Dr.  Ramsey  was  a scholar,  teacher,  surgeon,  editor  and  a true 
friend  to  most  physicians  throughout  the  state  of  Indiana.  I can- 
not recall  a single  physician  who  has  ever  made  a bad  comment 
about  Dr.  Frank  Ramsey. 

He  was  innovative,  intelligent,  amiable,  courteous  and  of 
high  moral  character.  He  helped  to  achieve  the  high  standards 
that  the  medical  profession  attempts  to  achieve  and  maintain.  He 
has  brought  honor  to  himself  and  has  distinguished  medicine  in 
the  city  of  Indianapolis  and  the  state  of  Indiana.  I am  certain 
that,  as  editor  of  Indiana  medicine,  he  has  made  some  major  con- 
tributions to  medicine  on  the  national  scene.  Because  of  Dr. 
Ramsey  - and  others  like  him  - the  past  three  decades  have  wit- 
nessed a tremendous  change  in  medicine  as  it  is  practiced  today. 
We  have  noticed  a marked  decrease  in  many  of  the  diseases  that 
once  plagued  mankind.  People  are  living  longer  and  enjoying  a 
better  quality  of  life.  There  has  been  a trend  toward  prevention 
of  disease.  Medicine  has  seen  endless  technological  advances. 

Dr.  Ramsey's  foresight,  influence,  integrity  and  vision  have 
paved  the  way  for  those  of  us  who  would  like  to  emulate  his 
many  attributes  and  to  continue  to  improve  health  care.  Al- 
though Dr.  Ramsey  is  no  longer  physically  with  us,  the  legacy  he 
leaves  with  physicians  in  Indiana  is  indelible  and  will  survive 
forever.  □ - William  K.  Nasser,  M.D.,  Nasser,  Smith  & Pinkerton 
Cardiology,  Indianapolis. 
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Paul  Alvarez,  M.D. 

Dr.  Alvarez,  62,  a Valparaiso 
orthopaedic  surgeon,  died  May 
31,  1993,  at  his  home. 

He  was  a 1959  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Alvarez  was  affiliated 
with  the  Valparaiso  Orthopaedic 
Clinic  for  20  years  and  was  on  the 
staff  at  Porter  Memorial  Hospital. 
He  was  a member  of  the  Ameri- 
can Board  of  Orthopaedic  Surgery 
and  the  American  Academy  of 
Orthopaedic  Surgery. 

August  J.  Dian,  M.D. 

Dr.  Dian,  86,  a retired  psychiatrist, 
died  April  28,  1993,  at  his  home  in 
Tampa,  Fla. 

He  was  a 1931  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Dian  had  a private  psy- 
chiatry practice  in  Gary  until  1976, 
when  he  moved  to  Bluffton  and 
practiced  at  the  Caylor-Nickel 
Medical  Center  until  his  retire- 
ment in  1982. 

Francis  A.  Ferry,  M.D. 

Dr.  Ferry,  69,  a retired  Indianapo- 
lis family  physician,  died  June  12, 
1993. 

He  was  a 1951  graduate  of  the 
St.  Louis  University  School  of 
Medicine  and  an  Army  veteran. 

Dr.  Ferry  was  a physician  on 
the  Indianapolis  southside  40 
years,  until  his  retirement  in  1992. 
He  had  served  as  the  medical 
director  of  Beech  Grove  Health 
Care  Center  and  as  the  chief  of 
staff  at  St.  Francis  Hospital.  He 


was  a member  of  the  American 
Academy  of  Family  Practice.  In 
1990,  he  was  named  Indiana  Phy- 
sician of  the  Year  by  Evergreen 
Healthcare  Ltd. 

Paul  G.  Lindenborg,  M.D. 

Dr.  Lindenborg,  78,  a retired  In- 
dianapolis family  physician,  died 
May  24,  1993. 

He  was  a 1947  graduate  of  the 
Indiana  University  School  of 
Medicine  and  was  a Navy  veteran 
of  World  War  II. 

Dr.  Lindenborg  opened  his 
practice  in  Indianapolis  in  1950 
and  was  on  the  staff  of  Commu- 
nity Hospital  East  for  25  years. 

He  also  had  been  on  the  staffs  at 
Methodist,  St.  Francis  and  St. 
Vincent  hospitals  before  retiring 
in  1987. 

Wayne  G.  Pippenger,  M.D. 

Dr.  Pippenger,  86,  former  medical 
director  at  Ball  State  University, 
died  May  29,  1993,  at  his  home  in 
Frankfort. 

He  was  a 1930  graduate  of  the 
Indiana  University  School  of 
Medicine. 

Dr.  Pippenger  practiced  medi- 
cine in  Camden,  Lafayette  and 
Brook  before  becoming  medical 
director  at  Ball  State  in  1955.  Af- 
ter he  retired  from  Ball  State  in 
1972,  he  moved  to  Frankfort, 
where  he  was  on  the  staff  at 
Wesley  Manor  Retirement  Home. 
He  was  past  president  of  the  Jas- 
per-Newton County  Medical  Soci- 
ety and  the  Carroll  County  Medi- 
cal Society  and  a co-founder  of 
the  Mid-America  College  Health 


Association.  Dr.  Pippenger  was  a 
member  of  the  State  Commission 
for  Rural  Medical  Care,  a charter 
member  and  fellow  of  the  Ameri- 
can College  Health  Association 
and  a charter  fellow  of  the  Ameri- 
can Academy  of  Family  Physi- 
cians. 

Virginia  M.  Wagner,  M.D. 

Dr.  Wagner,  53,  an  Indianapolis 
pediatrician,  died  July  13,  1993. 

She  was  a 1965  graduate  of 
the  Indiana  University  School  of 
Medicine. 

Dr.  Wagner  specialized  in 
pediatric  oncology  during  her 
nearly  30  years  of  practice.  She 
was  a clinical  professor  of  pediat- 
rics at  the  I.U.  School  of  Medicine 
and  on  the  staffs  at  Methodist,  St. 
Vincent,  Indiana  University, 

Wishard  Memorial  and  Women's 
hospitals  and  Lifelines  of  India- 
napolis. She  founded  Camp  Little 
Red  Door,  a camp  for  children 
with  cancer,  in  1980.  Later  she 
founded  The  Family  Together 
Weekend,  a program  for  family 
members  of  children  with  cancer. 

At  Camp  Riley  for  handicapped 
children  at  Bradford  Woods,  she 
was  a counselor,  physician,  medi- 
cal director  and  adviser.  Dr. 

Wagner  had  served  as  president 
of  the  Little  Red  Door  Cancer 
Agency  and  of  the  Indiana  Medi- 
cal Licensing  Board.  She  was  a 
member  of  the  ISMA  Commission 
on  Legislation  and  often  testified 
for  the  ISMA  during  hearings  on 
proposed  state  legislation.  □ 
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Dr.  Andrew  L. 
Morrison  of 

Indianapolis 
was  elected 
president  of  the 
board  of  direc- 
tors of  the  Indi- 
ana Psychiatric 
Consortium. 

He  has  been  in 
private  practice 
since  1976  and 
is  currently  a spokesperson  for  the 
Mental  Health  Association's  na- 
tional public  education  campaign 
on  clinical  depression. 

Dr.  C.  Conrad  Johnston,  pro- 
fessor of  medicine  and  chief  of 
endocrinology  and  metabolism  at 
the  Indiana  University  School  of 
Medicine,  received  the  1993 
Sandoz  Prize  from  the  Interna- 
tional Association  of  Gerontology. 
He  was  recognized  for  his  contri- 
butions to  gerontological  research, 
particularly  in  the  areas  of 
osteoporosis.  The  award  was 
presented  during  the  International 
Congress  of  Gerontology  in 
Budapest,  Hungary. 

Dr.  Robert  D.  Arnold,  an 
Indianapolis  obstetrician/gyne- 
cologist, received  the  Distin- 
guished Service  Award  for  1993 
from  Planned  Parenthood  of  Cen- 
tral Indiana  for  having  made  a 
significant  contribution  to  the 
organization's  mission;  he  has 
served  Planned  Parenthood  since 
1948  and  is  now  one  of  two  life- 
time members  of  the  board. 

Dr.  James  B.  Steichen,  an 
Indianapolis  hand  surgeon,  was 
elected  president  of  the  Interna- 
tional Society  of  Reconstructive 
Microsurgery  at  its  symposium  in 
Vienna,  Austria. 

Activities  of  physicians  from 
Northside  Cardiology  of  India- 
napolis include  the  following:  Dr. 
Thomas  J.  Linnemeier  spoke  on 
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Dr.  Morrison 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


May  1993 

Bobb,  Kenneth  E.,  Seymour 
Collicott,  Roger  C.,  Plainfield 
Domingo,  Ricardo  C.,  Greensburg 
Donesa,  Antonio  B.,  Fort  Wayne 
Francoeur,  Cleve  J.,  Columbus 
Gourieux,  Edward  De  Verre, 
Evansville 

Hecht,  Joseph  D.,  Munster 
Howard,  Michael  D.,  LaPorte 
Korba,  Alvin,  Evansville 
Lentz,  William  C.,  Fort  Wayne 
Manders,  Karl  L.,  Indianapolis 
Marske,  Robert  L.,  Michigan  City 
Mellinger,  Michael  O.,  LaGrange 
Musselman,  Robert  H.,  Fort 
Wayne 

Rex,  Douglas  K.,  Indianapolis 
Wagoner,  Don  J.,  Burlington 
White,  Edward  A.,  Evansville 


June  1993 

Abshire,  Vance  M.,  Zionsville 
Alexander,  Panos  C.,  Kokomo 
Behrend,  Frank  L.,  Valparaiso 
Callon,  Robert  A.,  Indianapolis 
Collings,  Chrissa  L.,  Plainfield 
Conard,  Douglas  S.,  Frankfort 
Estacio,  Romeo  Y.,  Munster 
Flint,  Douglas  R.,  Indianapolis 
Galante,  Albert,  Munster 
Graham,  Nelson  V.,  Evansville 
King,  Mark  A.,  Fort  Wayne 
Kohr,  Roland  M.,  Terre  Haute 
Mantheiy,  Joseph  R.,  Liberty  Center 
Minick,  Linus  J.,  Churubusco 
Pierce,  William  J.,  Merrillville 
Strate,  Bonnie  Rhoads,  Indianapolis 
Wendell,  Benjamin  A.,  Linton 

Omitted  from  Feb.  1993 

Tirman,  Wallace  S.,  Scottsdale,  AZ 


"Intracoronary  Ultrasound  for 
Optimizing  PTCA"  at  the  15th 
Congresso  Brasileiro  de 
Hemodinamica  e Angiocardio- 
grafia  in  Recife,  Brazil;  he  also 
presented  an  abstract  titled  "Does 
Intracoronary  Ultrasound  Assist 
Decision  Making  During  Coro- 
nary Angioplasty?"  at  the  Ari- 
zona Heart  Institute  International 
Congress  VI  in  Phoenix.  Dr.  Eric 
N.  Prystowsky  was  a guest  lec- 
turer at  the  International  Work- 
shop on  Prevention  of  Tachyar- 
rhythmias by  Cardiac  Pacing  in 
Paris,  France;  he  spoke  on  "Inhi- 
bition in  the  Human  Heart"  and 
participated  in  a round  table  dis- 
cussion about  the  future  for  pac- 


ing techniques  to  prevent 
tachyarrhythmias.  Dr.  Janet  S. 
Rippy  was  promoted  to  clinical 
associate  professor  at  the  Indiana 
University  School  of  Medicine. 

Dr.  Joe  Noble  will  present  an  up- 
date in  cardiovascular  pharmacol- 
ogy at  the  Second  International 
Cardiovascular  Symposium  in 
Athens,  Greece.  Dr.  Donald  A. 
Rothbaum  co-authored  an  article 
titled  "Chronic  Total  Obstruction 
and  Short-Term  Outcome:  The 
Excimer  Laser  Coronary 
Angioplasty  Registry  Experience" 
that  appeared  in  the  January  1993 
issue  of  Mayo  Clinic  Proceedings. 

Dr.  Richard  D.  Zeph,  a 
Carmel  facial  plastic  surgeon. 
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William  H.  Beeson,  M.D.,  left,  an  Indianapolis  facial  plastic  surgeon, 
presents  Jim  Davis,  M.D.,  center,  past  AMA  president,  with  the  first 
copy  of  his  new  book.  Developing  a Practice  in  Ambulatory  Surgery. 
They  are  joined  by  Raymond  Scalettar,  M.D.,  AMA  board  chair,  at  the 
AMA  meeting  in  Chicago.  Dr.  Beeson's  book,  co-authored  with 
Howard  Tobin,  M.D.,  of  Abilene,  Texas,  was  recently  released  from 
Thieme  Medical  Publishers  and  is  dedicated  to  Dr.  Davis. 


spoke  on  facial  soft  tissue  trauma 
at  the  soft  tissue  surgery  course  at 
the  Indiana  University  Medical 
Center.  He  participated  in  a panel 
discussion  on  revision  rhinoplasty 
in  the  aging  patient  and  spoke  on 
vermilion  advancement /augmen- 
tation cheiloplasty  at  the  Aesthetic 
Surgery  of  the  Aging  Face  Meet- 
ing sponsored  by  the  American 
Academy  of  Facial  Plastic  Surgery. 

Dr.  David  L.  Wallace,  an  In- 
dianapolis internist,  was  re-elected 
to  a special  extended  one-year 
term  on  the  board  of  the  Visiting 
Nurse  Service  in  Indianapolis. 

Dr.  Vidyasagar  S.  Tumuluri, 
an  Indianapolis  hand  surgeon, 
recently  visited  Riga,  Latvia;  Mos- 
cow, Russia;  Kiev,  Ukraine;  and 
Prague,  the  Czech  Republic,  as  a 
delegate  of  the  International  Fed- 
eration of  Societies  for  Surgery  of 
the  Hand.  The  tour  was  arranged 
to  foster  international  friendship 
and  advance  worldwide  commu- 
nication among  hand  surgeons. 

Activities  of  physicians  from 
Nasser,  Smith  & Pinkerton  Cardi- 
ology in  Indianapolis  include  the 
following:  Dr.  Charles  M.  Orr 
spoke  on  "Thrombolytic  Therapy: 
Old  Questions  and  New  Lessons 
from  the  GUSTO  Trial"  to  a group 
of  physicians  from  Terre  Haute 
and  the  surrounding  area.  Dr. 
Cass  Pinkerton  was  the  instructor 
at  a training  class  for  the  Cook 
Gianturoco-Roubin  Flex  Stent  at 
the  University  of  Alabama  in  Bir- 
mingham. 

Dr.  John  R.  Hayes,  a partner 
in  the  Indiana  Psychiatric  Consor- 
tium and  director  of  academic 
affairs  at  St.  Vincent  Hospital  in 
Indianapolis,  is  serving  a five-year 
term  as  a director  of  the  American 
Board  of  Family  Practice. 

Dr.  William  H.  Beeson,  an 
Indianapolis  facial  plastic  surgeon, 
was  an  instructor  during  the 


American  Academy  of  Facial  Plas- 
tic and  Reconstructive  Surgery 
Sixth  International  Symposium  in 
San  Francisco;  he  presented  pro- 
grams on  "Lasers  in  Facial  Plastic 
Surgery,"  "Management  Tech- 
niques for  Control  of  Facial  Scar- 
ring: Dermabrasion  and 
Chemexfoliation"  and  "Facelift: 
Anatomy  and  Approaches." 

Two  physicians  recently  re- 
ceived three-year  appointments  as 
cancer  liaison  physicians  for  hos- 
pital cancer  programs.  They  are 
Dr.  Redmond  P.  Hogan  III,  an 
Indianapolis  hematologist,  St. 
Francis  Hospital  in  Indianapolis, 
and  Dr.  John  E.  Marvel,  an 
Anderson  radiation  oncologist,  St. 
John's  Medical  Center  in  Ander- 


son. 

Dr.  Jerry  L.  Right,  director  of 
the  division  of  nuclear  medicine 
at  Methodist  Hospital  in  India- 
napolis, has  been  named  a diplo- 
mate  of  the  American  Board  of 
Medical  Management. 

Dr.  Maurice  John,  a 
Jeffersonville  ophthalmologist, 
was  elected  to  a one-year  term  on 
the  board  of  directors  of  the 
American  Board  of  Eye  Surgery. 

Dr.  Dean  L.  Strycker,  a South 
Bend  anesthesiologist,  was  elected 
chairman  of  the  board  of  trustees 
of  Memorial  Hospital  in  South 
Bend . 

Dr.  Robert  M.  Seese  has  re- 
tired after  40  years  as  a family 
physician  in  Delphi. 
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Dr.  David  B.  Tribble,  a South 
Bend  family  physician,  was 
elected  to  the  board  of  directors  of 
the  Visiting  Nurse  Association  of 
Michiana. 

Dr.  John  C.  Parker  has  retired 
after  35  years  as  a family  physi- 
cian in  Goodland. 

Dr.  Cary  L.  Hanni,  an  Evans- 
ville vascular  surgeon,  was  elected 
to  the  board  of  trustees  of  the 
University  of  Indianapolis. 

Dr.  Frank  P.  Lloyd,  former 
president  and  chief  executive  of- 
ficer of  Methodist  Hospital  in 

I Indianapolis,  received  an  honor- 
ary doctor  of  science  degree  from 
Rose-Hulman  Institute  of  Technol- 
ogy- 
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Dr.  Don  W.  Boyer  has  retired 
after  31  years  as  a surgeon  in 
Lebanon. 

Dr.  Douglas  E.  Carr,  a 

Lawrenceburg  surgeon,  has  been 
certified  by  the  American  Board  of 
Surgery. 

Dr.  Larry  D.  Rink,  a 

Bloomington  internist,  served  as 
faculty  for  the  Third  Annual 
Southern  Conference's  Sports 
Medicine  Symposium,  sponsored 
by  the  Southern  Medical  Associa- 
tion in  conjunction  with  the 
Southern  Orthopaedic  Associa- 
tion. He  spoke  on  "Sudden  Death 
in  Athletes:  Can  We  Prevent  It?" 
and  "Echocardiographic  Evalua- 
tion of  Athletes." 

Three  Kokomo  physicians 
formed  the  winning  team  in  a 
spelling  bee  sponsored  by  the 
Literacy  Coalition  of  Kokomo- 
Howard  County.  The  physicians. 
Dr.  Phil  O.  Burgan,  an  obstetri- 
cian/gynecologist; Dr.  John  P. 
Quakenbush,  a family  physician; 
and  Dr.  William  J.  Granger,  an 
anesthesiologist,  advanced  to  the 
state  spelling  bee  in  Indianapolis. 

Dr.  George  W.  Sorrells,  a 
Bedford  pediatrician,  received  the 


Irving  Rosenbaum  Award  for 
Community  Service  from  the  Indi- 
ana Chapter  of  the  American 
Academy  of  Pediatrics. 

Dr.  Raymond  E.  Duncan,  a 
Bedford  family  physician,  was 
elected  president  of  the  Lawrence 
County  Board  of  Health. 

Dr.  Norman  Forrest,  an  obste- 
trician/gynecologist, was  elected 
president  of  the  medical  staff  at 
Memorial  Hospital  in  South  Bend. 
Other  officers  are  Dr.  Rick  Seall, 
emergency  medicine,  vice  presi- 
dent, and  Dr.  Cheryl  Wibbens, 
emergency  medicine,  secretary- 
treasurer. 

Dr.  Bradley  C.  Black,  a 

Jeffersonville  ophthalmologist, 
was  named  the  Southern  Indiana 
Chamber  of  Commerce's  1993 
Professional  Person  of  the  Year. 

Dr.  Ron  Stegemoller,  a 
Danville  family  physician,  spent 
two  weeks  caring  for  the  sick  in 
Lahatte,  Haiti,  in  a clinic  orga- 
nized by  Missions  of  Love,  a 
medical  missionary  group  that 
serves  the  village. 

Dr.  Jack  Lenox,  a Lebanon 
family  physician,  was  honored  by 
the  Indiana  United  Methodist 
Children's  Home  for  his  more 
than  20  years  of  service  as  the 
home's  physician. 

Dr.  Peter  P.  Szumilas  of 
Anderson  has  retired  from  obstet- 
rics but  will  continue  his  gynecol- 
ogy practice;  his  final  delivery, 
twin  baby  girls,  was  April  30. 

Dr.  Basil  M.  Salaymeh,  a 
Greencastle  vascular  surgeon,  was 
certified  by  the  American  Board  of 
Surgery. 

Dr.  Sterling  P.  Tignor,  a 

Kokomo  surgeon,  was  named  the 
Service  Excellence  Physician  of  the 
Year  by  Howard  Community 
Hospital. 

Dr.  Jeffrey  C.  Darnell,  an 

internist  at  Wishard  Memorial 
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Hospital  in  Indianapolis,  was 
named  the  first  recipient  of  an 
award  from  the  Central  Indiana 
Council  on  Aging  that  honors 
"gatekeepers"  in  the  medical  com- 
munity. The  award  is  being 
named  in  honor  of  Dr.  Darnell, 
who  donates  his  time  to  care  for 
the  elderly,  and  will  go  to  some- 
one who  helps  senior  citizens  in 
immediate  need  of  assistance. 

Dr.  Horace  O.  Hickman,  a 
Beech  Grove  cardiologist,  was 
honored  as  an  outstanding  alum- 
nus by  Southport  High  School  in 
Indianapolis. 

Dr.  Steven  B.  Ashton,  a War- 
saw otorhinolaryngologist  and 
facial  plastic  surgeon,  was  named 
a fellow  by  the  American  Osteo- 
pathic Colleges  of  Ophthalmology 
and  Otolaryngology,  Head  and 
Neck  Surgery. 

Dr.  Saiful  Kabir,  an  Ander- 
son internist,  was  elected  a fellow 
of  the  American  College  of  Chest 
Physicians. 

Dr.  Stanley  R.  Adkins,  a Co- 
lumbus internist,  was  appointed 
vice  president  of  the  national 
American  Heart  Association  and 
chairman  of  the  association's 
north  central  heart  committee. 

Dr.  Dale  South,  a family  phy- 
sician, and  Dr.  Marvin  E. 

Mishkin,  an  internist,  were  recog- 
nized for  their  25  years  as  physi- 
cians by  Elkhart  General  Hospital. 

Dr.  Samuel  M.  Wentworth,  a 
Danville  pediatrician,  led  32  insu- 
lin-dependent teenagers  on  an 
800-mile  bike  trip  through  Michi- 
gan and  Wisconsin.  The  purpose 
of  the  trip  was  to  give  the  teens  a 
chance  to  observe  the  effects  of 
exercise  on  their  diabetes. 

Dr.  Glenn  W.  Irwin  Jr.  of 
Indianapolis  was  elected  president 
of  the  board  of  the  Eiteljorg  Mu- 
seum of  American  Indian  and 
Western  Art. 
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New  ISMA  members 

Cathy  L.  Bagley,  M.D.,  Munster, 

obstetrics  and  gynecology. 

David  Baugh,  M.D.,  Danville, 
pediatrics. 

Phillip  H.  Behrens,  M.D., 
Evansville,  cardiovascular  dis- 
eases. 

David  F.  Berry,  M.D., 
Georgetown,  family  practice. 

William  E.  Bollengier,  M.D., 
Vincennes,  cardiovascular  sur- 
gery. 

Carla  M.  Brandt,  M.D.,  Evans- 
ville, neurology. 

Stephen  P.  Champion,  M.D., 
Newburgh,  emergency  medicine. 

Shreyasi  H.  Dalai,  M.D., 

Gary,  anesthesiology. 

Stephen  Fassino,  M.D., 
Wabash,  family  practice. 

Barry  W.  Gest,  M.D.,  Evans- 
ville, family  practice. 

Susan  ).  Girod,  M.D., 
Bloomington,  psychiatry. 

Ronald  D.  Glas,  M.D., 
Wabash,  family  practice. 

Jerold  J.  Harter,  M.D., 
Bloomington,  psychiatry. 

Richard  B.  Ingersoll,  M.D., 
Indianapolis,  anesthesiology. 

Linda  S.  jourdan,  M.D.,  Fish- 
ers, family  practice. 


Edwin  L.  Koumrian,  M.D., 
Crown  Point,  diagnostic  radiol- 
ogy- 

Carol  A.  Lee,  M.D.,  India- 
napolis, gastroenterology. 

Richard  M.  Lipman,  M.D., 
Munster,  ophthalmology. 

Thomas  A.  Majcher,  D.O., 
Zionsville,  anesthesiology. 

Vishnu  N.  Mathur,  M.D., 
Chicago,  general  surgery. 

Amos  L.  Naor,  M.D.,  India- 
napolis, psychiatry. 

David  C.  Pound,  M.D.,  Beech 
Grove,  gastroenterology. 

John  D.  Ray  Jr.,  M.D., 
Bloomington,  emergency  medi- 
cine. 

Tanvir  B.  Shah,  M.D.,  New 
Albany,  anesthesiology. 

Sheila  R.  Stinson,  M.D.,  Chi- 
cago, anesthesiology. 

Pamela  J.  Templeton,  M.D., 
Indianapolis,  obstetrics  and  gyne- 
cology. 

Donald  H.  Trainor  Jr.,  M.D., 
Indianapolis,  pediatrics. 

Vivien  O.  Tucker,  M.D., 
Newburgh,  family  practice. 

Elizabeth  Wehlage,  M.D., 
Indianapolis,  obstetrics  and  gyne- 
cology. 

James  Wortman,  M.D.,  Chi- 


cago, radiology. 

Residents 

Sang  Young  H.  Chyung,  M.D., 
Merrillville,  allergy  and  immunol- 
ogy- 

Janna  S.  Coffman,  M.D.,  In- 
dianapolis, family  practice. 

Sherif  I.  Hanna,  M.D.,  India- 
napolis, ophthalmology. 

Eric  Y.  Knoll,  M.D.,  India- 
napolis, otolaryngology. 

Timothy  C.  McFadden,  M.D., 
Indianapolis,  psychiatry. 

James  R.  Monte,  M.D.,  India- 
napolis, obstetrics  and  gynecol- 
ogy- 

R.  Jeffrey  Price,  M.D.,  India- 
napolis, cardiovascular  diseases. 

Jennifer  M.  Risinger,  M.D., 
Indianapolis,  obstetrics  and  gyne- 
cology. 

Daria  Schooler,  M.D.,  Colum- 
bus, neurological  surgery. 

Dinh  Q.  Trinh,  M.D., 
Munster,  anatomic/clinical  pa- 
thology. 

Thierry  H.  Wilbrandt,  M.D., 
Indianapolis,  ophthalmology. 

David  S.  Wilson,  M.D.,  Co- 
lumbus, pulmonary  diseases. 

Benjamin  S.  Yabut  Jr.,  M.D., 
Oak  Creek,  Wis.,  pediatrics.  O 
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Methodist  Heart 

and  Lung  Institute 

presents 

Cardiology  for  the  Clinician 

Cardiology  Update  1994 

October  30,  1 993 

March  5,  1 994 

Richard  Kovacs,  M.D., 

Barry  Crevey,  M.D., 

Program  Director 

Program  Director 

Clinical  Echocardiography 

Cardiology  for  the  Clinician 

January  29,  1 994 

October  29,  1994 

James  Trippi,  M.D., 

Richard  Kovacs,  M.D., 

Program  Director 

Program  Director 

For  registration  information,  pi 

ease  call  Methodist  Hospital 

Office  of  CME,  317.929. 3733or  1.800.847.3376 

SAFE 

EFFECTIVE 
CONVENIENT 
ECONOMICAL 

^^BRTablets  £ ^ 

wfieiic 

(750mg  Salsalate) 

A well  tolerated 
Salicylate  Therapy 


central  CENTRAL  PHARMACEUTICALS,  INC. 

SEYMOUR,  INDIANA  47274  USA 


Quality  Pharmaceuticals  Since  1904 
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EMERGENCY  MEDICINE  POSITION 
AVAILABLE  - Moderate-volume 
Level  II  center.  Hospital-based 
E.M.S.  Independent  contract  sta- 
tus, flexible  scheduling  and  excel- 
lent compensation.  Contact 
David  R.  Gettle,  M.D.,  1907  W. 
Sycamore,  Kokomo,  IN  46901,  (317) 
456-6733. 

EMERGENCY  MEDICINE  - Part-time 
positions  available  for  medium- 
volume  emergency  department  in 
southeast  Indiana.  Offering  flexible 
scheduling  and  competitive 
wages.  Malpractice  insurance 
provided.  Prefer  practicing  physi- 
cian or  resident  in  IM,  FP  or  emer- 
gency medicine.  Located  one 
hour  15  minutes  from  Indianapolis. 
Contact  Steve  Gunderson,  M.D., 
director  of  E.D.,  at  (513)  531-6188 
or  Jeff  Kennedy  at  1-800-676-5572, 
ext.  408,  Dearborn  County  Hospi- 
tal, Lawrenceburg,  Ind. 

REFURBISHED  MEDICAL  EQUIPMENT: 

Omega  automatic  blood  pressure 
unit,  print-out,  new  condition. 

Ritter  table.  G.E.  portable  x-ray. 
Shampaine  ob-gyn  table  2605 
NLH,  good  pad.  Autoclaves.  In- 
fant and  adult  color-coded  scales. 
Birtcher  Hyfrecator  Plus,  new 
Model  7-796.  HP  defib  with  heart 
rate  scope  ECG  sources,  #4310. 
Mixed  bag  of  surgical  drapes, 
towels,  instrument  wraps  in  50-lb. 
boxes.  Write  or  call  for  other 
equipment.  Bernard  Medical  Re- 
sources, 1555  Dixie  Highway, 
Covington,  KY  41011,  1-800-892- 
3716. 

INDIANA  - Become  the  latest  BE/ 
BC  addition  to  an  energetic,  six- 
member  family  practice  group  in  a 
family-oriented  community  of 
75,000  only  30  minutes  northeast  of 
Indianapolis.  You  will  be  associ- 
ated with  a young  group  of  pro- 
gressive family  physicians  in  a re- 
cently built  11,000-square-foot 
office  (complete  with  full  service  x- 
ray  and  lab)  that  is  connected  to 
a 207-bed  community  hospital.  An 


outstanding  financial  package 
with  partnership  availability  is  be- 
ing offered.  For  further  informa- 
tion, contact  Andrew  Johns,  Physi- 
cian Services  of  America,  Suite 
250,  Browenton  Place,  2000 
Warrington  Way,  Louisville,  KY 
40222  or  call  1-800-626-1857,  ext. 
237. 

OB/GYN,  INTERNAL  MEDICINE, 
FAMILY  PRACTICE  - Strelcheck  & 
Associates,  Inc.,  currently  repre- 
sents FAMILY  PRACTICE  positions  in 
Illinois,  Nebraska,  Ohio  and  Wis- 
consin - some  near  the  Minnesota 
border;  INTERNAL  MEDICINE  posi- 
tions in  New  York  and  Wisconsin; 
and  OB/GYN  positions  in  south- 
eastern Wisconsin.  We  would  be 
happy  to  provide  you  with  further 
information.  Please  call  toll-free,  1- 
800-243-4353,  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

GASTROENTEROLOGY, 
NEUROSURGERY,  OCCUPATIONAL 
MEDICINE,  ONCOLOGY, 
ORTHOPAEDICS,  ORTHOPAEDICS- 
HAND,  UROLOGY  - Strelcheck  & 
Associates,  Inc.,  an  extension  of 
our  clients'  recruiting  departments, 
has  positions  available  in  Wiscon- 
sin, Michigan  and  Ohio.  We  would 
be  happy  to  provide  you  with 
further  information.  Please  call  1- 
800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

RELAX  & ENJOY  on  the  St.  Joseph 
River.  Come  see  us  at  3000  White 
Oaks  Lane,  Buchanan,  Mich. 
Beautiful  one-level  home  with  ev- 
erything. Four  years  old.  Across 
from  the  Orchard  Hills  Country 
Club.  2,570  square  feet  of  interior 
beauty,  rough-sawn  cedar  exterior 
and  60-ft.  deck  overlooking  the 
river  for  relaxation  and  entertain- 
ing. Private  tennis  court.  Newly 
installed  timber  sea  wall  for  bank 
protection  and  boot  moorage. 


Condominium  land  care  arrange- 
ment. Very  private.  25  minutes 
from  South  Bend.  $275,000.  By 
owner.  Will  send  fact  sheet  and 
photos  on  request.  Call  anytime, 
(616)  695-5958,  for  your  exclusive 
showing. 

LARGE  NATIONAL  HEALTH  INSUR- 
ANCE COMPANY  seeks  to  contract 
with  physician  consultant  to  do 
retrospective  claim  reviews  in  our 
Indianapolis  office.  10-20  hours 
per  week.  Flexible  daytime  hours. 
Board-certified  family  practice  or 
internal  medicine  physician  pre- 
ferred but  will  consider  other  spe- 
cialties with  appropriate  experi- 
ence. Send  curriculum  vitae  and 
expected  compensation  to,  or  call 
David  Forrester,  5405  W.  Lakeview 
Parkway  South  Drive,  Indianapolis, 
IN  46268,  (317)  329-6260. 

TIRED  OF  THE  CAPITOL  HILL  BILLIES? 

Thinking  of  retiring  from  the  battle 
over  shrinking  medical  payments? 
Leave  these  headaches  to  us.  We 
are  looking  for  seasoned  primary 
care  physicians  (all  specialties) 
who  want  to  work  1 /2  or  3/4  days 
several  times  a month.  We  are 
located  on  Lake  Michigan  in 
northern  Indiana.  Please  call  (219) 
874-2500. 

EMERGENCY  PHYSICIAN, 
SHELBYVILLE  - Physician-owned 
emergency  group  has  full-time 
position  immediately  available  at 
Major  Hospital  in  Shelbyville  for 
physician  experienced  in  emer- 
gency medicine.  Flexible  work 
schedules,  competitive  compensa- 
tion, full  malpractice  coverage, 
excellent  benefits.  Please  send  CV 
or  contact  Brenda  at  Midwest 
Medical  Management,  3645  S.  East 
St.,  Indianapolis,  IN  46227,  (317) 
783-7474. 

FOR  SALE  - Retiring.  Established 
fully  equipped  rural  family  practice 
clinic.  Prime  progressive  location. 
25  miles  northeast  of  Indianapolis. 

7 miles  to  hospital.  Excellent  cov- 
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erage.  Address  letter  or  inquiry  to 
P.O.  Box  150,  Pendleton,  IN  46064. 

PHYSICIAN  PRACTICE  OPPORTUNI- 
TIES - Statewide/nationwide/world- 
wide.  All  specialties,  group/solo, 
varied  income  arrangements. 
Contact  Larson  & Trent  Associates, 
Box  1,  Sumner,  IL  62466-0001 . Tele- 
phone: (618)  936-2662,  936-2970  or 
(800)  352-6226. 

BOARD-CERTIFIED  FP/INTERNIST: 

Join  a two-physician  group  in  west 
central  Indiana.  Work  in  a full- 
service  clinic  with  x-ray,  lab,  EKG, 
pharmacy  and  minor  surgery  facili- 
ties. Three  metro  areas  within  40 
minutes.  Three  state  parks,  two 
lakes  and  many  other  outdoor 
paradises  within  15  minutes.  Two 
satellite  clinics  and  hospital  within 
15  minutes.  The  cost  of  living  is  low 
with  a high  patient-to-doctor  ratio. 
Package  includes  $120,000  guar- 
anteed in  the  first  year,  paid  over- 
head, retirement  benefits,  tempo- 
rary housing,  four  weeks  vacation 
and  a wonderful  staff  to  work  with. 
Contact  P.  A.  Swaim,  Parke  Clinic, 
P.O.  Box  185,  Rockville,  IN  47872, 
(317)  569-6236. 

PEDIATRICIAN,  BC,  OR  PEDIATRI- 
CIAN-INTENSIVIST  to  join  general 
pediatrician  and  neonatologist- 
pediatrician  in  northwest  Indiana. 
Superior  schools  and  community, 
many  recreational  opportunities, 

50  miles  from  Chicago.  Six  weeks 
per  year  PGE  and  vacation.  Early 
full  partnership.  Send  CV  and 
cover  letter  to  Drs.  Covey  and 
Marquez,  South  Ridge  Pediatric 
Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Valparaiso,  IN 
46383. 


EMERGENCY  CARE  PHYSICIANS  - 

Expanding  emergency  medicine 
group  seeking  career-minded  phy- 
sicians for  multiple  Indiana  loca- 
tions. Twenty-year  history  without 
a lost  contract.  Hourly  compensa- 
tion based  on  training,  experience 
and  qualifications.  Excellent  ben- 
efits include  401  (k)  pension  plan; 
malpractice,  health,  life  and  dis- 
ability insurance;  CME  allowance; 
and  ACEP,  ISMA  and  hospital 
dues.  Will  consider  all  physicians 
with  emergency  medicine  experi- 
ence and  interest.  Contact  Jim 
Gardner,  M.D.,  Director,  Corporate 
Development,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Suite 
A,  Bloomington,  IN  47403.  (812) 
333-2731. 

IMMEDIATE  CARE  PHYSICIANS  - 

Expanding  immediate  care  group 
seeks  career-minded  primary  physi- 
cians for  multiple  Indianapolis  loca- 
tions. Corporation  is  physician- 
owned  and  operated  with  1 1 
years  of  experience  in  Indianapolis 
metropolitan  area.  Compensation 
based  on  training,  experience  and 
qualifications.  Excellent  benefits 
include  401  (k)  pension  plan;  mal- 
practice, health,  life  and  disability 
insurance;  CME  allowance;  and 
ACEP,  ISMA  and  county  dues.  Will 
consider  all  primary  medical  disci- 
plines with  interest  in  outpatient 
medicine.  Full-time  opportunities 
only.  Contact  Jim  Gardner,  M.D., 
Director,  Corporate  Development, 
Emergency  Care  Physicians,  640  S. 
Walker  St.,  Suite  A,  Bloomington,  IN 
47403,  (812)  333-2731. 

FAMILY  PRACTICE  opportunities 
available  in  Fort  Wayne,  Ind.  Prac- 
tice setting  extremely  flexible.  Solo 
or  group.  Salary  guarantee,  relo- 
cation and  other  expenses  paid. 

An  opportunity  to  practice  medi- 


cine and  leave  administrative  and 
billing  headaches  to  someone 
else.  For  complete  details,  con- 
tact our  physician  recruiting  officer 
at  (219)  489-2772,  ext.  415. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 
cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 

GENERAL  INTERNIST  - BC/BE.  To 
join  a busy  five-man  practice  with 
special  interest  in  hospital  intensive 
care,  plus  consultative  and  primary 
care  practice  in  the  Indianapolis 
area.  Will  offer  partnership.  Reply 
to  Box  19616,  Indianapolis,  IN 
46219. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct„  Cincinnati,  OH  45244,  (513) 
231-0922. 

CENTRAL  INDIANA  - Physician- 
owned  emergency  group  accept- 
ing applications  for  full-time,  ca- 
reer-oriented emergency  physi- 
cians. Flexible  work  schedules  and 
excellent  benefit  package.  Part- 
time  and  directorship  positions  also 
available.  Send  CV  or  contact 
Midwest  Medical  Management, 
Inc.,  3645  S.  East  St.,  Indianapolis, 

IN  46227-1240,  (317)  783-7474.  □ 
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Leading  is  easy 
when  you  know  the 
right  steps. 

A Q 

$ 

Interactions 

Medical  Staff 
Leadership  Conference 
on  Managing  Change 

October  1-3, 1993  Naples,  Florida 

We  can’t  dance  around  the  issue  any 
longer.  Health  system  reform  is  occurring 
at  a fast  pace.  And  it’s  going  to  take  some 
fancy  footwork  for  physicians  to  ( 
maintain  autonomy  and  con- 
trol within  their  practices. 

Master  the  moves  that  will 
help  you  excel  in  this  envi- 
ronment by  attending  the 
fourth  annual  Interactions  Medical  Staff 
Leadership  Conference:  Managing  Change. 
Sponsored  by  the  American  Medical 
Association  (AMA),  in  cooperation  with 
the  Medical  Association  of  Georgia  and  the 
Florida  Medical  Association,  this  compre- 
hensive three-day  conference  is  designed 
specifically  for  new  and  experienced  med- 
ical staff  leaders. 


Physician  leaders  will  benefit  by: 

• Learning  how  to  hone  their  leadership  skills 

• Gaining  a greater  understanding  of  health 
policy  and  medical  practice  issues 

• Acquiring  the  knowledge  and  tools  to  deal 
with  the  changes  surrounding  health 
system  reform 


So  lead,  don’t  follow.  It’s  easy,  when 
you  know  the  right  steps. 

For  more  information  or  A 
to  register,  call  ^ |0 

800  621-8335  now! 
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Physicians  dedicated  to  the  health  of  America 
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Reference:  1.  Jones  PH,  et  al.  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia  a dose- 
response  study,  Clin  Cardiol.  1991,14  146-151, 

PRAVACHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  (see  WARNINGS) 

Pregnancy  and  lactation  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid -lowering  drugs  during 
pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia  Cho- 
lesterol and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development  (including 
synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol  synthesis 
and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may  cause  fetal 
harm  when  administered  to  pregnant  women.  Therefore,  HMG-CoA  reductase  inhibitors  are  contraindicated 
during  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  childbearing 
age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the  potential 
hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discontinued  and  the 
patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid-lowering  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function  Increases  of  serum  transaminase  (ALT,  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessarily  sequential)  occasions  have  been  reported 
in  1 .3%  of  patients  treated  with  pravastatin  in  the  U S.  over  an  average  period  of  18  months  These  abnormalities 
were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration  In  those  patients  in 
whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued  from  therapy,  the 
transaminase  levels  usually  fell  slowly  to  pretreatment  levels.  These  biochemical  findings  are  usually  asymptomatic 
although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain  may  also  be  present  in 
rare  patients. 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  during  the  remainder  of  the  first  year,  and  periodically  thereafter  (e  g , 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels.  Uver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued.  Persistence  of  significant  aminotransferase  elevations  following  discontinua- 
tion of  therapy  may  warrant  consideration  of  liver  biopsy 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS).  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history  of 
liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism).  Such 
patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and  titrated  to 
the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphokmase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing  to 
the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major  sur- 
gery; trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  during  treatment  with  lovastatm  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  trial  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy.  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined  use 
of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokmase  and  transaminase  levels  (see  ADVERSE  REACTIONS) 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin 

Homozygous  Familial  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Renal  Insufficiency  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying  degrees 
of  renal  impairment  (as  determined  by  creatinine  clearance)  No  effect  was  observed  on  the  pharmacokinetics  of 
pravastatin  or  its  3a -hydroxy  isomeric  metabolite  (SO  31,906).  A small  increase  was  seen  in  mean  AUC  values  and 
half-life  (ti/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31 .945).  Given  this  small  sample  size,  the 
dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who  are  receiving 
pravastatin  should  be  closely  monitored 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or 
weakness,  particularly  if  accompanied  by  malaise  or  fever. 

Drug  Interactions:  Immunosuppressive  Drugs,  Gemfibrozil,  Niacin  (Nicotinic  Acid),  Erythromycin  See  WARN- 
INGS Skeletal  Muscle. 

Antipynne  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e  g . phenytom,  quimdine)  metabolized  by  the  cyto- 
chrome P450  system  will  occur 

Cholestyramine/ Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in  the 
mean  AUC  of  pravastatin.  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after  choles- 
tyramine or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in  bio- 
availability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy.) 

Warfann  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfarin  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e„  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfarin-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed 

Cimetidme.  The  AUCo.i2hr  for  pravastatin  when  given  with  cimetidine  was  not  significantly  different  from  the 
AUC  for  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxm  In  a crossover  trial  involving  18  healthy  male  subjects  given  pravastatin  and  digoxm  concurrently  for 
9 days,  the  bioavailability  parameters  of  digoxm  were  not  affected  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31,906  and  SQ  31,945  was  not  altered 

Gemfibrozil  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin  In  addition, 
there  was  a significant  increase  in  AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31 ,906.  Combination 
therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended 

In  interaction  studies  with  aspmn,  antacids  (1  hour  prior  to  PRAVACHOL  (pravastatin  sodium)|,  cimetidine, 
nicotinic  acid,  or  probucol,  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL 
was  administered 

Other  Drugs  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was  added 
to:  diuretics,  antihypertensives,  digitalis,  converting -enzyme  inhibitors,  calcium  channel  blockers,  beta- blockers, 
or  nitroglycerin 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and.  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production  Results  of 
clinical  tnals  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0.004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin  However,  the  percentage  of  patients  showing  a >50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients.  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately  Caution  should  also  be  exercised  if  an  HMG-CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e  g , ketoconazole,  spironolactone,  cim- 
etidine) that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear  cell 
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infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day.  a dose 
that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40  mg/day 
Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class 
A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (Wallerian  degeneration  of  reti- 
nogemculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day,  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity)  This  same  drug  also  produced  ves- 
tibulocochlear Wallerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  tor  14  weeks  at 
180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10,  30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0  01)  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC 

The  oral  administration  of  10,  30,  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0.5  to  5 0 times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared  to 
controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected 
A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25. 100,  and  400  mg/kg  body 
weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15,  and  33  times  higher  than  the  mean  human 
serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Liver  carcinomas  were  significantly 
increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90  percent  in  males 
The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose  females  Drug  treatment 
also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose  males  and  females.  Adenomas 
of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high-dose  mice  than  in  controls 
No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat-liver  metabolic  activation,  in  the  following 
studies  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Escherichia  coh,  a forward 
mutation  assay  in  L5178Y  TK  + / - mouse  lymphoma  cells,  a chromosomal  aberration  test  in  hamster  cells,  and  a 
gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 
In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg,  pravastatin  did  not  produce  any  adverse  effects  on  fertility 
or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  there  was 
decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation).  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  observed 
Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy,  de- 
creased spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs  The  clinical  significance 
of  these  findings  is  unclear. 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS 
Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2).  However,  in  studies  with  another  HMG-CoA  reductase 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and  have 
been  informed  of  the  potential  hazards  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL,  it  should  be 
discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4 -month  long 
placebo-controlled  trials,  17%  of  pravastatin-treated  patients  and  1.2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  disconnnuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints  During  clinical  trials  the  overall 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attribution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Pam 

40 

3.4 

0 1 

0.0 

Dermatologic 

Rash 

4.0* 

1 1 

1.3 

09 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7 1 

29 

34 

Diarrhea 

62 

56 

20 

1 9 

Abdominal  Pam 

5.4 

69 

20 

39 

Constipation 

40 

7 1 

24 

5.1 

Flatulence 

33 

36 

2.7 

34 

Heartburn 

29 

1 9 

20 

0.7 

General 

Fatigue 

38 

34 

1 9 

1 0 

Chest  Pam 

37 

1 9 

03 

02 

Influenza 

2 4* 

07 

0.0 

00 

Musculoskeletal 

Localized  Pam 

100 

9.0 

1 4 

1.5 

Myalgia 

2.7 

1.0 

06 

0.0 

Nervous  System 
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'Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal  myopathy,  rhabdomyolysis. 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  included 
one  or  more  of  the  following  features  anaphylaxis,  angioedema.  lupus  erythematous-like  syndrome,  polymyalgia 
rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA,  ESR  increase, 
arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea,  toxic  epidermal 
necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome 
Gastrointestinal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction 
Eye  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT,  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS) 

Transient,  asymptomatic  eosinophilia  has  been  reported  Eosinophil  counts  usually  returned  to  normal  despite  contin- 
ued therapy  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reductase  inhibitors 
Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic acid,  probucol  and  gemfibrozil  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatin  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatin  or  pravastatin  alone  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  or  without 
acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  in  combination  with 
immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lowering  doses  of  nicotinic  acid  Concomitant  ther- 
apy with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended  (See  WARNINGS 
Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  lla  and  lib)  when  the  response  to  diet  atone  has  not  been  adequate 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregnancy  and  lactation  are  contraindications  to  the 
use  of  pravastatin  sodium.  - ^ ' ' 
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People  make  the  difference 


And  PICI’s  people  network  proves  the  point.  Professional 
insurance  management  and  support  staff.  Risk  management 
experts  and  local  independent  insurance  agents.  A skillful  legal 
defense  team  assisted  by  knowledgeable  local  attorneys.  And  most  importantly,  the  ISMA 
leadership  and  staff  and  the  Indiana  physicians  who  comprise  PICI’s  board  of  directors.  It’s  the 
right  combination  of  people,  who  share  one  goal:  protecting  your  financial  security,  professional 
status  and  reputation.  That's  why  P1CI  is  in  its  Second  Decade  of  Leadership.  And  why  P1C1  and 
ISMA,  working  together,  continue  to  make  the  difference  in  professional  liability  protection. 
Physicians  Insurance  Company  of  Indiana,  8425  Woodfield  Crossing  Blvd.,  Suite  300, 
Indianapolis,  Indiana  46240  - (800)  284-7424  or  (317)  469-4100 
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Indiana  medicine  interviews  Mary  Azbill,  program  director  in  the  Division 
of  Acute  Care  Services  at  the  Indiana  State  Department  of  Health, 
about  the  Clinical  Laboratory  Improvement  Amendments  of  1988. 
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YOCON 

YOHIMBINE  HCI 


DtserigffMi:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxyitc  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  In  Rauwolfia  Serpentina  (l)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  irection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic bloc ade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  rf  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympath icolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindications:  Renal  diseases,  and  patient  s sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.1 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.13 
Detag*  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. 1 '3  4 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
Hew  Supplied:  Oral  tablets  of  Yocon?  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Every  good  team  has  a strong 
front  line.  At  RHI,  our  front  line 
consists  of  seven  physiatrists, 
hoard  certified  in  physical 
medicine  and  rehabilitation,  who 
provide  the  depth  and  experience 
needed  to  treat  patients  of  various 


diagnoses.  Working  for  your 
patients  in  a facility  designed  by 
clinicians  to  provide  the  highest 
levels  in  patient  outcomes,  our 
physiatrists  are  just  one  reason 
you  should  consider  RHI  your  first 
choice  for  patient  rehabilitation. 


Rehabilitation  Hospital  of  Indiana 

4141  Shore  Drive  Indianapolis,  IN  46254-2607  (317)329-2000  (800)933-0123 
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ISMA,  AMA  to  present  program 

on  managed  care 

The  Indiana  State  Medical  Association  and  the  American  Medical 
Association  will  present  "Decisions  for  Physician  Success  in  the  '90s 
and  Beyond,"  a program  for  Indiana  physicians,  Jan.  26  at  University 
Place  Conference  Center  in  Indianapolis.  The  program  will  focus  on 
managed  care,  physician  organizations  and  physician  hospital  orga- 
nizations. 

Speakers  at  the  day-long  program  will  include  Nathan  Kaufman  of 
The  Kaufman  Group  of  San  Diego,  Calif.,  a firm  specializing  in  as- 
sisting health  care  providers  address  the  challenges  of  the  new 
health  care  delivery  system,  and  Thomas  M.  Gorey,  J.D.,  president  of 
Physician  Hospital  Organization  Services  in  Lakewood,  111. 

For  more  information,  call  Meg  Patton  at  the  ISMA,  (317)  261-2060  or 
1-800-257-4762. 

Physicians  urged  to  enroll  in 
ISMA  key  contact  program 

Because  health  care  and  medical  issues  are  expected  to  be  critical 
issues  during  the  1994  Indiana  General  Assembly,  the  ISMA  is  en- 
couraging physicians  to  participate  in  its  key  contact  program.  The 
program  helps  physicians  communicate  with  their  legislators  on 
issues  affecting  the  medical  community.  Participants  in  the  key  con- 
tact program  agree  to  contact  their  federal  and  state  legislators  re- 
garding proposed  bills.  Physicians  who  register  in  the  program  will 
receive  additional  valuable  information  to  help  them. 

To  register  as  a key  contact,  complete  and  return  the  form  on  page 
470  of  this  magazine  or  call  Debbie  Warner  at  the  ISMA,  (317)  261  - 
2060  or  1-800-257-4762. 

Bookmarks  feature  10  questions 
on  health  system  reform 

Bookmarks  featuring  10  questions  people  should  be  asking  about 
health  system  reform  are  available  from  the  ISMA  for  physicians 
who  wish  to  distribute  them  to  their  patients.  The  bookmarks  are  $5 
per  100  and  available  by  calling  Mary  Barnd  at  the  ISMA,  (317)  261- 
2060  or  1-800-257-4762. 

Annual  ISMA/IMPAC  legislative 
reception  scheduled  Jan.  12 

Physicians  will  have  an  opportunity  to  meet  with  their  legislators  to 
discuss  issues  of  concern  to  the  ISMA  and  show  their  appreciation  of 
their  efforts  during  the  annual  ISMA/IMPAC  legislative  reception. 
The  event,  featuring  a "Jungle  Fever"  theme,  will  be  from  6 to  8:30 
p.m.  Jan.  12  at  the  Westin  Hotel  in  downtown  Indianapolis.  The 
Highlife  Juju  Band  will  provide  the  music.  Invitations  will  be  mailed 
in  December.  Those  who  do  not  receive  an  invitation  but  would  like 
to  attend  should  call  Susan  Grant  at  the  ISMA,  (317)  261-2060  or  1- 
800-257-4762.  □ 
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No  matter  how  you  look  at  it,  the  future  is 
always  just  beyond  your  grasp.  That’s  why 
you  need  to  know  Whipple  & Company’s 
Medical  Group  Services  Division.  We  can 
help  you  make  the  right  choices,  no  matter 
what  lies  ahead.  We’ve  earned  a reputation  in 
the  medical  community  for  visionary 
management  and  financial  solutions  that 
prepare  our  clients  for  change.  We’re  always 
just  a little  ahead  of  the  rest,  pointing  the  way 
to  efficiency  and  growth.  Whipple  & 
Company  offers  a whole  range  of  services 
for  both  large  and  small  practices-from  new 
practice  strategies  to  joint  venture 
analysis...fee  schedule  design  to 
reimbursement  assistance... office 
automation  to  practice  efficiency  reviews... 
compensation  formulas  to  personal  financial 
planning.  Most  important,  Whipple  & 
Company  offers  the  insight  that  can  only 
come  from  experience,  understanding  and  a 
commitment  to  easing  the  complexities  of 
running  a medical  practice  today.  Call 
Whipple  & Company  soon.  You’ll  see. 
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Certified  Public  Accountants 
Medical  Group  Services  Division 
8425  Woodfield  Crossing  Blvd. 
Suite  400 

Indianapolis,  IN  46240 
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■ letters  to  editor 


for  medicine” 


A response  to 

s a practicing  anesthesi- 
ologist, I read  with  great  interest 
the  interview  in  the  May/June 
issue  of  INDIANA  MEDICINE  titled 
"Assisted  suicide  is  'bad  for  medi- 
cine.'” Some  have  suggested  that 
if  assisted  suicide  is  legalized, 
anesthesiologists  may  be  consid- 
ered as  the  effectors  of  that  law 
because  of  their  abilities  to  man- 
age the  cardiovascular  system.1 

A topic  of  this  importance, 
involving  as  it  does  a very  critical 
end-of-life  decision,  should  be 
exposed  to  a vigorous  debate  and 
exchange  of  information  so  physi- 
cians can  make  informed,  rational 
decisions  on  physician-assisted 
suicide.  It  is  in  this  spirit  that  my 
observations,  comments  and  criti- 
cisms are  offered. 

The  interview  uses  the  terms 
"physician-assisted  suicide,"  "sui- 
cide" and  "euthanasia"  inter- 
changeably. They,  of  course,  are 
not  interchangeable.  Euthanasia 
means  a good  death.  The  term,  in 
and  of  itself,  does  not  include  a 
physician's  participation.  Quoting 
the  article  further,  "...  why  our 
society  prohibits  killing,  homicide 
and  in  this  case  physician-assisted 
suicide."  This  statement,  by  list- 
ing the  three  terms  together,  sug- 
gests to  me  that  they  are  the  same. 

My  second  major  concern 
relates  to  the  views  expressed  by 
Dr.  Gramelspacher  regarding  the 
slippery  slope  argument  in  de- 
fense of  opposition  to  physician- 
assisted  suicide.  The  slippery 
slope  argument  is  subject  to  con- 
siderable weakness  because  it  is 
liable  to  be  based  on  two  falla- 
cious assumptions.  First,  the  ar- 
gument presumes  that  nothing 
will  change  as  we  proceed  down 
the  slope  - no  reasoning  will  oc- 
cur, no  voices  will  be  raised,  no 
opinions  will  be  changed.  In 
today's  world  of  virtually  instant 


‘Assisted  suicide  is  ‘bad 

communications  and  the  broad- 
cast media's  penchant  for  probing 
into  every  corner,  it  seems  un- 
likely to  me  that  voluntary  eutha- 
nasia could  lead  to  involuntary 
euthanasia.  Second,  the  slippery 
slope  argument  inevitably  pre- 
sumes a worst-case  scenario. 

When  abortion  was  legalized, 
some  said  the  practice  would  lead 
to  infanticide  and  the  indiscrimi- 
nate killing  of  the  elderly.  The 
slippery  slope  argument  has  not 
materialized  in  the  abortion  sce- 
nario and  in  my  opinion  will  not 
occur  if  physician-assisted  suicide 
is  legalized. 

Third,  the  article  makes  state- 
ments regarding  euthanasia  in  the 
Netherlands,  especially  the  figures 
of  "10,000  or  even  20,000  people  a 
year  die  from  euthanasia  in  the 
Netherlands."  This  10,000  to 
20,000  figure  has  been  quoted  in 
some  of  the  ethics  journals  but,  to 
the  best  of  my  knowledge,  it  is 
little  more  than  speculation.2 

Finally,  Dr.  Gramelspacher 
states  on  several  occasions  that  he 
is  uncomfortable  with  the  idea  of 
physician-assisted  suicide  (but 
strangely  enough  states  that  he  is 
comfortable  with  the  principle  of 
double  effect).  To  be  sure,  each 
physician  must  make  his/her  own 
decision  about  physician-assisted 
suicide  in  much  the  same  way 
physicians  have  decided  about 
abortion.  To  make  the  decision, 
however,  available  facts  and  logi- 
cal arguments  should  aid  in  the 
decision-making  process.  Central 
to  this  process  are  at  least  two 
critical  questions  that  must  be 
answered:  1)  What  is  the  proper 
end  of  medicine?;  and  2)  What  is 
the  nature  of  the  contract  the  phy- 
sician has  with  the  patient? 

Regarding  the  first  question, 

Dr.  Gramelspacher's  position  is 
understandable  if  one  views  the 
prolongation  of  life  as  the  only  or 


most  basic  goal  of  medicine. 

Many  physicians,  however,  view 
the  restoration  and  preservation  of 
health  and  the  reduction  of  suffer- 
ing as  important  goals  of  medi- 
cine and  as  a corollary  recognize  a 
duty  to  assist  the  patient  by  what- 
ever reasonable  means  the  know- 
ing patient  may  request  when 
restoration  of  health  is  no  longer 
possible.  "Whatever  reasonable 
means"  would  include  physician- 
assisted  suicide  when  it  is  legal- 
ized and  the  knowing  patient  has 
made  an  informed  decision  in 
requesting  it. 

Regarding  question  two,  liter- 
ally volumes  have  been  written3 
regarding  what  form  a patient- 
physician  relationship  may  take 
and  the  importance  of  making 
certain  both  parties  understand 
the  nature  of  the  contract.  Im- 
plicit in  this  understanding  is  the 
discussion  of  issues  like  euthana- 
sia and  other  end-of-life  decisions 
so  the  patient  may  seek  another 
physician's  care  if  the  first  physi- 
cian is  unable  by  virtue  of  his/her 
moral  principles  to  provide  all  the 
care  the  patient  may  need  at  end 
of  life. 

End-of-life  decisions,  among 
them  the  option  of  voluntary  eu- 
thanasia, are  important  topics 
deserving  a dialogue  involving 
facts  and  logical  arguments.  End- 
of-life  decisions  must  be  based  on 
the  broadest  possible  factual 
grounding.  □ 
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Response  from  Gregory 
Gramelspacher,  M.D. 

I welcome  this  opportunity  to 
respond  to  Dr.  Keffer's  letter.  I 
agree  that  the  subject  of  physi- 
cian-assisted suicide  is  too  impor- 
tant not  to  debate  openly  and 
honestly.  Nonetheless,  even  if  Dr. 
Keffer  and  I could  agree  on  the 
facts  and  argue  logically,  I believe 
that  we  would  come  to  different 
conclusions  about  the  acceptabil- 
ity of  physician-assisted  suicide. 

In  response,  I would  like  to  re- 
emphasize my  two  major  objec- 
tions to  the  practice  of  either  phy- 
sician-assisted suicide  or  active 
voluntary  euthanasia.  The  first 
objection  is  based  on  the  great 
potential  for  abuse,  and  the  sec- 
ond objection  is  based  on  my  un- 
derstanding of  what  it  means  to 
be  a physician. 

Dr.  Keffer  criticizes  the  slip- 
pery slope  argument  because  it 
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presumes  a worst  case  scenario. 
He  suggests  that  the  progression 
from  active  voluntary  euthanasia 
to  involuntary  euthanasia  is  un- 
likely because  media  scrutiny  will 
help  protect  against  abuse.  How- 
ever, when  we  look  to  the  Nether- 
lands, we  see  the  potential  for 
extraordinary  abuse.1  Yet,  unlike 
the  Netherlands,  our  society  has 
done  little  to  guarantee  compre- 
hensive long-term  care,  mental 
health  coverage  or  ready  access  to 
hospice  care.  In  our  fragmented 
health  care  system,  we  are  strug- 
gling with  cost  containment  while 
trying  to  expand  access  and  en- 
sure quality.  The  best  numerical 
argument  against  physician-as- 
sisted suicide  is  not  the  disputed 
number  of  patients  euthanized  in 
the  Netherlands  each  year,  but 
rather  the  37  million  Americans 
who  are  uninsured  or  underin- 
sured in  the  United  States  each 
day.  It  is  ironic  that  now,  as  the 
United  States  is  considering  uni- 
versal health  insurance,  one  of  the 
"minimum"  benefits  should  be 
the  option  of  physician-assisted 
suicide. 

Medicine  is  not  a value-neu- 
tral enterprise,  but  rather  a profes- 
sion with  ends  and  goals  that 


I feel  that  the  current  attitude 
of  organized  medicine  about  the 
Clinton  health  plan  is  to  bend 
over  and  enjoy  it. 

This  is  not  necessary.  Bureau- 
crats cannot  deliver  health  care. 
Doctors  can.  They  cannot  put  all 
of  us  in  jail  if  we  all  refuse  to  col- 


include striving  for  health,  curing 
the  sick  when  possible,  and  al- 
ways caring  for  ill  patients  who 
seek  help.  Trust  involves  the  ex- 
pectation that  others  will  respect 
moral  limits  and  rests  in  the 
knowledge  that  medicine  has  an 
intrinsically  humanitarian  end  - to 
cure,  to  care  for  and  to  comfort 
the  sick.  In  order  to  retain  public 
trust  and  maintain  our  ethical 
center,  we  must  remain  devoted 
to  these  goals.  Procedural  safe- 
guards will  not  be  enough  to  pro- 
tect patients  from  diagnostic  error 
or  inadequate  treatment.  Support 
for  physician-assisted  suicide  or 
active  voluntary  euthanasia  ac- 
knowledges that  we  have  finally 
failed  in  our  commitment  not  to 
abandon  one  another.2  □ 
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Gregory  Gramelspacher,  M.D. 
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laborate. 

Just  think  about  it.  What  will 
those  pompous  bureaucrats  do  if 
we  all  refuse  to  collaborate?  I for 
one  will  not  collaborate.  □ 


Robert  C.  Colvin,  M.D. 
Newburgh 
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Dear  ISMA  Member: 

The  ISMA  is  in  the  process  of  expanding  and  updating  its  LEGISLATIVE  KEY  CONTACT  PROGRAM  to  increase  involve- 
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what  relationship  you  have  with  the  lawmaker  listed.  A previously  established  relationship  is  not  necessary  for  participation  in 
the  Legislative  Key  Contact  Program. 

HOW  ARE  YOU  ACQUAINTED? 
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Dosage  must  be  individualized;  the  fixed 
combination  is  not  for  initial  therapy 
Evaluation  of  the  hypertensive  patient 
should  always  include  assessment 
of  renal  function. 
For  a Brief  Summary  of  Prescribing 
Information,  see  adjacent  pages. 


At  first  glance,  it's  the  beauty  of  a rose 
that  catches  the  eye.  The  vibrant  color.  The 
delicately  shaped  petals.  But  study  it  more 
closely,  and  its  elegance  becomes  apparent — 
a gentle  blend  of  softness  and  strength. 

At  first  glance,  it's  the  enhanced  performance 
of  Vaseretic  that  catches  the  eye.  But  study 
Vaseretic  more  closely,  and  its  elegance 
becomes  apparent.  The  way  its  one-tablet, 
once-a-day  dosage  minimizes  multiple 


medications.  Minimizes  insurance 
copayments.  And  minimizes  potassium 
supplementation. 

A hybrid  blending  of  tolerability  and  power 
that's  available  for  the  right  patient.  Vaseretic 
is  indicated  for  the  treatment  of  hypertension 
in  patients  for  whom  combination  therapy  is 
appropriate. 

And  an  elegant  discovery  for  your  practice. 


USE  IN  PREGNANCY:  When  used  in 
pregnancy  during  the  second  and  third 
trimesters,  ACE  inhibitors  can  cause  injury 
and  even  death  to  the  developing  fetus. 

When  pregnancy  is  detected,  Vaseretic' 
(Enalapril  Maleate-f  lydrochlorothia/.ide) 
should  be  discontinued  as  soon  as  possible. 
See  WARNINGS,  Fctnl/Neonntal  Morbidity 
mid  Mortality. 
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VASERETIC 

(ENALAPRIL  MALEATE-HVDROCHLOROTHI AZIDE) 


USE  IN  PREGNANCY:  When  used  in  pregnancy  during  the  second 
and  third  trimesters,  ACE  inhibitors  can  cause  injury  and  even  death  to 
the  developing  fetus.  When  pregnancy  is  detected,  VASERETIC 
(Enalapril  Maleate-Hvdrochlorotniazide)  should  be  discontinued  as  soon 
as  possible  See  WARNINGS,  Fetal/Neonatal  Morbidity  mid  Mortality. 


CONTRAINDICATIONS:  VASERETIC  is  contraindicated  in  patients  who 
are  hypersensitive  to  any  component  of  this  product  and  in  patients  with  a 
history  of  angioedema  related  to  previous  treatment  with  an  angiotensin 
converting  enzyme  inhibitor  Because  of  the  hydrochlorothiazide  compo- 
nent, this  product  is  contraindicated  in  patients  with  anuna  or  hypersensitiv- 
ity to  other  sulfonamide-denved  drugs. 

WARNINGS:  General;  Enalapril  Maleate ; Hyuotension:  Excessive  hypotension 
was  rarely  seen  in  uncomplicated  hypertensive  patients  but  is  a possible  con- 
sequence of  enalapnl  use  in  severely  salt/volume  depleted  persons  such  as 
those  treated  vigorously  with  diuretics  or  patients  on  dialysis 

Syncope  has  been  reported  in  1 3 percent  of  patients  receiving 
VASERETIC  In  patients  receiving  enalapnl  alone,  the  incidence  of  syncope 
is  0.5  percent  The  overall  incidence  of  syncope  may  be  reduced  by  proper 
titration  of  the  individual  components  (See  PRECAUTIONS,  Drug 
Interactions,  and  ADVERSE  REACTIONS ) 

In  patients  with  severe  congestive  heart  failure,  with  or  without  associated 
renal  insufficiency,  excessive  hypotension  has  been  observed  and  may  be 
associated  with  ofiguria  and/or  progressive  azotemia,  and  rarely  with  acute 
renal  failure  and/or  death  Because  of  the  potential  fall  in  blood  pressure  in 
these  patients,  therapy  should  be  started  under  very  close  medical  supervi- 
sion. Such  patients  snould  be  followed  closely  for  the  first  two  weeks  of  treat- 
ment and  whenever  the  dose  of  enalapril  and/or  diuretic  is  increased 
Similar  considerations  may  apply  to  patients  with  ischemic  heart  or  cere- 
brovascular disease,  in  whom  an  excessive  fall  in  blood  pressure  could  result 
in  a myocardial  infarction  or  cerebrovascular  accident 

If  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position 
and,  if  necessary',  receive  an  intravenous  infusion  of  normal  saline.  A tran- 
sient hypotensive  response  is  not  a contraindication  to  further  doses,  which 
usually  can  be  given  without  difficulty  once  the  blood  pressure  has  increased 
after  v olume  expansion 

Angioedema:  Angioedema  of  the  face,  extremities,  lips,  tongue,  glottis 
and/or  larynx  has  been  reported  in  patients  treated  with  angiotensin  convert- 
ing enzyme  inhibitors,  including  enalapnl  In  such  cases  VASERETIC  should 
be  promptly  discontinued  and  appropnate  therapy  and  momtonng  should  be 
provided  until  complete  and  sustained  resolution  of  signs  and  symptoms  has 
occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips  the 
condition  has  generally  resolved  without  treatment,  although  antihistamines 
have  been  useful  in  relieving  symptoms.  Angioedema  associated  with  laryn- 
geal edema  may  be  fatal  Where  there  is  involvement  of  the  tongue,  glottis  or 
larynx,  likely  to  cause  airway  obstruction,  appropriate  therapy,  e g.,  subcuta- 
neous epinephrine  solution  1:1000  (0.3  mL  to  0.5  mL)  and/or  measures  neces- 
sary to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE 
REACTIONS ) 

Patients  with  a history'  of  angioedema  unrelated  to  ACE  inhibitor  therapy 
mav  be  at  increased  risk  of  angioedema  while  receiving  an  ACE  inhibitor 
(see  also  CONTRAINDICATIONS). 

Neutropeiiia/Airanulocylosh:  Another  angiotensin  converting  enzyme 
inhibitor,  captopnl,  has  been  shown  to  cause  agranulocytosis  and  none  mar- 
row depression,  rarely  in  uncomplicated  patients  but  more  frequently  in 
patients  with  renal  impairment  especially  it  they  also  have  a collagen  vascu- 
lar disease  Available  data  from  clinical  trials  of  enalapnl  are  insufficient  to 
show  that  enalapril  does  not  cause  agranulocytosis  at  similar  rates. 
Marketing  expenence  has  revealed  several  cases  of  neutropenia  or  agranulo- 
cytosis in  wnich  a causal  relationship  to  enalapril  cannot  be  excluded, 
renod  ic  momtonng  of  white  blood  cell  counts  in  patients  with  collagen  vas- 
cular disease  and  renal  disease  should  be  considered 
Hydrochlorothiazide  Thiazides  should  be  used  with  caution  in  severe  renal 
disease  In  patients  with  renal  disease,  thiazides  mav  precipitate  azotemia 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function 

Thiazides  should  be  used  with  caution  in  patients  with  impaired  hepatic 
function  or  progressive  liver  disease,  since  minor  alterations  of  fluid  and 
electrolyte  balance  may  precipitate  hepatic  coma 

Sensitivity  reactions  may  occur  in  patients  with  or  without  a history  of 
allergy  or  bronchial  asthma 

Tne  possibility  of  exacerbation  or  activation  of  systemic  lupus  ery- 
thematosus has  been  reported 

Lithium  generally  should  not  be  given  with  thiazides  (see  PRECAU- 
TIONS, Drug  Interactions  Enalapril  Maleatc  and  Hydrochlorothiazide) 

Pregnanaj;  Enalapril-Hydrochlorothiazide:  There  was  no  teratogenicity  in  rats 
riven  up  to  90  mg/kg/dav  of  enalapnl  (150  times  the  maximum  human 
ose)  in  combination  with  10  mg/kg/dav  of  hydrochlorothiazide  (2  V:  times 
the  maximum  human  dose)  or  in  mice  given  up  to  30  mg/kg/dav  of 
enalapril  (50  times  the  maximum  human  dose)  in  combination  with  10 
mg/kg/dav  of  hydrochlorothiazide  (2  '/:  times  the  maximum  human  dose) 
At  these  doses,  fetotoxicity  expressed  as  a decrease  in  average  fetal  weight 
occurred  in  both  species  No  fetotoxicity  occurred  at  lower  doses,  30/10 
mg/kg/dav  of  enalapnl-hvdrochlorothiazide  in  rats  and  10/10  mg/kg/day 
of  enalapnf-hvdrochlorothi’azide  in  mice 

When  used  in  pregnancy  during  the  second  and  third  trimesters,  ACE 
inhibitors  can  cause  injury  and  even  death  to  the  developing  fetus.  When 
pregnancy  is  deta'ted,  VASERETIC  should  be  discontinued  as  soon  as  possi- 
ble. (See  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality,  below.) 
Enalapril  Maleate,  Fetal/Neonatal  Morbidity  and  Mortality:  ACE  inhibitors  can 
cause  fetal  and  neonatal  morbidity  and  death  when  administered  to  preg- 
nant women  Several  dozen  cases  haw  been  reported  in  the  world  literature 
When  pregnancy  is  detected,  ACE  inhibitors  should  be  discontinued  as  soon 
as  possible 

The  use  of  ACE  inhibitors  during  the  second  and  third  trimesters  of  preg- 
nancy has  been  associated  with  fetal  and  neonatal  injurv,  including  hypoten- 
sion, neonatal  skull  hvpoplasia,  anuna,  reversible  or  irreversible  renal  failure, 
and  death.  Oligohydramnios  has  also  been  reported,  presumably  resulting 
from  decreased  fetal  renal  function;  oligohydramnios  in  this  setting  has  been 
associated  with  fetal  limb  contractures,  craniofacial  deformation,  and 
hypoplastic  lung  development.  Prematuntv,  intrauterine  growth  retardation, 
and  patent  ductus  artenosus  have  also  been  reported,  although  it  is  not  clear 
whether  these  occurrences  were  due  to  the  ACE-inhibitor  exposure. 

These  adverse  effects  do  not  appear  to  have  resulted  from  intrauterine 
ACE-inhibitor  exposure  that  has  been  limited  to  the  first  trimester  Mothers 
whose  embrvos  and  fetuses  are  exposed  to  ACE  inhibitors  only  during  the 
first  trimester  should  be  so  informed.  Nonetheless,  when  patients  become 
pregnant,  (physicians  should  make  every  effort  to  discontinue  the  use  of 
VASERETIC  as  soon  as  possible 

Rarely  (probably  less  often  than  once  in  every  thousand  pregnancies),  no 


alternative  to  ACE  inhibitors  will  be  found.  In  these  rare  cases,  the  mothers 
should  be  apprised  of  the  potential  hazards  to  their  fetuses,  and  serial  ultra- 
sound examinations  should  be  performed  to  assess  the  intraammotic  envi- 
ronment 

If  oligohydramnios  is  observed,  VASERETIC  should  be  discontinued 
unless  it  is  considered  lifesaving  for  the  mother.  Contraction  stress  testing 
(CST),  a non-stress  test  (NST),  or  biophysical  profiling  (BPP)  may  be  appro- 
priate, depending  upon  the  week  of  pregnancy.  Patients  and  physicians 
should  be  aware,  however,  that  oligohydramnios  may  not  appear  until  after 
the  fetus  has  sustained  irreversible  injury. 

Infants  with  histones  of  in  utero  exposure  to  ACE  inhibitors  should  be 
closely  observed  for  hypotension,  oliguria,  and  hyperkalemia.  If  oliguria 
cKcurs,  attention  should  be  directed  toward  support  of  blood  pressure  and 
renal  perfusion  Exchange  transfusion  or  dialysis  may  be  required  as  means 
of  reversing  hypotension  and/or  substituting  for  disordered  renal  function. 
Enalapril,  which  crosses  the  placenta,  has  been  removed  from  neonatal  circu- 
lation by  peritoneal  dialysis  with  some  clinical  benefit,  and  theoretically  mav 
be  removed  by  exchange  transfusion,  although  there  is  no  expenence  with 
the  latter  procedure 

No  teratogenic  effects  of  enalapnl  were  seen  in  studies  of  pregnant  rats, 
and  rabbits.  On  a mg/ kg  basis,  the  doses  used  were  up  to  333  times  (in  rats), 
and  50  times  (in  rabbits)  the  maximum  recommended  human  dose. 
Hydrochlorothiazide;  Teratogenic  Effects  Reproduction  studies  in  the  rabbit,  the 
mouse  and  the  rat  at  doses  up  to  100  mg/kg/dav  (50  times  the  human  dose) 
showed  no  evidence  of  external  abnormalities  of  the  fetus  due  to 
hydrochlorothiazide  Hydrochlorothiazide  given  in  a two-litter  study  in  rats  at 
doses  of  4 - 5 6 mg/kg/dav  (approximately  1 - 2 times  the  usual  daily  human 
dose)  did  not  impair  fertility  or  produce  birth  abnormalities  in  the  offspring. 
Thiazides  cross  the  placentafbarner  and  appear  in  cord  blood 

Non  teratogenic  Effect s These  may  include  fetal  or  neonatal  jaundice,  throm- 
boevtopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

PRECAUTIONS:  General,  Enalapril  Maleate,  Impaired  Renal  Function  Asa  con- 
sequence of  inhibiting  the  renin-angiotensin-aldosterone  system,  changes  in 
renal  function  mav  be  anticipated  in  susceptible  individual’s.  In  patients  with 
severe  congestive  heart  failure  whose  renal  function  mav  depend  on  the 
activity  of  the  renin-angiotensin-aldosterone  system,  treatment  with 
angiotensin  converting  enzyme  inhibitors,  including  enalapnl,  may  be  associ- 
ated with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal 
failure  and/or  death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal 
artery  stenosis,  increases  in  blood  urea  nitrogen  and  serum  creatinine  were 
observed  in  20  percent  of  patients  These  increases  were  almost  always 
reversible  upon  discontinuation  of  enalapnl  and/or  diuretic  therapy.  In  such 
patients  renal  function  should  be  monitored  during  the  first  few  weeks  of 
therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  pre- 
existing renal  vascular  disease  have  developed  increases  in  blood  urea  and 
serum  creatinine,  usually  minor  and  transient,  especially  when  enalapnl  has 
been  given  concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in 
patients  with  pre-existing  renal  impairment  Dosage  reduction  of  enalapril 
and/or  discontinuation  of  the  diuretic  may  be  required. 

Evaluation  of  the  hypertensive  patient  should  always  include  assess- 
ment of  renal  function. 

Hemodialysis  Patients  Anaphylactoid  reactions  have  been  reported  in 
patients  dialyzed  with  high-flux  membranes  (e  g , AN  69*)  and  treated  con- 
comitantly with  an  ACE  inhibitor  In  these  patients  consideration  should  be 
given  to  using  a different  type  of  dialysis  membrane  or  a different  class  of 
antihypertensive  agent 

Hyperkalemia  Elevated  serum  potassium  (greater  than  5.7  mEq/L)  was 
observed  in  approximately  one  percent  of  hypertensive  patients  in  clinical  tri- 
als treated  with  enalapril  alone  In  most  cases  these  were  isolated  values 
which  resolved  despite  continued  therapy,  although  hyperkalemia  was  a 
cause  of  discon hnuation  of  therapy  in  0.28  percent  of  hypertensive  patients. 
Hyperkalemia  was  less  frequent  (approximately  0.1  percent)  in  patients  treat- 
ed with  enalapril  plus  hydrochlorotniazide.  Risk  factors  for  the  development 
of  hyperkalemia  include  renal  insufficiency,  diabetes  mellitus,  and  the  con- 
comitant use  of  potassium-sparing  diuretics,  potassium  supplements  and/or 
potassium-containing  salt  substitutes,  which  should  be  used  cautiously,  if  at 
all,  with  enalapril.  (See  Drug  Interactions  ) 

Cough  Cough  has  been  reported  with  the  use  of  ACE  inhibitors. 
Characteristically,  the  cough  is  nonproductive,  persistent  and  resolves  after 
discontinuation  of  therapy  ACE  inhibitor-induced  cough  should  be  consid- 
ered as  part  of  the  differential  diagnosis  of  cough. 

Surgenj/Anesthesia:  In  patients  undergoing  ma|or  surgery  or  during  anes- 
thesia with  agents  that  produce  hypotension,  enalapril  may  block 
angiotensin  II  formation  secondary  to  compensatory  renin  release.  If 
hypotension  occurs  and  is  considered  to  be  due  to  this  mechanism,  it  can  be 
corrected  by  volume  expansion 

Hydrochlorothiazide  Periodic  determination  of  serum  electrolytes  to  detect 
possible  electrolyte  imbalance  should  be  performed  at  appropnate  intervals. 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs 
of  fluid  or  electrolyte  imbalance:  hyponatremia,  hypochloremic  alkalosis,  and 
hypokalemia  Serum  and  urine  electrolyte  determinations  are  particularly 
important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral 
fluids.  Warning  signs  or  symptoms  of  fluid  and  electrolyte  imbalance,  irre- 
spective of  cause,  include  dryness  of  mouth,  thirst,  weakness,  lethargy, 
drowsiness,  restlessness,  confusion,  seizures,  muscle  pains  or  cramps,  mus- 
cular fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  distur- 
bances such  as  nausea  and  vomiting. 

Hypokalemia  mav  develop,  especially  with  brisk  diuresis,  when  severe 
cirrhosis  is  present,  or  after  prolonged  therapy  Interference  with  adequate 
oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hypokalemia  may 
cause  cardiac  arrhvthmia  and  mav  also  sensitize  or  exaggerate  the  response 
of  the  heart  to  the  toxic  effects  of  digitalis  (e  g.,  increased  ventricular  irritabili- 
ty). Because  enalapril  reduces  the  production  of  aldosterone,  concomitant 
therapy  with  enalapnl  attenuates  tne  diuretic-induced  potassium  loss  (see 
Drug  Interactions,  Agents  Increasing  Serum  Potassium/. 

Although  any  cnloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease),  chloride  replacement  may  be  required  in  the 


treatment  of  metabolic  alkalosis. 

Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather;  |] 
appropriate  therapy  is  water  restriction,  rather  than  administration  of  salt  I 

except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  I 

salt  depletion,  appropnate  replacement  is  the  therapy  of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  I] 
patients  receiving  thiazide  therapy. 

In  diabetic  patients  dosage  adjustments  of  insulin  or  oral  hypoglycemic  U 
agents  may  be  required  Hyperglycemia  may  occur  with  thiazide  diuretics.  1 
Thus  latent  diabetes  mellitus  may  become  manifest  dunng  thiazide  therapy 

The  antihypertensive  effects  of  the  drug  may  be  enhanced  in  the  postsvm-  1 
pathectomy  patient. 

If  progressive  renal  impairment  becomes  evident  consider  withholding  or  i| 
discontinuing  diuretic  therapy. 

Thiazides  nave  been  shown  to  increase  the  urinary  excretion  of  magne-  I 
sium;  this  may  result  in  hvpomagnesemia. 

Thiazides  mav  decrease  urinary  calcium  excretion.  Thiazides  may  cause  I 
intermittent  and  slight  elevation  of  serum  calcium  in  the  absence  of  known  M 
disorders  of  calcium  metabolism  Marked  hypercalcemia  may  be  evidence  of  I 
hidden  hyperparathyroidism.  Thiazides  should  be  discontinued  before  car-  I 
rving  out  tests  for  parathyroid  function. 

Increases  in  cholesterol  and  triglyceride  levels  may  be  associated  with  thi-  1 
azide  diuretic  therapy 

Information  for  Patients,  Angioedema  Angioedema,  including  laryngeal  edema,  | 
may  occur  especially  following  the  first  dose  of  enalapril.  Patients  should  be  I 
so  advised  and  told  to  report  immediately  anv  signs  or  symptoms  suggesting  9 
angioedema  (swelling  of  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  9 
swallowing  or  breathing)  and  to  take  no  more  drug  until  they  have  consulted  9 
with  the  prescribing  physician. 

Hypotension:  Patients  should  be  cautioned  to  report  lightheadedness  espe-  I 
ciallv  during  the  first  few  days  of  therapy  If  actual  syncope  occurs,  the  9 
patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  I 
with  the  prescribing  physician. 

All  patients  should  be  cautioned  that  excessive  perspiration  and  dehydra-  I 
tion  mav  lead  to  an  excessive  fall  in  blood  pressure  because  of  reduction  in  9 
fluid  volume.  Other  causes  of  volume  depletion  such  as  vomiting  or  diarrhea  9 
may  also  lead  to  a fall  in  blood  pressure;  patients  should  be  advised  to  con-  9 
suit  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  1 
potassium  without  consulting  their  physician. 

Neutropenia.  Patients  should  be  tola  to  report  promptly  any  indication  of  1 : 
infection  (e  g.,  sore  throat,  fever)  which  may  be  a sign  of  neutropenia. 

Pregnancy  Female  patients  of  childbearing  age  should  be  told  about  the  I 
consequences  of  second-  and  third-trimester  exposure  to  ACE  inhibitors,  and  1 
they  snould  also  be  told  that  these  consequences  do  not  appear  to  have  I 
resulted  horn  intrauterine  ACE-inhibitor  exposure  that  has  been  limited  to  1 
the  first  trimester.  These  patients  should  be  asked  to  report  pregnancies  to  fl 
their  physicians  as  soon  as  possible. 

NOTE  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  la 
with  VASERETIC  is  warranted  This  information  is  intended  to  aid  in  the  ] 
safe  and  effective  use  of  this  medication.  It  is  not  a disclosure  of  all  possible  I 
adverse  or  intended  effects 

Drug  Interactions,  Enalapril  Maleate,  Hypotension— Patients  on  Diuretic  Therapy:  I 

Patients  on  diuretics  and  especially  those  in  whom  diuretic  therapy  was  I 
recently  instituted,  may  occasional^  experience  an  excessive  reduction  of  I 
blood  pressure  after  initiation  of  therapy  with  enalapril.  The  possibility  of  \ 
hypotensive  effects  with  enalapnl  can  be  minimized  by  either  discontinuing  I 
the  diuretic  or  increasing  the  salt  intake  pnor  to  initiation  of  treatment  with 
enalapril  If  it  is  necessary  to  continue  the  diuretic,  provide  medical  supervi- 
sion  for  at  least  two  hours  and  until  blood  pressure  has  stabilized  for  at  least  I • 
an  additional  hour  (See  WARNINGS.) 

Agents  Causing  Renin  Release ' The  antihypertensive  effect  of  enalapnl  is  | 
augmented  bv  antihypertensive  agents  that  cause  renin  release  (e.g.,  aiuret-  1 

ICS) 

Other  Cardiovascular  Agents:  Enalapnl  has  been  used  concomitantly  with  1 
beta  adrenergic-blocking  agents,  methvldopa,  nitrates,  calcium-blocking  I 
agents,  hydralazine  and  prazosin  without  evidence  of  clinically  significant  fl 
adverse  interactions. 

Agents  Increasing  Serum  Potassium . Enalapril  attenuates  diuretic-induced  I 
potassium  loss.  Potassium-sparing  diuretics  (e  g.,  spironolactone,  tri-  J 
amterene,  or  amiloride),  potassium  supplements,  or  potassium-containing  fl 
salt  substitutes  may  lead  to  significant  increases  in  serum  potassium,  j 
Therefore,  if  concomitant  use  of  these  agents  is  indicated  because  of  demon-  1 
strated  hypokalemia  they  should  be  used  with  caution  and  with  frequent  I 
monitoring  of  serum  potassium. 

Lithium  Lithium  toxicity  has  been  reported  in  patients  receiving  lithium  j 
concomitantly  with  drugs  which  cause  elimination  of  sodium,  including  I 
ACE  inhibitors.  A few  cases  of  lithium  toxiotv  have  been  reported  in  patients  j 
receiving  concomitant  enalapnl  and  lithium  and  were  reversible  upon  dis-  fl 
continuation  of  both  drugs.  It  is  recommended  that  serum  lithium  levels  be  fl 
monitored  frequently  if  enalapnl  is  administered  concomitantly  with  lithium.  I ’ 
Hydrochlorothiazide,  When  administered  concurrently  the  following  drugs  I 
mav  interact  with  thiazide  diuretics: 

Alcohol,  barbiturates,  or  narcotics— potentiation  of  orthostatic  hypotension  I > 
may  occur 

Antidiabetic  drugs  (oral  agents  and  insulin) — dosage  adjustment  of  the  I 
anhdiabetic  drug  may  be  required 

Other  antihypertensiiv  drugs— additive  effect  or  potentiation. 

Cholestyramine  and  colestipol  resms— Absorption  of  hydrochlorothiazide  is  1 
impaired  in  the  presence  of  anionic  exchange  resins.  Single  doses  of  either  1 
cholestyramine  or  colestipol  resins  bind  the  hydrochlorothiazide  and  reduce  fl 
its  absorption  from  the  gastrointestinal  tract  by  up  to  85  and  43  percent,  9 
respectively. 

Corticosteroids,  ACTH— intensified  electrolyte  depletion,  particularly  I 
hypokalemia. 

Pressor  amines  (e.g.,  norepinephrine i— possible  decreased  response  to  pres-  H 
sor  amines  but  not  sufficient  to  preclude  their  use. 

Skeletal  muscle  relaxants,  nondepolarizing  (e.g.,  tubocurarine)— possible  I 
increased  responsiveness  to  the  muscle  relaxant. 

Lithium — should  not  generally  be  given  with  diuretics  Diuretic  agents  I ~ 
reduce  the  renal  clearance  of  lithium  and  add  a high  risk  of  lithium  toxicity.  1 
Refer  to  the  package  insert  for  lithium  preparations  before  use  of  such  I 
preparations  with  VASERETIC 

Non-steroidal  Anti-inflammatory  Drugs— In  some  patients,  the  administration  fl 

of  a non-steroidal  anti-inflammatory  agent  can  reduce  the  diuretic,  natnurehc,  i 
and  antihypertensive  effects  of  loop,  potassium-sparing  and  thiazide  diuretics,  i 1 
Therefore,  when  VASERETIC  and  non-steroidal  anti-inflammatory  agents  are  j> 
used  concomitantly,  the  patient  should  be  observed  closely  to  determine  if  the  ;l 
desired  effect  of  the  diuretic  is  obtained 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Enalapnl  in  combination  !j 
with  hydrochlorothiazide  was  not  mutagenic  in  the  Ames  microbial  muta-  jj 
gen  test  with  or  without  metabolic  activation  Enalapnl-hvdrochlorothiazide  if 
did  not  produce  DNA  single  strand  breaks  in  an  in  vitro  alkaline  elution  I 
assay  in  rat  hepatoevtes  or  chromosomal  aberrations  in  an  in  viw  mouse  B 
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bone  marrow  assay 

Enalapril  Maleate  There  was  no  ev  idence  of  a tumorigemc  effect  when  enalapril  was  administered  for 
106  weeks  to  rats  at  doses  up  to  90  mg/kg/dav  (150  times*  the  maximum  daily  human  dose)  Enalapril 
has  also  been  administered  tor  94  weeks  to  male  and  female  mice  at  doses  up  to  90  and  180  mg/kg/chv, 
respectively,  (150  and  300  times*  the  maximum  daily  dose  for  humans)  ana  showed  no  evidence  of  car- 
cinogenicity 

Neither  enalapnl  maleate  nor  the  active  diacid  was  mutagenic  in  the  Ames  microbial  mutagen  test 
with  or  without  metabolic  activation  Enalapril  was  also  negative  in  the  following  genotoxicitv  studies, 
rec-assav,  reverse  mutation  assay  with  L con.  sister  chromatid  exchange  with  cultured  mammalian  cells, 
and  the  micronucleus  test  with  mice,  as  well  as  in  an  in  viw  cvtogenic  study  using  mouse  bone  marrow 

There  were  no  adverse  effects  on  reproductive  performance  in  male  and  female  rats  treated  with  10 
to  90  mg/kg/day  of  enalapril. 

Hydrikmorolhiazide:  Two-year  feeding  studies  in  mice  and  rats  conducted  under  the  auspices  of  the 
National  Toxicology  Program  (NTP)  uncovered  no  evidence  of  a carcinogenic  potential  of 
hydrochlorothiazide  in  female  mice  (at  doses  of  up  to  approximately  600  mg/kg/day)  or  in  male  and 
female  rats  (at  doses  of  up  to  approximately  100  mg/kg/day)  The  NTP,  however,  found  equivocal  ev  i- 
dence  for  hepatocarci nogen icitv  in  male  mice 

Hydrochlorothiazide  was  not  genotoxic  in  vitro  in  the  Ames  mutagenicity  assay  of  Snl  monel  In 
tm>lumurium  strains  TA  98,  TA  HX),  I A 1535,  TA  1537,  and  TA  1538  and  in  the  Chinese  Hamster  Ovary 
(CHO)  test  for  chromosomal  aberrations,  or  in  vnv  in  assays  using  mouse  germinal  cell  chromosomes, 
Chinese  hamster  bone  marrow  chromosomes,  and  the  Drdsmihila  sex-linked  recessive  lethal  trait  gene 
Positive  test  results  were  obtained  only  in  the  in  vitro  CHO  Sister  Chromatid  Exchange  (clastogen icitv) 
and  in  the  Mouse  Lymphoma  Cell  (mutagenicity)  assays,  using  concentrations  of  hydrochlorothiazide 
from  43  to  1 300  (jg/mL,  and  in  the  Aspergillus  nlditlaiis  non-d inunction  assay  at  an  unspecified  concen- 
tration 

Hydrochlorothiazide  had  no  adverse  effects  on  the  fertility'  of  mice  and  rats  of  either  sex  in  studies 
wherein  these  species  were  exposed,  via  their  diet,  to  doses  of  up  to  100  and  4 mg/kg,  respectively, 
prior  to  conception  and  throughout  gestation 

Pregnancy;  Pregnancy  Categories  C (first  tnmester)  tint 1 D (second  and  third  trimesters)  See  WARNINGS, 
Pregnancy.  Enalapril  Maleate,  Fetal/Neonatal  Morbidity  mid  Mortnlih/ 

Nuning  Mothers  Enalapril  and  enalaprilat  are  detected  in  human  milk  in  trace  amounts  Thiazides  do 
appear  in  human  milk  because  of  the  potential  for  serious  reactions  in  nursing  infants  from  either  drug, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  VASERETIC,  taking  into 
account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS:  VASERETIC  has  been  evaluated  for  safety  in  more  than  1500  patients, 
including  over  300  patients  treated  for  one  vear  or  more  In  clinical  tnals  with  VASERETIC  no  adverse 
experiences  peculiar  to  this  combination  drug  have  been  observed  Adverse  experiences  that  have 
occurred,  have  been  limited  to  those  that  have  been  previously  reported  with  enalapril  or 
hydrochlorothiazide 

The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  dizziness  (8  6 percent), 
headache  (5.5  percent),  fatigue  (3.9  percent)  and  cough  (3  5 percent)  Adverse  experiences  occurring  in 
greater  than  two  percent  of  patients  treated  with  VASERETIC  in  controlled  clinical  tnals  were:  muscle 
cramps  (2.7  percent),  nausea  (2  5 percent),  asthenia  (2.4  percent),  orthostatic  effects  (2.3  percent),  impo- 
tence (2.2  percent),  and  diarrhea  (2 1 percent) 

Clinical  adverse  expenences  occurring  in  0.5  to  2.0percent  of  patients  in  controlled  tnals  included  ftx/i/ 
As  A Whole  Svncope,  chest  pain,  abdominal  pain,  Cardioivscuiar:  Orthostatic  hypotension,  palpitation, 
tachycardia;  Digestive  Vomiting,  dyspepsia,  constipation,  flatulence,  dry  moiitn;  Nervous/Psychiatric 
Insomnia,  nervousness,  paresthesia,  somnolence,  vertigo,  Skin.  Pruritus,  rash;  Other  Dvspnea,  gout,  back 
pain,  arthralgia,  diaphoresis,  decreased  libido,  tinnitus,  urinary  tract  infection 

Angioedema  Angioedema  has  been  reported  in  patients  receiving  VASERETIC  (0.6  percent) 
Angioedema  associated  with  larvngeal  edema  may  be  fatal  If  angioedema  of  the  face,  extremities,  lips, 
tongue,  glottis  and/or  larynx  occurs,  treatment  with  VASERETIC  should  be  discontinued  and  appropri- 
ate therapy  instituted  immediately  (See  WARNINGS.) 

Hypotension:  In  clinical  trials,  adverse  effects  relating  to  hvpotension  occurred  as  follows  hypotension 
(09  percent),  orthostatic  hypotension  ( 1 .5  percent),  other  orthostatic  effects  (2  3 percent)  In  addition  svn- 
cope occurred  in  1 .3  percent  of  patients.  (See  WARNINGS.) 

Cough  See  PRECAUTIONS,  Cough 

Clinical  Laboratory  Test  Findings,  Serum  Electrolytes  See  PRECAUTIONS 

Creatinine,  Blood  Urea  Nitrogen  In  controlled  clinical  trials  minor  increases  in  blood  urea  nitrogen  and 
serum  creatinine,  reversible  upon  discontinuation  of  therapy,  were  observed  in  about  0.6  percent  of 
patients  with  essential  hypertension  treated  with  VASERETIC  More  marked  increases  nave  been 
reported  in  other  enalapril  experience  Increases  are  more  likelv  to  occur  in  patients  with  renal  artery 
stenosis  (See  PRECAUTIONS.) 

Serum  Uric  Acid,  Glucose,  Magnesium,  and  Calcium  See  PRECAUTIONS 

Hemoglobin  and  Hematocrit  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of 
approximately  0.3  g percent  and  1.0  vol  percent,  respectively)  occur  frequently  in  hypertensive  patients 
Seated  with  VASERETIC  but  are  rarely  of  clinical  importance  unless  another  cause  of  anemia  coexists. 
In  clinical  trials,  less  than  0 1 percent  of  patients  discontinued  therapy  due  to  anemia 

Lnvr  Function  Tests  Rarely,  elevations  of  liver  enzymes  and/or  serum  bilirubin  have  occurred 
Other  adverse  reactions  that  have  been  reported  with  the  individual  components  are  listed  below  and, 
within  each  category,  are  in  order  of  decreasing  severity 

Enalapril  Maleate—  Enalapril  has  been  ev  aluated  for  safety  in  more  than  10, (XX)  patients  In  clinical  trials 
adverse  reactions  which  occurred  with  enalapril  were  also  seen  with  VASERETIC  However,  since 
enalapril  has  been  marketed,  the  following  adverse  reactions  have  been  reported  Body  As  A Whole 
Anaphylactoid  reactions  (see  PRECAUTIONS,  Hemodialysis  Patients),  Cardiovascular  Cardiac  arrest; 
myocardial  infarction  or  cerebrovascular  accident,  possibly  secondary  to  excessive  hypotension  in  high  nsk 
patients  (see  WARNINGS,  Hypotension)’  pulmonary  embolism  and  infarction;  pulmonary  edema,  rnvthm 
disturbances  including  atrial  tachycardia  and  bradycardia;  atrial  fibrillation,  hypotension,  angina  pectoris; 
Digest  lie  Ileus,  pancreatitis,  hepatic  failure,  hepatitis  (hepatocellular  [proven  on  rechallenge)  or  cholestatic 
jaundice),  melena,  anorexia,  glossitis,  stomatitis,  dry  mouth,  Hematologic : Rare  cases  of  neutropenia,  throm- 
bocytopenia and  bone  marrow  depression.  Hemolytic  anemia,  including  cases  of  hemolysis  in  patients 
with  G-6-PD  deficiency,  has  been  reported,  a causil  relationship  to  enalapnl  has  not  been  established 
Nenvus  System/Psycluatru  Depression,  confusion,  ataxia,  peripheral  neuropathy  (e  g , paresthesia,  dyses- 
thesia), Urogenital  Renal  failure,  oliguna,  renal  dysfunction  (see  PRECAUTIONS),  flank  pain,  gynecomas- 
tia, Respiratory  Pulmonary  infiltrates,  bronchospasm,  pneumonia,  bronchitis,  rhinorrhea,  sore  throat  and 
hoarseness,  asthma,  upper  respirator)'  infection;  Skin:  Exfoliative  dermatitis,  toxic  epidermal  necrolysis, 
Stevens-Johnson  syndrome,  herpes  zoster,  erythema  multiforme,  urticana,  pemphigus,  alopecia,  flushing, 
photosensitivity,  Swcial  Senses:  blurred  vision,  taste  alteration,  anosmia,  conjunctivitis,  dry  eves,  tearing 

Miscellaneous  A symptom  complex  has  been  reported  which  mav  include  a positive  AN  A,  an  elevat- 
ed erythrocyte  sedimentation  rate,  arthralgia/arthritis,  myalgia /myositis,  fever,  serositis,  xasculitis, 
leukocytosis,  eosinophilia,  photosensitivity,  rash  and  other  dermatologic  manifestations. 

Fetal /Neonatal  Morbidity  and  Mortality  See  WARNINGS,  Pregnancy , Enalapril  Maleate,  Fetal/Neonatal 
Morbidity  and  Mortality 

Hydrochlorothiazide— Body  as  a Whole  Weakness;  Digestin’  Pancreatitis,  jaundice  (intrahepatic  cholestatic 
jaundice),  sialadenitis,  cramping,  gastric  irritation,  anorexia;  Hematologic  Aplastic  anemia,  agranulocytosis, 
leukopenia,  hemolytic  anemia,  thrombocytopenia;  Hypersensitivity  Purpura,  photosensitivity,  urticaria, 
necrotizing  angiitis  (vasculitis  and  cutaneous  v asculitis),  fever,  respiratory  distress  including  pneumonitis 
and  pulmonary  edema,  anaphylactic  reactions,  Musculoskeletal  Muscle  spasm,  Nenvus  Sifstem/Psycluatric: 
Restlessness;  Renal  Renal  failure,  renal  dysfunction,  interstitial  nephritis  (see  WARNINGS);  Skin:  Erythema 
multiforme  including  Stevens-Johnson  syndrome,  exfoliative  dermatitis  including  toxic  epidermal  necroly- 
sis, alopecia.  Special  Sons  Traasient  blurred  vision,  xanthopsia 
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"Ron's  Rule  — I give 
myself  one  week  to 
meet  new  people  and 
start  having  fun  on  a 
locum  tenens 
assignment.  It  hasn’t 
failed  me  yet.” 

Ron  Richmond,  MD, 
joined  the 
CompHealth  locum 
tenens  medical  staff 
when  he  completed 
his  residency.  He 
wanted  to  travel.  He 
loves  to  meet  people. 

A little  time  off  sounded 
really  good.  And  he  thinks  being  exposed  to  different  types 
of  medical  practice  will  serve  him  well  when  he  returns  to 
his  hometown  to  establish  a community  health  center. 

A singer.  A board-certified  family  practitioner.  Soft- 
spoken  fora  New  Yorker.  Ron  Richmond  knows... 

It’s  a great  way  to 
practice  medicine 

CompHealth 

Locum  Tenens 

1 -800-453-3030 

Salt  Lake  City  ■ Atlanta  ■ Grand  Rapids,  Mich. 


allergies  is 
no  place  for 
amateurs. 


Serious  allergies  require  serious  care  - the  kind  that  only 
well-trained  professionals  can  provide.  But  if  we’re  going 
to  knock-out  allergies,  we  need  team  work!  That’s  where 
the  Asthma  and  Allergy  Foundation  of  America  can  help. 

We  re  dedicated  to  helping  you  help  your  patients. 
We  offer  a toll-free  patient  information  number,  a full 
range  of  educational  materials  for  adults  and  children 
and  special  school  and  community  programs.  Plus,  we 
can  put  them  in  touch  with  our  nationwide  network  of 
chapters  and  support  groups. 

Let  us  help  you  win  the  fight!  We’ve  been  serving 
asthma  and  allergy  sufferers  for  more  than  40  years. 

For  more  information  about  our  services  or  professional 
memberships,  call  us  today. 

ASTHMA  & ALLERGY 
FOUNDATION  OF  AMERICA 

1125  15th  St.  NW,  Suite  502,  Washington,  DC  20005 

1-800  7-ASTHMA 
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Labs  limit  testing 


Bob  Carlson 
Indianapolis 


" A 

,/jLnybody,  anywhere,  any 
time,  who  removes  anything  from 
the  human  body  and  tests  it  for 
the  purpose  of  diagnosing,  treat- 
ing, assessing  or  prevention  is 
under  CLIA  and  must  have  a 
CLIA  certificate." 

The  only  exceptions,  explains 
Mary  Azbill,  are  forensic  lab 
work,  research  labs  that  do  not 
report  patient  results  and  facilities 
that  perform  only  urine  drug  test- 
ing. 

Mary  E.  Azbill,  M.T.  (ASCP), 
is  program  director  in  the  Divi- 
sion of  Acute  Care  Services  at  the 
Indiana  State  Department  of 
Health.  Every  state  has  a contract 
with  the  Health  Care  Financing 
Administration  to  perform  on-site 
laboratory  inspections  and  make 
recommendations  for  CLIA  certifi- 
cation. In  Indiana,  those  responsi- 
bilities fall  under  AzbilTs  jurisdic- 
tion. 

As  she  talks  about  CLIA 
(Clinical  Laboratory  Improvement 
Amendments  of  1988),  Azbill 
smiles  the  patient  smile  of  some- 
one who  has  answered  these 
questions  before  and  expects  to 
answer  them  many  more  times. 
According  to  Azbill,  some  health 
care  providers  are  "in  denial" 
about  CLIA.  "They  did  not  want 
it.  Many  still  do  not  feel  it's  nec- 
essary. So  [their  attitude]  is 
maybe  it'll  go  away,"  she  says. 

At  the  same  time,  Azbill  says 
she  is  seeing  good  plans  being 
submitted  by  laboratories  to  rem- 
edy deficiencies  that  were  identi- 
fied during  on-site  inspections. 

She  and  a field  staff  of  five  office 
medical  technologists  are  cur- 
rently performing  about  50  labora- 
tory inspections  per  month 
throughout  the  state.  So  far,  no 
sanctions  have  been  recom- 


mended against  any  physician 
laboratories  in  Indiana. 

Azbill  is  a medical  technolo- 
gist certified  by  the  American 
Society  of  Clinical  Pathologists.  In  ! ki 
her  current  position,  she  is  also 
responsible  for  the  Medicare  and 
Medicaid  laboratory  certification 
programs  and  is  the  division  su- 
pervisor for  blood  center 
licensure.  From  1975  to  1984,  she 
was  with  the  Indiana  University 
Department  of  Medicine,  Hema- 
tology and  Oncology.  Previously 
she  was  a laboratory  supervisor, 
teaching  coordinator  and  special 
chemistry  technologist  at  The 
Christ  Hospital  in  Cincinnati.  She 
is  a graduate  of  the  University  of 
Kentucky.  I tl 

Azbill  maintains  that  there  is 
no  excuse  for  physicians  not  to  be 
informed  about  CLIA.  In  this 
conversation  with  Indiana  medi- 
cine, she  answers  some  of  the 
questions  you  may  have  been  too 
busy  to  ask.  cs 


Indiana  medicine:  Why  is  it  neces- 
sary to  regulate  small  physician 
office  labs  that  do  simple  inex- 
pensive tests?  la 


Azbill:  Because  the  law  and  stat- 
ute speak  to  it.  The  law  was 
changed  in  1988  because  of  re- 
ports of  cholesterol  testing  where 
different  results  were  found  for 
the  same  person,  HIV  tests  that 
were  being  performed  and  re- 
ported in  error  without  confirma- 
tion, plus  The  Wall  Street  journal 
reports  on  Pap  smears  being  read 
incorrectly,  and  "20/20"  reports 
on  women  who  had  hysterecto- 
mies who  didn't  need  them  and 
others  who  died  because  they 
should  have  had  surgeries  but 
didn't  get  them  due  to  errors  in 
Pap  testing.  Congress  researched 
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as  result  of  CLIA 


this  through  committees  in  1988 
and  found  that  the  government 
really  had  no  federal  jurisdiction 
over  most  laboratories  nor  did  it 
know  how  many  people  did  test- 
ing, who  they  were  or  what  their 
qualifications  were. 

Every  state  was  a little  differ- 
ent. Some  states  like  California 
and  New  York  had  very  stringent 
laws.  Other  states  like  Indiana 
had  no  laws.  Hospitals  were  very 
highly  regulated.  Independent 
laboratories  were  highly  regu- 
lated. But  for  all  other  lab  testing 
sites  - public  health  labs,  doctors' 
offices,  health  clinics  - there  were 
no  regulations,  and  no  one  ever 
looked  at  them.  No  one  could  tell 
the  public,  who  were  now  asking 
questions,  how  many  labs  there 
were  or  what  the  quality  of  lab 
testing  was  because  no  one  knew. 
This  was  what  caused  the  change 
in  the  1967  requirement  from  only 
interstate  testing  labs  to  be  li- 
censed to  mandatory  [certifica- 
tion] for  all  laboratories,  regard- 
less of  the  site  of  testing.  So  why 
is  it  necessary?  To  assure  quality 
lab  results  regardless  of  where  the 
lab  is  located  or  under  whose 
direction  it  operates. 

Most  insurance  companies 
and  patients  pay  the  same  price 
for  a test.  Whether  it's  performed 
in  a doctor's  office  or  a hospital, 
there's  usually  a cap  on  what's 
paid  for  a test.  It  may  be  inexpen- 
sive for  a doctor  to  run  a test,  but 
at  the  same  time  he  gets  paid  the 
same  amount  of  money  from 
Medicare  as  a hospital  or  someone 
else.  So  I'm  not  sure  inexpensive 
fits  into  it  at  all.  And  some  tests 
that  you  think  are  simple  are  not 
really  that  simple.  That's  why  the 
test  classification  became  the  law. 

Indiana  medicine:  It  seems  like 


overregulation,  driving  up  the 
cost  and  putting  the  solo  small 
practice  out  of  the  lab  business. 

Azbill:  If  you  look  at  the  CLIA 
regulations  from  a laboratory 
standpoint,  they  are  good  labora- 
tory standards  of  practice.  In  my 
opinion,  it's  not  overregulation. 
What  the  doctors  are  looking  at  as 
overregulation  is  the  on-site  visit 
and  the  documentation  required 
to  assure  that  they  have  done 
what  they  said.  They  say,  "You're 
interrupting  me"  or  "I'm  having 
to  write  things  down  that  I al- 
ready know  how  to  do."  But 
that's  the  inspection  process.  I 
can't  inspect  you  and  say  you're 

If  there  were  a 
liability  suit,  the 
laboratory  standards  of 
practice  that  CLIA 
requires  would  be  to 
their  benefit  to  have 
documented. 


doing  it  correctly  unless  I've  got 
something  to  look  at.  I can't  just 
take  your  word  for  it.  There's  a 
liability  aspect,  too,  I would  as- 
sume. If  there  were  a liability 
suit,  the  laboratory  standards  of 
practice  that  CLIA  requires  would 
be  to  their  benefit  to  have  docu- 
mented. 

There  have  been  a lot  of  stud- 
ies done  on  the  cost  of  CLIA.  It 
has  been  estimated  that  about  25 
cents  a test  would  be  the  overall 
cost  increase.  It  doesn't  sound 


like  a lot  of  money  if  your  test  is 
the  one  that  may  be  wrong.  It 
does  drive  up  the  cost,  but  I don't 
know  that  we've  put  any  small 
solo  practice  labs  out  of  business. 
We  may  be  causing  them  to  look 
at  their  practice  and  say,  "Is  it 
cost-effective  for  me  to  continue  to 
do  this  test?"  That's  what  we're 
seeing.  They're  not  going  out  of 
business,  but  they  are  adjusting 
their  menu  of  tests  to  fit  what 
they  feel  they  need  to  have 
quickly  and  what's  going  to  put 
them  within  the  range  of  regula- 
tion that  they  can  live  with. 
They're  either  switching  to 
waived  testing,  or  they're  switch- 
ing to  physician-performed  micro- 
scopic testing.  Some  are  switch- 
ing from  high  to  moderate  [com- 
plexity] testing. 

Indiana  medicine:  Can  the  nurse 
in  my  office  continue  to  perform 
the  laboratory  testing? 

Azbill:  It  depends  again  on  the 
type  of  test  you're  doing.  For  the 
waived  complexity  test,  anybody 
can  do  the  test,  as  long  as  the 
director  of  the  lab  approves  it. 

For  physician-performed  micros- 
copy, the  physician  must  do  the 
test.  For  moderate-complexity 
[testing],  there  must  be  documen- 
tation of  a high  school  diploma 
and  on-the-job  training  that  shows 
the  person  is  competent  in  the 
tests  assigned.  I think  I'd  want 
whoever  was  doing  my  tests  to 
have  at  least  those  credentials.  If 
you  jump  up  to  high-complexity 
[testing],  by  1997  anyone  perform- 
ing a high-complexity  test  must 
have  an  associate  degree  in  a 
laboratory  science  or  medical  tech- 
nology. The  definition  of  an  asso- 
ciate degree  is  60  semester  hours, 
with  a certain  number  of  hours  in 
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biology,  chemistry  and  the  related 
sciences.  So  a nurse  with  an  asso- 
ciate degree  in  nursing  can  do 
high-complexity  testing.  A nurse 
with  a B.S.  degree  in  nursing  can 
do  high-complexity  testing.  A 
nurse  with  a B.S.  degree  can  even 
direct  some  labs,  without  a 
doctor's  supervision,  depending 
on  the  complexity  of  the  tests.  So 
nothing  would  indicate  that  a 
nurse  would  not  be  able  to  per- 
form testing. 

Indiana  medicine:  Does  a physi- 
cian office  laboratory  have  to 
change  the  way  it  is  performing 
laboratory  tests? 

Azbill:  Not  necessarily.  The  in- 
spector would  look  at  the  lab's 
compliance  with  the  regulation.  If 
the  laboratory  was  performing  the 
test  in  compliance  with  the  regu- 
lation, it  wouldn't  have  to  change 
anything. 

What  we're  finding  is  much 
different.  The  regulation  says  to 
follow  manufacturer's  instruc- 
tions. Many  labs  don't  even  have 
manufacturer's  instructions  avail- 
able to  know  if  they're  following 
them  or  not.  They  must  have  the 
FDA-approved  inserts  or  instruc- 


tions that  come  with  the  kits  or 
the  instrument,  and  they  do  have 
to  follow  that. 

The  rules  also  speak  to  quality 
assurance  and  quality  control. 
Many  labs  are  not  running  the 
two  levels  of  quality  control  re- 
quired each  day.  They  just  don't 
do  it.  They  weren't  told  to  do  it. 
They  didn't  know  to  do  it.  So  if 
they're  not  doing  that,  they  would 
have  to  change,  because  the  regu- 
lation says  you  must  run  two 
levels  of  known  control  every  day 
you  report  patient  test  results,  to 
assure  that  the  tests  you're  report- 
ing on  the  patients  are  accurate 
and  reliable.  If  they're  in  compli- 
ance, they  wouldn't  have  to 
change.  If  they're  not  in  compli- 
ance, they  would  have  to  change 
or  stop  testing. 

Indiana  medicine:  Could  you  dis- 
cuss proficiency  testing  and  how 
it  relates  to  a physician  office 
laboratory? 

Azbill:  The  regulations  speak  to 
previously  regulated  and  not  pre- 
viously regulated.  In  other 
words,  a physician's  office  that 
had  never  been  under  Medicare  or 
the  previous  CTIA  '67  regulations 
is  phased  in  for  proficiency.  By 
jan.  1,  1994,  they  must  enroll  in  a 
HCFA-approved  proficiency  pro- 
gram. There  are  several  of  those 
on  the  market,  and  we're  begin- 
ning to  receive  the  1994  profi- 
ciency programs  now  available 
that  we  expect  to  be  approved  by 
HICFA  before  January  1994.  The 
College  of  American  Pathologists 
proficiency  program  and  others 
have  been  approved  for  previous 
years,  and  we  expect  them  to  be 
approved  in  the  future. 

Enrollment  means  that  the 
physician  has  received  the  infor- 


mation, looked  at  the  testing 
menu  and  has  chosen  a profi- 
ciency program  approved  by 
HCFA  to  enroll  in,  and  has  sub- 
scribed. Three  times  a year  the 
laboratories  will  get  five  speci- 
mens on  each  test  that  they  per- 
form that's  a regulated  analyte 
and  test  these  specimens  just  as  if 
they  were  a patient's  specimen. 
You  can't  send  them  out  to  an- 
other lab.  You  have  to  do  them 
yourself.  After  testing,  you  send 
your  answers  in,  and  they're 
graded  against  other  people  who 
do  the  same  test  on  the  same  in- 
strument that  you  do.  You  have 
to  make  80%  or  better.  You  must 
make  90%  in  cytology  and  100% 
in  immunohematology.  All 
people  screening  cytology  slides 
eventually  will  be  tested,  when- 
ever there's  a proficiency  program 
available. 

On  Jan.  1,  1995,  we  will  begin 
sanctions  for  unsuccessful  partici- 
pation, which  is  failure  in  two  of 
two  or  two  of  three  events. 

Indiana  medicine:  What  happens 
if  an  office  laboratory  fails  profi- 
ciency testing? 

Azbill:  At  this  point,  if  they  fail, 
nothing  will  happen  unless  we  see 
serious  or  immediate  jeopardy  to 
a patient.  Beginning  Jan.  1,  1994, 
we  will  ask  the  physician  for  his 
or  her  proficiency  results  when 
we  do  an  on-site  visit.  The  profi- 
ciency program  would  have  indi- 
cated if  they  failed  a specimen  or 
an  event,  and  if  they  did,  they 
should  have  taken  a corrective 
action  to  prevent  it  from  happen- 
ing again.  They  should  have 
asked  themselves,  "Why  did  I 
fail?"  Sometimes  it's  as  simple  as 
"I  put  the  decimal  in  the  wrong 
spot"  or  "I  wrote  it  down  wrong 
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on  the  form  that  I sent  in."  Some- 
times it's  an  error  in  the  dilution 
of  the  lipolyzed  serum  that  was 
sent  to  them.  They  have  to  inves- 
tigate and  figure  out  why  they 
failed  the  testing  and  correct  the 
problems  found. 

Indiana  medicine:  Do  physicians 
have  to  have  someone  from  the 
government  inspect  their  labs  or 
are  there  independent  companies 
and  alternatives? 

Azbill:  Physicians  have  to  be 
CLIA  certified,  for  whatever  cat- 
egory of  testing  they  perform.  A 
lab  with  a certificate  of  waiver 
will  not  be  inspected  routinely, 
except  in  certain  instances.  We 
will  inspect  waived  labs  only  if 
someone  files  a complaint  on  the 
lab  or  if  they  fall  in  a random 
number  of  waived  labs,  randomly 
selected  by  HCFA  to  see  that 
these  labs  are  performing  only 
waived  testing.  We  will  also  do 
the  same  thing  for  certificates  of 
physician-performed 
microscopies.  There  will  not  be 
any  routine,  biannual  inspections 
of  those  labs. 

For  moderate-  and  high-com- 
plexity  testing,  the  inspection  is 
automatic  for  the  certification 
unless  the  laboratory  indicates  to 
HCFA  that  it  is  accredited  by  an 
approved  accrediting  body.  In 
other  words,  someone  that  has 
equal  or  more  stringent  standards 
and  HCFA  have  had  a compara- 
tive study  of  those  standards  and 
said,  "If  you're  accredited  by  this 
group,  then  we  have  accepted 
their  standards  to  be  equal  or 
more  stringent  than  ours,  so  their 
inspection  will  suffice." 

State  inspectors  will  not  do  a 
second  inspection  unless  there's  a 
complaint  filed  on  the  lab  or  if 


they  fall  in  a certain  percentage  of 
validation  surveys  requested,  ex- 
pected to  be  5%.  Validation  is 
when  the  accrediting  group 
would  inspect  the  lab  and  send 
the  results  to  HCFA.  About  30 
days  later,  the  state  inspectors 
would  be  sent  in  to  do  a compara- 
tive survey  to  see  that  the  accred- 
iting body  found  essentially  the 
same  findings  as  the  state  would 
have  found  had  it  completed  a 
CLIA  inspection.  This  compari- 
son survey  will  be  used  to  renew 
or  approve  the  accrediting  groups 
when  reapplying  in  the  future.  If 


their  standards  are  found  to  be 
equal  or  more  stringent  and  their 
survey  process  found  to  be  equal 
by  HCFA,  then  HCFA  will  deem 
the  accrediting  body  to  survey  in 
lieu  of  the  state  agency. 

At  this  time,  there  are  no  ap- 
proved, deemed  bodies  for  CLIA 
that  have  been  published  in  the 
Federal  Register.  COLA,  the  Com- 
mission on  Office  Laboratory  Ac- 
creditation, has  verbally  been 
approved,  but  we  haven't  seen  it 
in  writing.  It  has  to  be  published 
in  the  Federal  Register  before  it's 


regulation.  The  Joint  Commission 
of  Health  Care  Organizations  has 
applied  and  is  going  through  the 
approval  process,  and  the  College 
of  American  Pathologists  also  has 
applied.  So  someone  else  could 
do  the  inspection  if  it  were  an 
accrediting  body  approved  by 
HCFA. 

Indiana  medicine:  If  I'm  a physi- 
cian just  beginning  practice,  how 
would  I know  about  CLIA  and 
the  compliance  requirements?  Is 
there  a manual  you  would  rec- 
ommend to  assist  in  the  manage- 
ment of  this? 

Azbill:  The  medical  schools 
know  about  CLIA,  and  they  are 
hopefully  changing  their  curricu- 
lum to  incorporate  the  20  CEUs 
needed  for  a new  physician  to 
begin  directorship  of  a laboratory. 
Physicians  will  learn  about  it  in 
medical  school  and  will  be  able  to 
move  right  into  a practice  lab. 

There's  hardly  a medical  jour- 
nal that's  not  been  talking  about 
CLIA,  plus  the  Indiana  State 
Medical  Association  keeps  you 
updated  in  its  publications.  The 
inspector's  guidelines  and  the 
regulations  themselves  can  be 
purchased  by  ordering  them 
through  the  National  Technical 
Information  Service  for  about  $40. 
I would  highly  recommend  that 
labs  get  a copy  of  the  inspection 
guidelines.  It  actually  gives  you 
the  questions  that  the  inspectors 
are  probably  going  to  ask.  There 
are  also  the  National  Committee 
for  Clinical  Laboratory  Standards 
publications.  There's  also  Medical 
Laboratory  Observer,  a free  maga- 
zine with  updates  on  quality  as- 
surance, quality  control  and  labo- 
ratory testing.  Any  physician 
office  can  subscribe  and  get  ex- 


Physicians  have  to 
he  CLIA  certified,  for 
whatever  category  of 
testing  they  perform.  A 
lab  with  a certificate  of 
waiver  will  not  be 
inspected  routinely, 
except  in  certain 
instances.  ^ 
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actly  what  you  have  to  put  in 
place  -charts,  papers,  everything. 
They've  published  a whole  series 
of  articles  on  CLIA. 

Indiana  medicine:  Does  CLIA 
apply  only  to  tests  on  Medicare 
patients? 

Azbill:  CLIA  has  nothing  to  do 
with  Medicare  patients.  The  defi- 
nition is  that  anybody,  anywhere, 
any  time,  who  removes  anything 
from  the  human  body  - a hair,  a 
skin  scraping,  anything  - and  tests 
it,  for  the  purpose  of  diagnosing 
treating,  assessing  or  prevention, 
is  under  CLIA  and  must  have  a 
CLIA  certificate.  Medicare  won't 
pay  you  for  lab  testing  unless  you 
have  a CLIA  certificate  number. 

To  test  or  be  reimbursed,  you 
must  have  a CLIA  certificate 
based  on  the  complexity  of  the 
tests  that  you  do. 

Indiana  medicine:  What  if  the 
physician  decides  to  do  the  test 
and  not  bill  for  it?  Is  that  per- 
missible? 

Azbill:  No.  He  is  violating  the 
law.  To  bill  or  not  bill  is  [the 
physician's]  prerogative.  CLIA 
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does  not  speak  to  payment.  It 
says  if  you  do  a test  on  a human 
specimen  and  get  a result  and  you 
use  that  result  for  other  than  legal 
or  forensic  purposes,  you  have  to 
hold  a CLIA  certificate. 

Indiana  medicine:  The  AMA  re- 
ports that  CLIA  '88  may  force  as 
many  as  4,000  physician  office 
labs  to  close  or  eliminate  many 
of  the  types  of  tests  that  they 
make  available  to  patients,  send- 
ing patients  to  higher  cost  out- 
side labs  and  sacrificing  the 
speed  and  convenience  that  moti- 
vated physicians  to  provide  in- 
office labs  in  the  first  place. 

What  are  your  comments  regard- 
ing that  statement? 

Azbill:  T m not  sure  how  many 
physicians  will  choose  to  alter 
their  testing  menus  or  to  close 
their  labs.  Some  physician  labora- 
tories don't  define  themselves  as 
laboratories.  Many  times  when 
we  call  to  schedule  a survey,  phy- 
sicians say,  "I'm  not  a laboratory, 
I'm  a physician's  office."  Physi- 
cians' offices  doing  testing  are 
now  also  laboratories  under  the 
new  definition.  Physicians  look  at 
laboratory  testing  as  an  extension 
of  their  services.  A dermatologist 
told  me  his  microscope  is  just  like 
a cardiologist's  stethoscope,  so 
why  should  I come  in  and  tell 
him  to  clean  it?  Because  the  law 
says  I have  to  see  that  the  micro- 
scope is  cleaned  if  it's  being  used 
for  a laboratory  test. 

I don't  know  that  physicians 
would  close  their  labs,  but  maybe 
they  would  limit  their  testing. 
Hopefully  they  are  doing  the  test 
that's  going  to  help  them  diag- 
nose and  treat  the  patient.  But  if 
they're  just  doing  a test  for  money 
or  to  document  a test  performed, 


then  hopefully  those  are  the  ones 
they're  going  to  eliminate.  That's 
what  we're  seeing.  The  letters 
from  physicians  that  are  coming 
in  after  inspection  are  not  saying 
"I'm  closing." 

Physicians  are  changing  their 
menus.  If  they're  doing  only  one 
test  that  puts  them  in  a high-com- 
plexity  classification  and  means  a 
lot  more  regulation,  they're  going 
to  drop  that  one  test.  We're  hear- 
ing, "I  just  do  that  once  every 
year,  so  I'm  going  to  send  that 
one  test  out."  We're  finding  that 
their  reagents  are  outdated  be- 
cause they  haven't  done  it  for  a 
year.  How  proficient  are  their 
people  if  they  don't  do  that  test 
routinely? 

Studies  have  shown  that 
when  cardiac  patients  had  pro- 
thrombin times  and  different  clot- 
ting tests  done  in  doctors'  offices 
who  don't  do  it  regularly  or  do 
only  a small  number,  their  out- 
come is  not  as  good  as  when 
those  tests  are  performed  in  labo- 
ratories that  do  the  tests  routinely. 
Clotting  tests  are  very  sensitive. 
You're  dealing  in  tenths  of  sec- 
onds and  if  you  don't  do  that  very 
often,  your  proficiency,  your  com- 
petency in  that  test,  is  going  to 
change.  Therefore,  your  treatment 
may  change.  You  may  prescribe  a 
different  dose  of  Coumadin  or 
other  druv  based  on  that  test  re- 
sult. 

I don't  think  that  we're  going 
to  put  physician  laboratories  out 
of  business. 

Hopefully,  we  won't  see 
poorer  care.  We  might  see  a little 
longer  time  in  getting  test  results 
back  to  physicians.  For  instance, 
a patient  with  a urinary  tract  in- 
fection goes  to  the  physician.  It's 
going  to  take  time  for  him  to  do 
the  colony  count  or  the  cultures 
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because  it  takes  time  for  bugs  to 
grow.  The  physician  is  not  going 
to  send  the  patient  home  with  no 
treatment.  He's  going  to  put  the 
patient  on  an  antibiotic.  It's  going 
to  take  about  the  same  amount  of 

Several  sources  available 
to  answer  questions  on  CLIA 

P hysicians  with  questions  about  CLIA  regulations  can  turn 

time  to  send  the  specimen  to  a 

reference  lab  and  get  a good  sen- 

to  one  of  the  following  sources  for  answers. 

sitivity  than  for  him  to  do  the 
sensitivity  in  his  office.  The  ad- 

• 

For  technical  assistance,  call  the  CLIA  Inquiry  Hotline,  (404) 

vantage  will  be  that  if  the  patient 

290-5850,  or  write  to  CLIA  Laboratory  Inquiries,  P.O.  Box 

still  has  the  symptoms  in  two  or 
three  days,  the  sensitivity  will  tell 

26689,  Baltimore,  MD  21207-0489. 

what  antibiotic  is  the  best  choice 

• 

The  American  Medical  Association  maintains  a CLIA  hotline. 

for  this  patient.  A larger  lab  will 
probably  give  a better  and  more 

1-800- AMA-321 1 . 

accurate  test. 

• 

For  a copy  of  the  Physician  Office  Laboratory  Guideline  and  Pro- 

So  in  the  long  run,  is  that 

cedure  Manual,  contact  the  National  Committee  for  Clinical 

hurting  or  helping?  I don't  know. 

Laboratory  Standards,  771  E.  Lancaster  Ave.,  Villanova,  PA 

It's  not  going  to  immediately  af- 
fect the  patient  in  the  way  the 

19085,  (215)  525-2435,  or  fax,  (215)  527-8399.  The  cost  is  $125. 

doctor's  going  to  treat.  I guess 

• 

For  a copy  of  CLIA  regulations  from  the  Federal  Register,  re- 

time  will  tell  us  that.  It  does  sac- 

quest  PB  93154615  from  the  National  Technical  Information 

rifice  speed  in  many  instances. 

Services,  (703)  487-4650,  or  rush  order,  1-800-553-6847,  or 

But  sometimes  speed  can  give  you 

write  to  5285  Port  Royal  Road,  Springfield,  VA  22161.  En- 

an  inaccurate  test  result.  Like  the 

close  a check  or  money  order  payable  to  the  Superintendent 

coagulation  test,  for  instance.  Just 

of  Documents  or  send  VISA  or  MasterCard  number.  The  cost 

because  I can  do  it  quicker  doesn't 

is  $36.50  for  each  copy,  plus  a $3  handling  fee.  Rush  orders 

mean  that  I've  got  a good  test 
method  or  I'm  proficient  at  it. 

are  an  additional  $15. 

And  that's  what  CLIA's  looking 

• 

For  a copy  of  the  CLIA  Interpretive  Guidelines,  request  Ap- 

at,  the  competency  of  the  people 

pendix  C of  the  State  Operations  Manual,  transmittal  #256, 

doing  the  test.  Are  they  doing  it 

publication  number  PB-92-146-174.  Call  1-800-553-6847  or 

correctly?  Are  they  good  at  what 

(703)  487-4650  or  write  to  National  Technical  Information 

they  do  and  do  they  know  what 
they're  doing? 

Services,  at  the  above  address.  The  cost  is  $39.50. 

• 

To  receive  a CLIA  application,  write  to  HCFA  CLIA  Program, 

Indiana  medicine:  It  appears  the 

P.O.  Box  26687,  Baltimore,  MD  21207-0487,  or  call  the  CLIA 

hardest  hit  will  be  those  labs  in 
rural  areas  and  urban  areas  with 

hotline,  (410)  290-5850. 

a high  number  of  low-income 

• 

CLIA  applications  also  may  be  received  by  calling  the  Indi- 

patients.  Physicians  perform  the 
smallest  number  of  tests  in  those 

ana  CLIA  program  office,  (317)  633-8495. 

areas,  yet  bear  a large  burden  for 
the  cost  of  implementing  CLIA. 
How  is  HCFA  planning  to  re- 
spond to  those  concerns  of  access 
while  at  the  same  time  assuring 

• 

Barbara  Walker  and  Meg  Patton  at  the  Indiana  State  Medical 
Association,  (317)  261-2060  or  1-800-257-4762,  are  also  avail- 
able to  answer  questions.  □ 

quality  lab  services? 
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Azbill:  We  really  don't  have  that 
many  designated  rural  areas  in 
Indiana.  There's  a small  commu- 
nity hospital  or  county  hospital  in 
every  county.  Every  hospital  has 
a certified  laboratory,  so  you 
would  have  access  in  every 
county  to  at  least  one  hospital  lab. 
The  one  rural  health  clinic  in  the 
state  does  have  a certificate  for 
waived  testing  because  that's  the 
only  category  of  tests  they  want  to 
do  there.  You  also  have  large 
reference  labs  that  run  courier 
services  daily  throughout  the  state 
to  pick  up  specimens  from  rural 
physicians. 

Turnaround  time  would  be 
your  biggest  argument  there.  If  a 
laboratory  doesn't  pick  up  speci- 
mens until  the  end  of  the  day,  it's 
going  to  take  longer  getting  the 
result  back  to  the  physician,  al- 
though most  of  these  reference 
labs  have  direct  terminal  access 
right  into  the  physician's  office.  If 
a laboratory  picks  the  test  up  after 
your  office  closes  at  five  o'clock, 
the  results  should  be  in  the 
physician's  office  the  next  day 
over  that  computer  terminal  as 
soon  as  that  test  is  done. 

The  physician's  prerogative 
should  be  to  pick  a reference  lab 
that's  going  to  give  good  turn- 


around time.  That  should  be  at 
the  top  of  his  list. 

There's  also  a lot  of  new  bed- 
side testing  instruments  or  point 
of  care  testing  instruments  on  the 
market.  One  of  the  best  things 
about  CLIA  is  that  this  is  the  first 
regulation  from  the  federal  gov- 
ernment that  has  built  into  it  a 
means  to  change  as  technology 
changes.  We've  already  seen 
changes  from  the  original  CLIA 
'88  regulation,  and  we're  going  to 
continue  to  see  that  based  on  the 
CLIAC  Committee,  the  Clinical 
Laboratory  Improvement  Act 
Committee  at  CDC.  This  commit- 
tee has  input  from  all  the  different 
physician  groups,  from  the  gov- 
ernment, manufacturers,  reference 
labs  that  have  representatives  on 
that  committee.  If  they  make 
recommendations,  these  regula- 
tions can  actually  be  changed. 

Indiana  medicine:  What  about  the 
future  of  CLIA? 

Azbill:  We  really  don't  know 
what's  going  to  happen  with 
CLIA.  We've  heard  lots  of  ru- 
mors. We  know  that  the  CLIAC 
Committee  has  recommended 
changes.  We  know  that  HCLA  is 
determined  and  plans  on  going 


through  with  the  provisions  of 
CLIA  as  set  forth  in  the  regula- 
tions. There's  a Congressional 
hearing  Nov.  10  on  CLIA  and 
where  HCLA  is  on  implementa- 
tion. Along  with  Clinton's  plan, 
those  committees  will  determine 
what's  going  to  happen  with 
CLIA.  Will  it  continue  on  the 
road  of  implementation  that's 
now  in  the  regs?  Will  it  go  an- 
other course?  I don't  know.  We 
know  what  we're  to  do  under  our 
HCLA  contract,  and  we  have  to 
continue  that  until  we're  told  oth- 
erwise. Our  state  budget  letter  for 
fiscal  year  1994  from  HCLA  states 
“CLIA  activities  should  continue 
uninterrupted." 

Indiana  medicine:  Do  you  feel 
like  CLIA  is  a bargaining  chip? 

Azbill:  That's  what  Hillary 
Clinton  said  it  was,  although  the 
initial  sponsors  of  the  bill  have 
said  it's  not  going  to  be  used  as  a 
bargaining  chip.  But  I think  that's 
what's  been  told  to  the  AMA.  O 

This  interview  was  conducted  by 
Bob  Carlson , a health  care  communi- 
cations consultant  in  Indianapolis. 
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To  Plan  The  Most  Successful 
Conference  Possible,  You  Really  Should 
Check  All  Your  Options. 


The  University  Place  Conference 
Center  & Hotel  offers  all  the  options 
you  should  expect  to  make  your 
conference  a success.  And,  probably 
a few  things  you’d  never  expect.  So,  if 
you’d  like  a free  information  packet 
on  the  features  listed,  call 
800-627-2700.  Because  once 
you’ve  checked  us  out,  you  won’t 
even  consider  any  other  location  as 


University  Place 

Conference  Center  & Hotel 


On  the  Campus  of  Indiana  University*  Purdue  University 
INDIANAPOLIS 

800-627-2700 

(In  Indiana  317- 274-3196) 


Features 

University 
Place  ' 

278-room  AAA  4-Diamond  hotel 

u* 

Resources  of  two  major  universities 

338-seat  auditorium  with  sloped  seating 

Unmatched  A/V  capabilities 

V* 

Award-winning  restaurants 

l la" 

385-car  underground  garage 

u* 

Full-time  A/V  staff 

la" 

Turnkey  Conference  Planning  Service 

Skywalk  to  Olympic-class  sports  facilities 

|a" 

Thirty  soundproof  meeting  rooms 

TWo  tiered  meeting  rooms 

Videoconferencing 

u* 

Computerized  audience  response  system 

l a" 

Continuous  refreshment  service 

la" 
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Clinton  health  reform  plan 
promises  universal  access 


te 


P resident  Clinton's  plan  to 
overhaul  the  American  health  care 
system  guarantees  everyone  ac- 
cess to  health  care,  a provision 
that  physicians  agree  is  necessary. 
Physicians  are  concerned,  how- 
ever, about  other  aspects  of  the 
plan  that  might  jeopardize  the 
physician-patient  relationship  and 
believe  that  patients  must  come 
first  under  any  plan  adopted. 

The  health  reform  proposal, 
formally  presented  in  a nationally 
televised  speech 
Sept.  22,  will  be 
debated  in  Con- 
gress during  the 
next  several 
months.  Orga- 
nized medicine 
will  be  aggres- 
sively expressing 
its  views  during 
the  debate,  offering  alternatives  to 
the  Clinton  plan  that  will  main- 
tain high  standards  of  medical 
care  and  limit  government  intru- 
sion into  the  physician-patient 
relationship. 

Here  are  some  highlights  of 
the  Clinton  plan. 

Coverage 

All  U.S.  citizens  and  legal  resi- 
dents must  enroll  in  health  insur- 
ance plans,  which  may  be  pur- 
chased through  a state /regional 
health  alliance.  A large  employer, 
defined  as  one  with  more  than 
5,000  employees,  may  provide 
coverage  through  its  own  alliance. 
Government  employees,  Medicaid 
beneficiaries  and  retirees  under 
age  65  also  purchase  through  alli- 
ances. 


Employer  requirement 

All  employers  must  pay  80%  of 
the  average  area  premium.  Em- 
ployer contribution  is  capped  at 
7.9%  of  payroll. 

National  health  board 

The  seven-member  board,  ap- 
pointed by  the  president,  oversees 
the  establishment  and  administra- 
tion of  the  new  system.  Duties 
include  implementing  and  enforc- 
ing the  national  health  spending 
budget,  monitoring  compliance  of 


state  plans,  and  interpreting  and 
updating  the  benefit  package. 

State  responsibilities 

By  Jan.  1,  1997,  each  state  must 
establish  at  least  one  alliance  and 
certify  health  plans  to  participate 
in  alliances.  States  may  establish 
a single-payer  health  care  system 
complying  with  the  benefit  pack- 
age and  cost-sharing  require- 
ments, or  a single-payer  alliance 
for  part  of  a state. 

Health  alliances 

Alliances  act  as  conduits  between 
health  plans  and  individual  pur- 
chasers of  health  insurance  cover- 
age, contracting  with  health  plans 
to  provide  the  required  benefit 
package  and  providing  a simpli- 
fied, uniform  means  for  individu- 
als to  choose  between  plans. 


Alliances  must  offer  three 
types  of  coverage:  HMO,  PPO  and 
fee-for-service.  The  fee-for-service 
option  must  be  presented  as  long 
as  a fee-for-service  plan  is  finan- 
cially viable  in  the  area,  there  is 
sufficient  provider  interest  and 
sufficient  enrollment  to  sustain  a 
fee-for-service  plan.  Alliances  set 
the  provider  fee  schedule  for  each 
fee-for-service  plan,  and  providers 
may  not  balance  bill. 

Changes  in  the  marketplace 
would  foster  a shift  to  capitated 

systems.  There  may 
be  increased  eco- 
nomic pressure  on 
physicians  to  join 
vertically  integrated 
groups  of  physi- 
cians, hospitals  and 
others  and  to  enter 
into  more  formal 
arrangements  with 
hospitals,  health  networks  or 
managed  care  organizations. 

These  groups  may  have  an  advan- 
tage in  negotiating  with  alliances, 
rather  than  having  to  compete 
equally  in  a pluralistic  system. 

Health  plans 

Plans  must  accept  all  eligible  indi- 
viduals and  may  not  cancel  or 
reduce  benefits  even  for  enrollee 
nonpayment.  Pre-existing  condi- 
tion limits  and  disease-specific 
exclusions  are  prohibited. 

State  laws  protecting  against 
managed  care  abuses  are  pre- 
empted, and  state  laws  banning 
the  corporate  practice  of  medicine 
are  pre-empted. 

Global  budgets/price  controls 

A national  health  care  budget 
would  be  based  on  the  weighted- 


By  Jan.  7,  7997,  each  state  must  establish 
at  least  one  alliance  and  certify  health  plans 
to  participate  in  alliances. 
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average  premium  for  the  guaran- 
teed benefit  package  as  a targeted 
backstop  to  market  action.  Bud- 
get increases  will  be  tied  to  the 
Consumer  Price  Index. 

Spending  targets  may  not  be 
adjusted,  except  by  Congress. 

Physician  workforce 

Within  five  years,  50%  of  physi- 
cians in  training  must  be  in  pri- 
mary care.  The  Department  of 
Health  and  Human  Services  will 
allocate  residency  programs  based 
on  recommendations  of  a new 
national  council  on  graduate 
medical  education.  Federal  funds 
would  be  withheld  from  teaching 


hospitals  that  exceed  their  allo- 
cated number  of  trainees. 

The  demand  for  primary  care 
physicians  in  health  plans  would 
increase.  For  some  non-primary 
care  specialties,  there  may  be  in- 
sufficient room  in  the  plans  to 
accommodate  all  who  apply. 

Liability  reform 

Attorney's  fees  for  malpractice  are 
limited  to  33  1/3%  of  an  award  of 
lower  limits  if  imposed  by  states. 
(The  33  1/3%  is  the  typical  share 
of  awards  that  attorneys  now 
receive  from  their  clients.) 

The  Department  of  Health 
and  Human  Services  will  establish 


rules  for  public  access  to  informa- 
tion in  the  National  Practitioner 
Data  Bank. 

State  enterprise  liability  pilot 
projects  will  be  set  up  with  fed- 
eral funds. 

Medicare  reimbursement 

The  Medicare  fee  schedule  con- 
version factor  would  be  reduced 
by  3%  in  1996,  with  primary  care 
services  exempt.  Volume  and 
intensity  would  be  deleted  from 
the  Medicare  Volume  Perfor- 
mance Standard  formula,  thereby 
cutting  future  Medicare  spending 
limits  by  more  than  half.  □ 


AMA  officials  react  to  Clinton  proposal 


r 


In  a letter  sent  to  all  mem- 
bers, American  Medical  Asso- 
ciation officials  commented  on 
President  Clinton's  health  sys- 
tem reform  plan.  Following  are 
excerpts  from  the  letter  from 
Joseph  T.  Painter,  M.D.,  AMA 
president;  Lonnie  R.  Bristow, 
M.D.,  chair,  AMA  Board  of 
Trustees;  and  James  S.  Todd, 
M.D.,  AMA  executive  vice- 
president: 

"Some  provisions  in  the 
President's  plan  are  good  for 
patients  and  are,  in  part,  consis- 
tent with  long-standing  AMA 
proposals,  including  universal 
access  to  care,  a package  of 
benefits  for  everyone,  a man- 

V 


date  for  employers  to  provide 
health  insurance  for  every  em- 
ployee and  significant  insurance 
reform.  These  changes  will  lead 
to  increased  demand  for  health 
care  in  the  near  term  and  will 
decrease  cost  shifting  and  charity 
care.  The  AMA  has  successfully 
influenced  these  provisions  and 
the  shift  of  national  attention  from 
a single  payer  system. 

"However,  we  have  serious 
reservations  about  the  president's 
proposal  because  it  would  limit 
choices  by  patients  and  physi- 
cians, undermine  the  quality  of 
medical  services  and  lead  to  fed- 
eral control  of  medical  education 
and  the  physician  workforce.  We 
are  troubled  by  the  degree  of  cen- 


tralized regulation  in  a proposal 
that  is  intended  to  be  a competi- 
tive, market-based  approach. 
Government  and  corporate  intru- 
sion into  the  relationship  between 
physician  and  patient  could  trans- 
form doctors  from  advocates  for 
their  patients  to  simple  dispensers 
of  services. 

"We  are  also  deeply  con- 
cerned that  the  means  to  finance 
reform  are  unclear.  While  the 
president  proposes  rigid  spending 
limits  that  will  also  limit  resources 
for  patient  care,  the  plan  does  not 
consider  adequately  other  major 
cost-savings  areas  like  liability 
and  antitrust  reform."  □ 
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The  Hospital  Medical  Staff  Section 
22nd  Assembly  Meeting 
December  2 - 6, 1993 
Hyatt  Regency 
New  Orleans 


Review  and  analysis  of 
President  Clinton's  Health 
Care  Reform  Plan 

Physician  Organizations  & 
Hospital  Organizations 


HMSS  representatives  won't  want  to  miss  this  year's  AMA-HMSS  Interim 
Assembly  Meeting.  They  will  have  an  opportunity  to  learn  about  and  discuss  with 
AMA's  leadership  and  staff  the  details  of  President  Clinton's  health  care  reform 
proposal  as  well  as  AMA's  legislative  strategy. 

HMSS  representatives  will  also  be  presented  with  an  overview  of  physician  and 
physician/hospital  organizations,  including  the  physician  hospital  organization, 
management  services  organizations,  the  foundation  and  physician  equity  models, 
and  the  hospital-affiliated  professional  corporation. 

President  Clinton  released  his  new  health  care  reform  plan  in  September. 

HMSS  representatives  in  this  session  will  hear  a full  review  and  analysis 
of  the  plan. 

Heruy  E Golembesky,  MD,  director  of  Integrated  Health  Systems  Practice  of 
American  Practices  Management  and  former  chief  executive  officer  of  UniMed 
America,  will  discuss  and  examine,  from  a physician's  perspective,  the  advan- 
tages and  disadvantages  of  the  organizational  structures  being  created  in 
response  to  federal,  state,  and  business  health  care  reform  initiatives.  He  also 
will  identify  the  key  elements  of  successful  physician  and  physician/hospital 
organizations. 

Dr  Golembesky  will  be  joined  by  several  physicians  who  currently  practice  in 
these  structures.  They  will  share  their  experiences  and  cite  the  challenges  and 
opportunities  for  physicians.  HMSS  representatives  will  be  able  to  ask  questions 
of  the  physician  panelists  and  together  explore  mechanisms  to  maintain  physi- 
cian control  in  the  credentialing  of  network  providers,  the  monitoring  and 
assessment  of  patient  care,  and  the  setting  of  quality  of  care  standards/outcomes. 

Don't  miss  this  opportunity  to  acquire  leadership  skills  to 
help  your  physician  community  succeed! 

For  information  please  call 
312  464-4745  or  464-4761 


Hospital 

Medical 

Staff 

Section 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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FREE  CONSULTATION 


• Accounting  systems  analysis 

• Review  of  collections  procedures 

• Examination  of  fee  history 

• Three-year  analysis  of  statements 

Hurry,  this  offer  ends  12/31/93.  Call  now \ q 


Today,  understanding  your  finances 
can  be  even  more  complicated. 


w 

M.E.  SHORE 


412  SOUTH  MAIN  ST. 
NEW  CASTLE 
(317)  521-4541 


Understanding  tax  axles.  Profiting  from  managed  care. 
Controlling  collections.  These  aren’t  the  reasons  you  went 
into  practice.  But  they’re  key  to  your  survival.  That’s  why 
you  should  call  in  a specialist  — Bud  Shore,  CPA.  He’s 
been  helping  practitioners  prosper  for  over  1 5 years 
by  solving  the  tough  financial 
problems.  If  you’d  like  to  join  the 
other  doctors  who  have  built 
healthier  bottom 


lines  with  Bud  Shore,  call 
him  for  a free  consultation. 


Marion  E.  “Bud”  Shore, 
CPA,  MBA 

Over  15  Years  of  Experience 
Member:  ICPAS  Health 
Care  Committee:  Consultant  to 
Presidential  Advisor  on  Health 
Care  Reform 


RUN  A SPECIAL 
PRACTICE. 

Today’s  Air  Force  has  special  opportuni- 
ties for  qualified  physicians  and  physi- 
cian specialists.  To  pursue  medical  excel- 
lence without  the  overhead  of  a private 
practice,  talk  to  an  Air  Force  medical  pro- 
gram manager  about  the  quality  lifestyle, 
quality  benefits  and  30  days  of  vacation 
with  pay  each  year  that  are  part  of  a 
medical  career  with  the  Air  Force.  Dis- 
cover how  special  an  Air  Force  practice 
can  be.  Call 


USAF  HEALTH  PROFESSIONS 
COLLECT 
(317)  848-5830 


INDIANA  MEDICINE/November/December  1993 


485 


ISMA  says  Clinton  plan 
will  limit  care 


Editor's  note:  The  following 
statement  is  the  Indiana  State  Medi- 
cal Association's  response  to  Presi- 
dent Clinton's  health  system  reform 
plan. 

The  Indiana  State  Medical 
Association  believes  that  every 
Hoosier  deserves  guaranteed  ac- 
cess to  quality,  affordable  health 
care.  We  appreciate  the  diligence 
of  the  President  and  Mrs.  Clinton 
in  preparation  of  the  health  plan. 
As  we  enter  into  the  next  phase  of 
the  debate  on  health  system  re- 
form, we  will  support  provisions 
of  the  plan  that  are  good  for  our 
patients  while  continuing  to  ad- 
dress our  patients'  best  interests. 

There  is  good  news  and  bad 
news  in  the  plan  as  it  has  been 
presented.  The  good  news  is  that 
access  is  promised  even  if  you  are 
sick  or  jobless.  The  plan  promises 
coverage  as  good  or  better  than 
most  have  now. 

The  bad  news  is  the  plan  as- 
sures access,  NOT  care. 


Doctors  are  concerned  that  the 
plan  puts  economics  first  and 
patients  - our  special  interest  - 
second.  If  economics  becomes 
more  important  than  quality,  our 
patients  and  their  families  may 
suffer.  No  reform  will  succeed  if 
it's  built  around  economics  and 
not  what  patients  need.  We  are 
further  concerned  about  cuts  to 
the  Medicaid  and  Medicare  pro- 
grams to  pay  for  the  health  plan. 
The  rigid  spending  limits  the  plan 
calls  for  cannot  but  limit  care  as 
well. 

We  are  concerned  how  effi- 
cient and  effective  such  a massive 
plan  can  be.  The  devil  is  in  the 
details,  and  we  have  five  pounds 
of  detail.  The  degree  of  proposed 
government  and  corporate  intru- 
sion into  the  relationship  between 
physician  and  patient  is  stagger- 
ing. It  is  incongruous  that  within 
a week  of  announcing  the  "rein- 
vention of  government"  to  reduce 
federal  regulations  and  red  tape, 
the  president  would  unveil  an 
entirely  new  bureaucracy.  At 


least  50  new  health  alliances,  at 
least  one  per  state,  must  be  devel- 
oped and  be  approved  by  a Na- 
tional Health  Board.  The  plan 
establishes  a maze  of  agencies  and 
advisory  boards  charged  with 
everything  from  developing  prac- 
tice guidelines  to  collecting  data 
on  Medicare  beneficiaries. 

This  plan  clearly  ends  the 
"Age  of  Marcus  Welby."  The 
corporatization  of  medicine  takes 
over.  The  president's  proposal 
could  diminish  the  physician- 
patient  relationship  if  it  trans- 
forms doctors  from  advocates  for 
their  patients  to  simple  allocators 
of  services.  While  innovation  and 
change  have  been  the  hallmarks 
of  medicine  in  this  century,  we 
are  afraid  that  patients  are  not 
going  to  be  happy  with  this  de- 
gree of  depersonalization. 

As  the  debate  on  the  plan  and 
others  begins  in  Congress,  we  will 
continue  to  advocate  what  is  right 
for  our  patients.  □ 
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The  Principal  Edge  ® 
good  for  you  ...  good  for  your  business! 


We  can  offer  you  and  your  business  complete,  individualized  service 
in  business  and  personal  needs  analysis,  employee  benefits,  retire- 
ment analysis,  life,  disability  income  and  much,  much  more. 

Get  financial  products  that  give  you  an  edge  The  Principal  Edge. 
Call  today  for  more  information. 

Anthony  F.  Khal,  CFP 

Agency  Manager 

11555  N.  Meridian  St.  #300  the 
Carmel,  IN  46032 
(317)573-6556 

Principal  Mutual 
Life  Insurance  Company 
(The  Principal  ) 

Des  Moines,  Iowa  50392-0001 


Financial  products  that  give  you  an  edge.sm 


Construction 
Analysis  and 
Management 
Services 

• Integrity  • Knowledge  • Professionalism 

DONALD  J.  HAGAN 

(317)  896-5140 

P.O.  Box  40556,  Indianapolis,  Indiana  46240 
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ISMA  members  respond 
_to  Clinton  health  plan. 


Indiana  medicine  asked  sev- 
eral ISMA  members  for  their 
opinion  on  President  Clinton's 
health  system  reform  proposal. 
Here  are  their  comments. 

"I  think  universal  coverage  is 
an  admirable  goal.  It's  very  diffi- 
cult to  argue  against  that.  I think 
that  would  do  a lot  of  good  in  our 
current  system. 

"The  reservation  that  I have 
about  all  of  this  is  I can't  believe 
that  the  mountain  of  paperwork 
that  we're  in  won't  become  an 
avalanche  under  this  proposed 
system. 

"I  think  we've  shown  that 
universally  covering  poor  people 
and  elderly  people  and  having  the 
government  closely  involved  has 
produced  systems  that  are  ineffi- 
cient and  very  difficult  to  deal 
with.  It's  hard  for  me  to  believe 
that  a system  covering  everybody, 
again  closely  run  and  watched  by 
the  government,  wouldn't  be  simi- 
larly inefficient  and  bureaucratic. 

"It  is  still  very  unclear  to  me 
how  any  of  this  would  be  fi- 
nanced without  being  a tremen- 
dous drain  on  government  re- 
sources, which  we  already  have 
from  all  our  other  programs." 
Thomas  A.  Barley,  M.D. 

North  Vernon 
Internal  medicine 

"We  must  acknowledge  the 
fact  that  we  have  the  finest  health 
care  delivery  system  in  the  world. 
With  that  in  mind,  it  becomes 
difficult  for  me  to  believe  that  any 
changes  significantly  impacting 
this  system  imposed  by  either 
federal  or  state  government  will 
enhance  our  delivery  of  health 


care.  This  is  based  on  the  fact 
that  many  of  the  problems  we  see 
in  our  system  are  directly  related 
to  increasing  government  control 
and  intervention  into  the  practice 
of  medicine." 

Steve  M.  Barlow,  M.D. 

Bedford 

Anatomic/clinical  pathology 

"The  dishonesty  of  President 
Clinton  during  his  campaign  justi- 
fies significant  skepticism  of  his 
health  care  plan.  His  reform 
would  be  excessively  bureaucratic, 
expensive,  cost  jobs  and  raise 
taxes  and  thus  be  economically 
depressive.  It  would  lower  the 
quality  of  health  care. 

"The  political  strategy  for  this 
plan  is  very  well  thought  out.  Its 
flaws  are  not  lost  on  Clinton.  He 
expects  changes.  If  his  plan 
passed  as  proposed,  he  would 
promptly  veto  it!" 

Thomas  A.  Brubaker,  M.D. 
Munster 

Internal  medicine 

"The  health  care  debate  has 
heated  up  again  in  the  United 
States.  President  and  Mrs. 

Clinton  have  moved  medical  care 
back  into  the  public  spotlight. 
Citizens  are  once  again  reporting 
happiness  with  the  medical  meth- 
ods and  results  that  their  doctors 
provide,  but  many  wish  it  were 
less  expensive  and  some  want 
easier  access  to  modern  medical 
care.  Those  same  citizens,  our 
patients,  are  voters.  I am  confi- 
dent they  will  guide  their  legisla- 
tors to  reasoned  attacks  on  the 
real  problems  without  demanding 
a dismantling  of  so  satisfactory  a 
system. 

"Most  Indiana  physicians 


shudder  when  governmental  in- 
roads are  made  in  their  dealings 
with  their  patients.  They  know 
that  higher  costs,  more  written 
documentation  and  less  trust  will 
follow.  They  worry  that  patient 
care  will  suffer.  But  doctors  are 
doctors,  and  patients  appreciate 
their  efforts.  Patients  are  people, 
and  people  are  ever  more  sophis- 
ticated economists.  They  will 
recognize  the  impossibility  that  all 
could  enjoy  the  same  access  and 
extent  of  medical  care  as  can  their 
Congressmen,  without  massive 
increases  in  insurance  premiums 
or  taxes  - and  it  was  high  premi- 
ums and  taxes  that  prompted  the 
new  health  care  debate.  They  see 
the  inevitability  of  rationing  if 
costs  are  to  be  governmentally 
controlled  - and  they  don't  want 
governmental  rationing.  They 
agree  with  Dr.  Koop  that  govern- 
mental control  breeds  black  mar- 
kets in  health  care  - and  they 
don't  like  black  markets. 

"Our  patients  need  to  know 
their  doctors  are  ready  to  continue 


good  patient  care,  whatever  pro- 
gram is  adopted.  Indiana  physi- 
cians have  always  cooperated 
with  social  and  political  changes 
that  affected  patient  care. 

"This  current  debate  will  be 
long  and  sometimes  rancorous. 

But  it  will  be  educational  for  all, 
and  the  time  spent  will  allow 
desirable  adjustments,  acceptable 
to  most.  Our  patients,  the  citi- 
zens, will  certainly  remind  their 
political  representatives  that  high  ti 
premiums  and  taxes  are  the  prob-  tr 
lems  exciting  them  and  that  a 
drastic  difference  in  their  medical  at 
care  is  certainly  unacceptable 
when  its  obvious  effect  will  be 
even  higher  premiums  and/or 
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higher  taxes  leading  to  ever 
higher  budget  deficits.  Reason 
will  prevail." 

Thomas  J.  Conway,  M.D. 

Terre  Haute 
Pediatrics 

"If  we  must  have  government 
assume  the  responsibility  for  the 
health  care  of  its  citizens,  the  ide- 
alism of  the  Clinton  proposal  is 
commendable.  There  appears 
little  to  criticize  with  his  proposed 
universal  availability,  simplicity, 
etc.  However,  our  past  experience 
with  government  has  been  one 
long  on  promises  and  short  and 
often  unfair  on  delivery.  In  this 
light,  the  proposal's  implementa- 
tion will  be  more  important  than 
its  outline." 

Alvan  L.  Eller,  M.D. 

Flora 

Family  practice 


"The  principal  issue  is  access 
to  health  care  and  concomitant 
tort  reform.  While  I believe  the 
access  issue  regarding  coverage 
has  been  reasonably  well  thought 
out,  the  limiting  factor  will  be 
choices  and  availability  of  nurses 
and  physicians.  Mandated  fee 
caps  will  likely  be  used  to  solve 
the  shortage  of  primary  care  phy- 
sicians, but  will  ultimately  fail  as 
a defined  two-tiered  delivery  sys- 
tem evolves." 

Mason  Goodman,  M.D. 
Indianapolis 
Pulmonary  diseases 

"I  believe  reform  will  have  a 
very  positive  impact  on  physi- 
cians. Hopefully,  we'll  see  pa- 
tients more  often  for  preventive 
care  and  less  often  when  they  are 
critical  or,  even  worse,  terminal. 
There  is  no  greater  joy  in  this 
profession  than  to  be  able  to  find 


a correctable  condition  and  to 
know  that  someone  is  better  be- 
cause you  intervened.  If  reform 
increases  patient  care  opportuni- 
ties, then  it  will  be  good  for  physi- 
cians also." 

Martha  J.  Mechei,  M.D. 

Crown  Point 
Emergency  medicine 

"The  administration's  health 
reform  plan  will  create  an  unman- 
ageable bureaucracy  that  will 
require  expanded  regulations  that 
will  impress  restrictions  on  pa- 
tients as  well  as  physicians  and  all 
other  health  care  providers.  It  is  a 
plan  that  cannot  produce,  in  the 
foreseeable  future,  any  effective 
reduction  of  the  total  cost  of 
health  provision." 

Edwin  Pontius,  M.D. 

Indianapolis 

Anatomic/clinical  pathology  □ 


Indianapolis  physician  has  voice  in  Clinton  plan 


Ray  L.  Henderson,  M.D.,  an 
Indianapolis  cardiologist,  partici- 
pated in  the  nine-month  develop- 
ment of  the  Clinton  admin- 
istration's health  system  reform 
proposal.  Along  with  administra- 
tion policymakers,  he  attended 
four  meetings  of  the  health  system 
reform  task  force,  representing 
African-American  viewpoints  as 
secretary  of  the  board  of  trustees 
of  the  National  Medical  Associa- 
tion. In  advance  of  Clinton's  na- 
tionally televised  speech  on  health 
reform  Sept.  22,  Dr.  Henderson 
attended  a three-hour  White 
House  briefing  with  Ira 
Magaziner,  the  president's  senior 


policy  adviser.  Sept.  19  and  a 
breakfast  for  100  physicians  with 
President  Clinton  Sept.  20.  He 
provided  the  following  statement 
in  response  to  the  Clinton  pro- 
posal. 

"It  is  important  that  organized 
medicine  do  more  than  just  par- 
ticipate in  the  debate;  it  is  impor- 
tant that  we  shape  the  debate. 

We  should  be  advocates  for  our 
patients  in  order  to  provide  them 
with  quality  health  care.  We  need 
to  redefine  the  term  'health  care 
provider.'  The  term  'provider,'  as 
it  is  now  defined,  is  much  too 
encompassing  and  detrimental  to 
the  interests  of  the  physicians.  To 
include  the  economic  cost  of  hos- 


pitals, nursing  homes,  pharmacies 
and  medical  equipment  under  the 
heading  of  health  care  provider 
distorts  the  image  of  the  physician 
as  a healer.  When  we  carefully 
examine  the  health  care  budget  in 
most  national  surveys,  only  20 
cents  out  of  each  dollar  is  reim- 
bursed to  physicians  for  providing 
medical  care.  The  contributions  of 
physicians,  as  well  as  the  reim- 
bursements to  physicians,  have 
been  distorted  by  this  generalized 
term  'provider.' 

"We  must  emphasize  the  im- 
portance of  the  president's  plan 
and  support  his  principles  of  se- 
curity, simplicity,  savings,  choice, 
quality  and  responsibility.  By 
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accepting  these  principles,  it  does 
not  mean  that  we  endorse  them. 
There  are  areas  that  will  require 
close  scrutiny  and  modification. 
For  example,  the  president's  con- 
cept of  choice  is  unacceptable. 

His  definition  of  choice  concerns 
the  patient's  choice  of  different 
medical  plans  - not  the  patient's 
choice  of  physician.  The 
administration's  position  on  the 
liberalizing  or  the  elimination  of 
the  'any  willing  provider'  lan- 
guage would  cause  physicians 
and  their  patients  much  concern. 
This  allows  organizations  to  elimi- 
nate certain  physicians  or  groups 
of  physicians  and  has,  in  the  past, 
eliminated  African-American  phy- 
sicians from  participating  in  many 


490 


I 


of  the  health  care  plans  currently 
enforced.  In  addition,  this  ability 
to  exclude  certain  physicians  or 
groups  of  physicians  also  exacts  a 
heavy  toll  on  the  majority  physi- 
cians who  are  also  systematically 
excluded  from  preferred  networks 
of  physicians,  restricting  the 
patient's  choice  of  physician. 

"Other  concerns  include  the 
importance  of  the  states  in  devel- 
oping and  administering  these 
regional  health  alliances.  'States' 
rights'  has  been  an  enigma  for 
African-American  people  who 
have  to  forge  long  legal  battles  in 
order  to  ensure  rights.  In  the  new 
plan  that  is  being  considered, 
states  should  be  given  very  spe- 
cific templates  on  which  to  oper- 


ate, allowing  only  minimal  flex- 
ibility, especially  since  this  is  to  be 
a national  health  plan. 

"As  we  consider  the  cost  of 
this  plan,  it  is  important  that  we 
talk  in  terms  of  human  cost  and 
needs.  Organized  medicine 
should  not  speak  as  economists, 
but  as  concerned  individuals.  The 
outline  of  the  president's  plan  is  a 
very  ambitious  blueprint  that  is 
obtainable  and  affordable. 

"As  this  debate  winds  its  way 
through  the  halls  of  Congress, 
organized  medicine  should  be 
there,  suggesting  modifications  to 
improve  the  plan.  This  will  also 
allow  the  American  people  to  feel 
secure  that  their  interests  are  be- 
ing served."  □ 


INDIANA  MEDICINE/November/December  199.  ^ 




X- 

:obe 

)f 

ve 

id 

s, 

The 
is  a 
is 

,vay 

slo 

so 

feel 

e- 


If  you  don’t  have  health 
insurance  coverage 
sponsored  by  the  ISMA  we’d 
like  to  show  you  what 
you’ve  been  missing  . . . 


Five  different  plans,  with  various 
deductibles  and  levels  of  co-payments 

$2  million  lifetime  maximum  benefit 
per  person 

Excellent  DENTAL  Plan 

Favorable  Premiums  due  to  a large  pool 
of  insureds 

Flexible  Participation  Requirements 

Lifetime  Eligibility  for  ISMA  members, 
once  enrolled  in  the  plan 

Convenient  Claims  Service  with  Direct 
Access  through  WATS 


Available  through  the 

ISMA 

Insurance  Agency 


s 


Indiana 
State 

Medical  r 
Association 


Call  your  local 

ISMA  Benefit  Representative 

(800)  442 -ISM A 

322  Canal  Walk 
Indianapolis , IN  46202-3252 
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Delegates  adopt  ISMA 
health  system  reform  plan 


Editor's  note : During  its  annual 
meeting  in  October,  the  Indiana  State 
Medical  Association  House  of  Del- 
egates adopted  Resolution  93-40,  a 
health  system  reform  plan  developed 
by  the  ISMA  Health  Systems  Task 
Force.  For  a copy  of  the  entire  report, 
call  Debbie  Warner  at  the  ISMA, 
(317)  261-2060  or  1-800-257-4762. 

The  Indiana  State  Medical 
Association  believes  our  nation 
has  the  expertise  and  technology 
to  continue  to  provide  the  finest 
quality  health  care  in  the  world, 
and  at  the  same  time  improve 
distribution  of  this  health  care  so 
that  all  people  can  obtain  basic 
health  services.  To  reach  this  goal 
of  universal  ac- 
cess, we  must 
commit  to  preser- 
vation of  quality, 
cost  containment 
and  protection  of 
freedom  of  choice 
for  patients  and 
providers. 

The  ISMA 
Health  Systems 
Task  Force  has  worked  diligently 
over  the  past  six  months  to  de- 
velop a health  system  reform  plan 
that  addresses  Indiana's  health 
system  and  how  that  system 
might  be  changed  in  order  to  bet- 
ter serve  our  state's  citizens. 

The  task  force  had  input  from 
diverse  medical  perspectives, 
thanks  to  the  appointments  of 
President  William  Beeson,  M.D., 
and  to  the  involvement  of  ISMA's 
past  presidents,  who  were  an  in- 
valuable asset.  The  task  force  also 
had  input  from  the  leadership  of 
several  medical  specialty  societies. 

The  following  is  a summary 


of  the  task  force  report. 

Long-range  goals 

We  believe  the  consumer  choice 
model  has  attributes  that  inher- 
ently overcome  many  of  the  prob- 
lems in  our  current  system.  With 
need-based  subsidies,  all  persons 
could  gain  access  to  personal 
ownership  of  health  insurance  for 
a defined,  standard  benefits  pack- 
age. Personal  ownership  of  insur- 
ance immediately  solves  the  prob- 
lem of  portability  between  jobs 
and  with  appropriate  cost-sharing 
has  - as  a linchpin  - built-in  cost 
control  measures  that  minimize 
the  need  for  government  or  em- 
ployer imposed  rationing  and 
other  external  controls. 


The  ISMA  Health  Systems 
Task  Force  generally  endorses  a 
consumer  choice  model  of  health 
system  implementation  as  the 
ultimate  goal.  The  consumer 
choice  model,  which  was  origi- 
nally developed  by  scholars  at  the 
Wharton  School  of  Business  and 
The  Heritage  Foundation,  is  char- 
acterized by: 

a)  An  individual  mandate: 

All  heads  of  households  would  be 
required  to  have  coverage  of  a 
defined  benefits  package  for 
themselves  and  their  dependents. 
A more  comprehensive  policy 
could  be  purchased.  The  defined 


P 

. p 

benefit  package  would  include 

patient  cost-sharing. 

b)  Subsidies  for  low-income 
households:  Graduated  govern- 
ment subsidies,  in  the  form  of 
vouchers,  would  be  available  to 
assist  low-income  individuals  in 
paying  their  premiums  and  meet- 
ing the  patient  cost-sharing  re- 
quirements. 

c)  Tax  system  changes: 

Changes  in  the  federal  tax  system 
would  replace  the  current  incen- 
tives for  low  patient  cost-sharing 
with  incentives  for  consumers  to 
make  cost-effective  choices  when 
they  purchase  coverage.  The  tax 
exclusion  for  employer-funded 
coverage  would  be  eliminated, 
and  individuals  and  employers 

would  be  entitled 
to  the  same  deduc- 
tion for  health  care 
expenditures,  such 
as  premiums,  pa- 
tient cost-sharing 
requirements,  and 
non-covered  ser- 
vices. Essentially, 
a health  care  ex- 
penditure would 
be  deductible  by  whomever  made 
the  payment. 

d)  Freedom  of  choice:  House- 
holds would  be  free  to  purchase 
the  coverage  of  their  choice.  Em- 
ployees would  not  be  required  to 
purchase  their  insurance  through 
their  employer.  Unions,  profes- 
sional associations,  churches  and 
other  groups  could  arrange  for 
group  coverages  for  their  mem- 
bers. Households  could  also  ob- 
tain individual  policies  directly 
from  insurers  and  insurance 
agents.  Households  would  be 
free  to  choose  whether  to  partici- 
pate in  a managed  care  plan. 


The  ISMA  Health  Systems  Task  Force 
generally  endorses  a consumer  choice 
model  of  health  system  implementation 
as  the  ultimate  goal. 
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However,  a number  of  com- 
plex parallel  issues  work  against  a 
pure  consumer  choice  model  at 
the  state  level,  especially  at  this 
time.  Federal  tax  law  changes  are 
necessary  for  this  model  to  be 
feasible.  In  addition,  a tax  in- 
crease would  probably  be  re- 
quired for  a state  proposal.  Fi- 
nally, it  will  take  time  to  change 
the  common  misconceptions  that 
employer-based  coverage  is  the 
best  security  against  uninsurance 
and  that  individuals  are  incapable 
of  making  their  own  coverage  and 
health  care  choices. 

We  realize  that  more  than 
two-thirds  of  Hoosier  lives  are 
now  covered  through  an  em- 
ployer-purchased plan.  A precipi- 
tous change  from  employer  cover- 
age would  likely  destroy  much  of 
what  works  in  the  current  system. 
Therefore,  we  support,  as  a first 
step,  a movement  toward  the  con- 
sumer choice  model  by  affecting  a 
reform  of  the  federal  tax  laws  to 
provide  a level  playing  field  for 
individually  purchased  coverage, 
and  the  implementation  of  the 
following  short-term  recommen- 
dations: 

Short-term  reform 

We  believe  that  the  state  can  as- 
sure universal  access  in  the  short 
term  through  steps  that  build 
upon  our  current  employer-based 
system  and  take  advantage  of 
strong  consumer  choice  features. 
We  propose  that  the  state  under- 
take the  following  short-term 
measures  to  fill  in  the  coverage 
gaps  and  encourage  patient  cost- 
consciousness: 

1.  Defined  benefits  package  - 
It  is  our  recommendation  that  the 
ISMA  support  legislation  in  the 
Indiana  General  Assembly  that 
would  replace  Indiana's  current 
insurance  mandates  with  a law 


that  would  require  all  insurers  to 
offer  a defined  core  benefits  pack- 
age such  as  the  package  devel- 
oped by  the  American  Medical 
Association. 

2.  Employer-based  coverage  - 
We  favor  a modified  employer 
mandate  requiring  most  employ- 
ers ("most  employers"  would 
need  to  be  defined  based  on  the 
number  of  employees  on  the  pay- 
roll) to  offer  group  coverage,  as 
they  do  now,  of  the  defined  ben- 
efit package  for  their  employees 
and  the  dependents  of  their  em- 
ployees. We  need  to  be  extremely 
careful  not  to  place  Indiana  indus- 
try at  a competitive  disadvantage 
while  implementing  this  recom- 
mendation. We  would  also  need 
to  provide  a phase-in  period  and 
state  funded  subsidies  for  small 
employers,  such  as  tax  credits  and 
exemptions  for  new  employers 
(with  very  stringent  criteria  for 
defining  "small"  and  "new"  to 
prevent  abuse). 

3.  Employee  premium  shar- 
ing - Limit  the  employer's  man- 
dated premium  share,  while  al- 
lowing employers  to  pay  a higher 
share  if  the  employer  elects  to  do 
so  as  a result  of  a collective  bar- 
gaining agreement  or  other  situa- 
tion. Reduce  the  employer's  man- 
dated premium  share  for  part- 
time  employees. 

4.  Employee  option  - Allow 
employees  the  option  to  purchase 
their  own  coverage  and  have  their 
employer  make  a contribution 
toward  their  premium  equivalent 
to  what  the  employer  would  have 
otherwise  paid  for  its  offered  cov- 
erage. 

5.  Single  coverage  - Make 
provisions  to  prevent  mandated 
duplicative  coverage  of  working 
spouses,  such  as  a requirement 
that  one  spouse  opt  out  of  the 
mandated  employer-funded  cov- 


erage. 

6.  Patient  cost-sharing  - In- 
clude significant  patient  cost- 
sharing, that  is  tax  deductible,  in 
the  mandated  defined  benefit 
package. 

7.  Gap  filling  - Provide  state- 
funded,  need-based,  graduated 
subsidies  to  assist  employees  in 
paying  their  premium  share  for 
the  mandated  benefit  package  and 
the  incorporated  patient  cost- 
sharing requirements.  Also  pro- 
vide need-based  subsidies  to  assist 
the  unemployed  and  employees 
not  entitled  to  employer-funded 
coverage  to  purchase  coverage  of 
the  mandated  benefit  package  and 
to  pay  the  incorporated  patient 
cost-sharing  requirements. 

8.  Reduce  administrative 
burdens  - Physicians  and  other 
health  providers  need  to  be  freed 
from  tbe  overwhelming  burdens 
associated  with  practicing  their  art 
and  science.  To  that  end,  the 
ISMA  recommends  that  we  for- 
mally approach  all  third-party 
payers  and  seek  the  development 
of  consistent  forms  (such  as  the 
HCFA  1500  form),  and  seek  to 
make  the  health  care  system  more 
administratively  efficient. 

9.  Address  overutilization  - 
We  believe  that,  by  encouraging 
private  ownership  of  health  insur- 
ance with  cost-sharing,  patients 
will  be  more  cost-conscious  and 
seek  to  spend  their  resources  in  a 
prudent  fashion. 

10.  Eliminate  excessive 
charges  - As  patients  gain  owner- 
ship of  their  health  insurance,  we 
believe  that  market  forces  will  be 
free  to  react  in  such  a way  that 
excessive  charges  are  discouraged 
and  chased  out  of  the  market.  A 
method  of  standardizing  the  pro- 
cesses that  insurance  companies 
use  to  determine  reimbursement 
for  procedures  and  services 
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should  be  developed. 

11.  Practice  parameters  - The 
ISMA  supports  the  development 
of  practice  parameters,  with  the 
following  caveats: 

• Practice  parameters  should 
be  viewed  as  general  guidelines 
and  should  allow  for  local  input 
in  their  development  and  for  local 
deviation  from  the  standards 
where  the  dynamics  of  a locality's 
health  care  system  make  the  pa- 
rameter logistically  or  otherwise 
unworkable. 

• Parameters  should  be  devel- 
oped by  physicians  with  special 
expertise  in  the  condition  for 
which  the  parameter  is  developed. 

• Parameters  should  be  devel- 
oped to  establish  the  most  effec- 
tive method  of 
diagnosis  and 
treatment  of  the 
patient,  and  not 
be  developed 
based  on  the  eco- 
nomic implica- 
tions of  the  pa- 
rameter. 

• Parameters 
should  not  be 
adopted  unless 
60%  of  the  physi- 
cians in  the  state 
whose  practices  will  be  affected 
vote  to  adopt  the  parameter,  and 
it  must  be  determined  that  the 
parameter  will  reduce  unneces- 
sary use  of  services  and  will 
maintain  high  quality  standards. 

• Rapidly  developing  technol- 
ogy and  research  place  limitations 
on  any  attempt  to  standardize 
care.  To  allow  for  progress,  the 
useful  duration  of  any  practice 
parameter  is  limited  and  should 
be  revisited  every  three  years, 
although  changes  in  the  form  of 
amendments  could  become  neces- 
sary at  any  time. 

12.  Public  health  - The  ISMA 


believes  that  no  reform  plan  is 
complete  unless  it  addresses  some 
of  the  factors  that  drive  the  cost  of 
health  care  up,  factors  such  as 
tobacco  use,  sedentary  lifestyles, 
the  abuse  of  alcohol  and  other 
drugs,  teen  pregnancy  and  others. 

13.  Basic  freedoms  - The 
ISMA  believes  that  the  unique 
nature  of  the  physician-patient 
relationship  dictates  that  patients 
must  continue  to  be  allowed  to 
choose  their  physician.  Likewise, 
physicians  should  be  free  to 
choose  their  own  patients,  and 
physicians  should  not  be  forced  to 
limit  their  practice  to  one  group 
or  one  hospital. 

14.  Risk  allocation  - The 
ISMA  recommends  that  the  Indi- 


ana General  Assembly  create, 
within  the  department  of  insur- 
ance, a system  whereby  persons 
who  are  turned  down  for  health 
insurance,  based  on  established 
and  standardized  criteria,  may 
approach  the  department  and 
certify  their  status.  The  depart- 
ment of  insurance  would,  in  turn, 
assign  them  to  a private  insurer. 
Private  insurers  would  be  re- 
quired to  take  those  Hoosiers  who 
have  been  assigned  to  them  by  the 
department,  which  would  allocate 
the  persons  to  private  insurers 
based  on  the  percentage  of  the 
market  the  private  insurer  enjoys. 


15.  Guaranteed  continuity/ 
renewability  - The  ISMA  recom- 
mends that  insurers  be  required  to 
continue  and  renew  policies  un- 
less the  insured  does  not  pay  the 
premium,  or  in  the  case  of  fraud 
or  misrepresentation.  Insurers 
could  not  increase  premiums  ex- 
cessively for  groups  or  individuals 
with  deteriorating  health  status  or 
claims  experience.  The  maximum 
increase  would  be  set  at  a given 
percentage,  plus  any  increase  in 
the  base  price  of  the  premium. 

16.  Prohibit  exclusions  for 
pre-existing  conditions  - The 
ISMA  recommends  that  exclusions 
for  pre-existing  conditions  be  pro- 
hibited except  for  a pre-defined 
and  standardized  set  of  excep- 
tions. 

17.  Premium 
bands  - Insurers 
could  vary  premi- 
ums by  age  (setting 
age  apart  as  a 
block  of  business). 
Premiums  could 
not  differ  within 
age/sex  categories 
in  a block  of  busi- 
ness by  more  than 
a set  percentage. 
The  percentage 
would  be  set  with  input  from  the 
insurance  industry.  Insurers 
would  be  limited  in  their  ability  to 
vary  premiums  across  different 
blocks  of  business.  Blocks  of  busi- 
ness could  not  be  set  based  on 
discriminatory  boundaries. 

18.  Prospective  reinsurance  - 
The  state  would  be  required  to 
establish  a prospective 
reinsurance  program  for  health 
insurance.  An  insurer  could  ob- 
tain optional  reinsurance  for  any 
group  or  individual.  The  primary 
insurer  would  be  liable  for  a cov- 
ered individual's  health  costs  up 
to  a threshold  amount.  Above  the 


The  ISMA  believes  that  no  reform  plan  is 
complete  unless  it  addresses  some  of  the 
factors  that  drive  the  cost  of  health  care  up, 
factors  such  as  tobacco  use,  sedentary 
lifestyles,  the  abuse  of  alcohol  and  other 
drugs,  teen  pregnancy  and  others. 
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threshold,  the  reinsurance  pro- 
gram would  be  responsible  for  the 
cost.  The  program  would  be 
funded  by  reinsurance  premiums. 

19.  Medicaid  - The  ISMA 
recommends  that,  in  the  long 
term,  Medicaid  be  reformed  into  a 
voucher  system  that  would  allow 
recipients  to  purchase  private 
insurance  and  pay  patient  cost- 
sharing requirements.  In  the  in- 
terim, we  recommend  that  Medic- 
aid take  appropriate  measures  to 
reduce  provider  hassles  and  reim- 
bursement inequities.  Addressing 
this  problem  will  go  some  dis- 
tance toward  resolving  the  cost- 
shifting  dilemma  that  has  given 
rise  to  discussions  of  health  care 
price  controls. 

20.  Equitable  tax  deductions  - 
Individuals  should  be  permitted 
to  deduct  their  expenses  for  health 
care  as  defined  under  the  defined 
benefits  package,  including  co- 
insurance,  deductibles  and  the 
cost  of  services  that  are  not  cov- 
ered by  their  insurance,  excluding 
some  elective  procedures  and 
expenses. 

21.  Cap  on  premium  tax  de- 
duction - The  tax  deduction  avail- 
able to  employers  and  individuals 
for  premium  payments  should  be 
capped  at  the  estimated  cost  of  a 
basic  benefit  package  with  signifi- 


cant patient  cost-sharing. 

22.  Health  IRAs  - Income 
invested  in  a segregated  account 
for  future  health  care  and  earn- 
ings retained  in  the  account 
should  be  tax  deferrable  until 
withdrawal.  Withdrawals  for 
health  care  expenditures  would  be 
tax  deductible  at  the  time  of  with- 
drawal. Non-health  care  expendi- 
ture withdrawals  would  be  sub- 
ject to  tax  and  substantial  penal- 
ties. 

23.  Funding  - The  ISMA  is 
aware  that  many  of  the  recom- 
mendations embodied  in  this 
document  will  require  funding. 
While  development  of  creative, 
innovative  and  adequate  revenue 
sources  is  outside  the  realm  of  our 
expertise,  we  believe  that  any 
method  of  funding  should  recog- 
nize that  the  health  system  is  de- 
signed to  serve  all  of  society,  so 
the  source  of  funding  should 
fairly  reflect  that,  and  the  respon- 
sibility for  funding  the  program 
should  not  be  shouldered  dispro- 
portionately by  any  single  source. 
We  further  believe  that,  in  the 
long  term,  these  recommendations 
will  actually  save  money,  regard- 
less of  how  it  is  funded. 

Medical  education/manpower 

Geographic  maldistribution  of 


physicians  in  Indiana  and  around 
the  country  adds  a barrier  to  qual- 
ity medical  care  for  many  Hoo- 
siers.  Part  of  the  solution  to  this 
problem  requires  increased  num- 
bers of  Indiana  University  School 
of  Medicine  graduates  seeking 
primary  care  careers  and  practic- 
ing in  Indiana  underserved  areas. 
IU  has  already  worked  to  address 
this  situation,  and  is  currently  the 
fourth  largest  producer  of  primary 
care  physicians  in  the  nation. 

A comprehensive  plan  will  be 
necessary  in  order  to  continue  to 
make  progress  in  this  area. 

Among  other  things,  students 
from  underrepresented  geographi- 
cal areas  and  minority  students 
must  be  attracted  to  medical  ca- 
reers. State  and  federal  govern- 
ments should  support  scholar- 
ships for  minority  students,  attract 
students  to  primary  care  and 
maintain  a high  visibility  for  pri- 
mary care  among  medical  stu- 
dents. The  health  system  must  be 
altered  in  order  to  decrease  the 
disincentives  that  drive  people 
away  from  primary  care  practices. 
This  includes  a decrease  in  the 
hassle  factor  associated  with  pri- 
mary care  practices.  □ 
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Medicaid  issue  fades 
as  legislative  concern 


Mike  Abrams 

ISMA  Director  of  Government 
Relations 

The  1993  legislative  session 
was  a memorable  one.  The  ele- 
ments of  the  session  that  made  it 
memorable  were  not  always 
pleasant,  but  they  were  certainly 
notable.  Who  would  have 
thought,  for  example,  that  two 
Indiana  statesmen  would  engage 
in  a test  of  bladder  strength:  If 
the  presiding  officer  of  the  senate 
went  to  the 
men's  room,  the 
president  pro 
tern,  a senator  of 
the  opposite 
party,  said  he 
would  take  over 
the  rostrum, 
close  the  voting 
machine  and 
proceed  with  Senate  business. 
While  a state  police  officer 
guarded  the  podium,  Lt.  Gov. 
Frank  O'Bannon's  staff  kept  coffee 
awav  from  him. 

j 

Since  the  special  session  ad- 
journed June  30,  a lot  of  pundits 
have  worked  to  assess  the  win- 
ners and  losers.  Who  gained  po- 
litical strength  and  whose  po- 
litical strength  was  compromised 
during  the  melee  that  occurred 
between  January  and  June?  The 
real  answer  to  that  question  will 
not  be  known  until  Hoosiers  go  to 
the  ballot  box  in  November  1994 
to  elect  state  legislators  and  state- 
wide office  holders.  But  it  is  in- 
teresting to  revisit  the  major 
events  of  the  session  and,  with  the 
benefit  of  a bit  of  hindsight,  make 
some  “armchair  quarterback" 


assessments  of  who  gained  and 
who  lost. 

Setting  the  stage 

The  stage  was  set  for  political 
confrontation  even  before  the 
legislative  session  began.  In  the 
fall  of  1992,  budgeteers  were  re- 
porting that,  thanks  largely  to  an 
exploding  Medicaid  budget,  the 
state  was  heading  for  some  lean 
economic  times,  and  unless  Med- 
icaid spending  was  controlled, 
cutbacks  in  some  other  areas,  such 
as  education,  would  suffer. 


Making  education  an  issue 
was  a good  tactic,  because  that 
brought  another  big  stakeholder 
into  the  picture:  the  teachers 
union  (Indiana  State  Teachers 
Association).  The  math  is  simple: 
If  you  spend  too  much  on  Medic- 
aid, you  must  spend  less  on  the 
school  tuition  support  formula, 
which  leaves  less  money  for 
teacher  salary  increases. 

As  the  session  wore  on,  it 
became  obvious  that  the  Medicaid 
issue  was  both  dominant  and 
virtually  unsolvable.  Not  only 
were  different  parties  unable  to 
develop  consensus  solutions,  but 
people  were  unable  to  agree  on 
the  size  of  the  problem.  Medicaid 
bureaucrats  were  stating  the  size 
of  the  budget  shortfall  at  levels 
much  higher  than  House  and 


Senate  Republicans  agreed  to. 
And,  if  the  problem  is  not  as  se- 
vere as  the  Medicaid  agency  says 
it  is,  then  obviously  the  necessary 
solution  is  not  as  severe. 

In  the  final  analysis,  after  all 
the  bickering,  backbiting  and 
name-calling,  the  legislature  did 
very  little  to/for  Medicaid.  Get- 
ting there,  however,  was  a differ- 
ent story. 

The  politics  of  taxes 

No  legislative  issue  is  fought 
harder  than  the  taxing  of  some- 
thing. It  is  useful, 
therefore,  when 
assessing  winners 
and  losers,  to  look 
at  the  politics  sur- 
rounding the  tax 
proposals. 

In  looking  at 
how  other  states 
have  addressed 
health  reform,  the  Indiana  State 
Medical  Association  became  con- 
cerned last  fall  that  some  Indiana 
legislators  might  propose  a sick 
tax,  a tax  on  those  who  provide 
health  care  to  the  sick.  Early, 
aggressive  efforts  by  the  ISMA 
helped  keep  a sick  tax  on  physi- 
cians off  the  legislative  table. 

In  a speech  to  a joint  session 
of  the  General  Assembly  on  April 
6,  Gov.  Evan  Bayh  took  off  the 
gloves.  The  joint  session  was 
called  so  the  governor  could 
speak  about  Medicaid.  It  is  un- 
precedented for  a governor  to  call 
a joint  session  to  address  a legisla- 
tive body  on  a single  issue,  so 
Statehouse  observers  were  sure 
that  the  announcement  would  be 
dramatic. 

With  uncharacteristically  ag- 


ln  the  final  analysis, 
after  all  the  bickering,  backbiting 
and  name-calling,  the  legislature  did  very 
little  to/for  Medicaid. 
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gressive  words.  Gov.  Bayh  pro- 
posed to  tax  hospitals  1%  of  their 
gross  charges.  During  the  ensu- 
ing debate  over  the  hospital  tax, 
hospitals  were  accused  of  price 
gouging  and  of  not  bearing  their 
fair  share  of  the  responsibility  to 
solve  the  health  care  cost  di- 
lemma. Gov.  Bayh  said  hospitals 
are  not  taxed  like  other  businesses 
so  they  should  be  able  to  easily 
withstand  the  1%  tax.  He  in- 
dicted hospital  CEO  salaries,  and 
he  pointed  to  hospital  capital  ex- 
pansions as  examples  of  waste  in 
the  health  care  system.  Ann 
Delaney,  one  of  Bayh's  top  politi- 
cal advisers  and  the  state  Demo- 
cratic chairman,  joked  that  if  you 
get  sick  and  need  to  find  the  hos- 
pital in  a small  Indiana  town,  just 
look  for  the  construction  cranes. 

During  his  speech,  Bayh  told 
legislators  that  when  the  speech 
was  over,  legislators  would  be 
converged  upon  by  special  inter- 
ests, who  would  call  upon  them 
to  defeat  the  tax.  He  was  right 
about  that.  You  needed  a shoe- 
horn to  get  another  lobbyist  in  the 
lobby  outside  the  House  chamber 
following  the  speech. 

Gov.  Bayh  reportedly  went  to 
the  House  Democratic  Caucus  and 
asked  them  to  support  the  hospi- 
tal tax,  vote  it  out  of  the  House, 
and  he  could  deliver  the  Senate 
! votes  to  get  it  passed. 

As  expected,  the  Indiana  Hos- 
pital Association  (IHA)  used  ev- 
ery available  resource  to  fight  the 
tax  and,  ultimately,  led  the  tax  to 
its  grave.  The  IHA  quickly  pro- 
vided data  that  showed  which 
hospitals  would  be  forced  to  close 
i if  a 1%  tax  was  levied  on  their 
gross  charges.  With  only  one 
House  Democrat  voting  against 
the  tax  (Rep.  Doug  Kinser,  D-New 
• Castle),  it  passed  the  House  of 


Reps.  Sam 
Turpin  (R- 
Brownsburg)  and 
Brian  Bosma  (R- 
Indianapolis) 
listen  to  a floor 
debate  during  the 
1993  Indiana 
General  Assem- 
bly. 


Representatives  and  went  to  the 
Senate  for  consideration. 

Not  only  did  every  House 
Republican  vote  against  the  tax, 
they  enjoyed  the  opportunity  to 
position  themselves  as  the  "no 
new  taxes"  party,  and  they  fired 
salvos  at  the  Democrats  for  voting 
in  favor  of  taxing  hospitals.  Using 
the  IHA  data,  they  noted  which 
hospitals  would  be  forced  to  close 
if  the  tax  were  enacted.  At  a 
news  conference.  House  Republi- 
cans set  up  a wheelchair  next  to 
the  press  table  and  put  a sign  on 
it:  "Tax  me." 

The  tax  then  went  to  the  Re- 
publican-controlled Senate, 
where  it  met  with  less  success. 

Not  only  did  the  Senate  Republi- 
cans make  sport  out  of  killing  the 
tax,  they  worked  to  score  political 
points  out  of  killing  it.  Further, 
the  Senate  Democrats  did  not 
warm  to  the  idea.  And,  amidst 
much  pomp  and  circumstance,  the 
hospital  tax  died. 

With  the  demise  of  the  hospi- 
tal tax,  and  no  real  alternatives 
presenting  themselves  on  April 


29,  the  legislature  adjourned,  as 
required  by  statute  after  the  61st 
session  day,  with  no  budget.  Leg- 
islators did  not  return  until  June 
9,  when  another  alternative 
looked  promising. 

Exit  hospitals,  enter  cigarettes 

When  the  legislature  adjourned 
without  a state  budget,  and  when 
the  hospital  tax  died,  the  governor 
began  to  look  for  other  sources  of 
revenue.  He  proposed  that  the 
cigarette  tax  be  increased  from 
15.5  cents  per  pack  to  33.5  cents 
per  pack.  With  a House  speaker 
that  has  traditionally  been  op- 
posed to  higher  cigarette  taxes,  it 
looked  as  though  the  governor 
had  crossed  a major  hurdle.  If  he 
could  get  the  speaker  to  agree  to 
the  tax,  he  might  be  able  to  sway 
enough  other  votes  to  pass  it. 

So  the  legislators  were  called 
back  to  Indianapolis  for  a special 
session,  the  governor  announcing 
that  special  interest  lobbyists  had 
killed  the  hospital  tax  and,  there- 
fore, the  cigarette  tax  would  be  on 
the  table. 
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Once  again,  House  Republi- 
cans postured  with  "no  new 
taxes"  speeches.  House  Demo- 
crats, led  by  Rep.  Pat  Bauer, 
worked  to  pass  the  tax,  noting  the 
impact  of  smoking  on  health  care 
costs.  With  universal  Republican 
opposition,  House  Democrats 
passed  a budget  with  the  cigarette 
tax  in  the  hill,  sending  it  to  the 
Senate  for  consideration.  Teach- 
ers, fearing  that  lack  of  any  tax 
increase  would  result  in  less  tu- 
ition support,  showed  up  at  the 
Statehouse  wearing  buttons  an- 
nouncing their  support  for  a tax 
on  cigarettes.  The  bill  might  as 
well  have  contained  a tax  on  legis- 
lators because  Senate  Republicans, 
like  their  House  counterparts, 
took  great  joy  in  killing  the  tax 
and  making  "no  new  taxes" 
speeches. 

What  do  we  do  now? 

With  no  new  revenue  raisers  in 
the  budget,  the  big  question  of  the 
session  became:  Where  do  we  go 
from  here?  If  we  do  not  raise 
taxes,  how  do  we  cost  contain  so 
the  budget  is  balanced? 

Although  you  wouldn't  know 
it  based  on  the  debate,  the  big 
stakeholder  in  how  this  question 
was  answered  was  the  Indiana 
State  Teachers  Association.  At  the 
beginning  of  the  regular  session, 
the  teachers  union  sought  a large 
increase  in  tuition  support.  Tu- 
ition support  is  sent  to  each  indi- 
vidual school  corporation,  and  the 
level  of  tuition  support  provided 
by  the  General  Assembly  typically 
indicates  the  amount  of  salary 
increase  that  teachers  across  the 
state  will  receive.  In  January,  it 
appeared  that  tuition  support 
would  increase  by  only  2%. 

When  the  budget  passed  the 
House  Ways  and  Means  Commit- 
tee, tuition  support  was  set  at  a 


3%  increase.  At  the  end  of  the 
regular  session,  the  budget  called 
for  a 3.3%  increase.  During  the 
special  session,  it  was  bumped  up 
to  4%.  Ultimately,  the  increase 
settled  at  3.3%. 

But  with  no  new  revenue 
raisers  in  the  budget  and  House 
Democrats  twice  voting  to  in- 
crease taxes,  only  to  have  the  Sen- 
ate Republicans  kill  the  taxes  and 
criticize  Democrats  in  the  process, 
the  House  Democrats  appeared  to 
lose  their  incentive  to  look  for 
new  sources  of  revenue. 

By  late  June,  legislators  were 
exhausted,  frustrated,  homesick, 
angry  and  ready  to  pass  a budget, 
almost  any  budget,  and  go  home. 
They  were  being  criticized  in  their 
hometown  media  for  not  doing 
their  jobs  on  time.  Some  legisla- 
tors, in  order  to  stave  off  criticism, 
held  news  conferences  announc- 
ing that  they  would  not  accept 
their  special  session  per  diem  or 
that  they  would  give  their  per 
diem  to  a charity. 

Ed  Feigenbaum,  who  pub- 
lishes a Statehouse  newsletter, 
reported  that  the  governor  had 
gone  to  the  House  Democratic 
Caucus  meeting  and  asked  that 
the  House  Democrats  stand  strong 
with  him  and  not  pass  the  budget 
that  had  been  passed  by  the  Sen- 
ate. Feigenbaum  reported  that 
after  an  impassioned  plea  by  the 
governor,  Speaker  Phillips  told 
the  governor  he  could  no  longer 
count  on  the  House  Democrats  to 
support  him.  Phillips  allegedly 
told  the  governor  that,  after  hav- 
ing twice  voted  for  tax  increases 
that  failed  in  the  Senate,  House 
Democrats  were  ready  to  pass  a 
budget  and  override  a veto  if  nec- 
essary. 

On  June  30,  that  is  what  hap- 
pened. The  House  and  Senate 
adopted  the  budget  and,  after 


Bayh  vetoed  it,  the  veto  was  over- 
ridden by  both  chambers,  and  the 
budget  became  law. 

Extraneous  issues  make  the  point 

At  the  beginning  of  session,  ev- 
eryone watching  the  legislature 
noted  that  Medicaid  was  the  big- 
gest issue  that  legislators  would 
wrestle  with.  In  the  end,  two 
other  issues,  very  diverse  but  very 
important,  created  the  impasse 
and  dislodged  the  gridlock:  tu- 
ition support  and  casino  gam- 
bling. 

Some  legislators  who  would 
have  been  predicted  to  vote 
against  the  budget  voted  for  it 
because  it  included  casino  gam- 
bling language.  Those  who  had 
tried  for  years  to  get  casino  gam- 
bling with  no  success  believed 
this  was  their  only  chance  to  see 
casino  legislation  pass  in  Indiana. 
If  not  now,  never,  they  felt. 

And  many  who  debated  the 
budget  behind  closed  doors  in  the 
waning  hours  of  session  reported 
that  the  word  "Medicaid"  was 
rarely  spoken.  In  fact,  the  hang- 
up was  often  tuition  support  and 
how  state  funding  would  be  sent 
to  local  school  corporations.  In 
the  end,  very  little  language  was 
adopted  that  changed  the  admin- 
istration of  Medicaid. 

Different  spin  doctors  say 
different  things  about  who  won 
and  who  lost  during  the  1993 
sessions.  Many  said  the  governor 
lost  some  political  standing.  But 
the  governor  is  now  forced  to  deal 
with  a budget  that  he  vetoed.  As 
difficult  decisions  present  them- 
selves to  the  governor,  he  has  a 
rock  solid  defense  when  constitu- 
ents get  angry:  The  budget  the 
legislature  sent  me,  over  my  veto, 
is  forcing  me  to  do  this.  1 don't 
like  it  any  more  than  you.  □ 


498 


INDIANA  MEDICINE/November/December  1992 


EDUCATIONAL 

FUNDING 

ANALYSIS. 


If  you've  ever  wondered  what  it  will  cost  to  send 
your  children  to  college,  you  should  have  an 
ISMA  educational  funding  analysis  completed. 
This  ISMA  membership  benefit  will  provide  you 
with  the  information  you  need  to  plan  for  the 
cost  of  your  children 's  education.  And,  it's 
available  to  members  at  no  additional  cost. 


For  more  information,  call  John  Mayer  at  1-800-442-ISMA 
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A 


OBJECTIVE 

FINANCIAL 

CONSULTATION 


With  the  financial  changes  that  are  occurring  in  the  medical 
community,  it  has  become  even  more  important  to  have  your 
financial  situation  objectively  reviewed. 


ISMA  has  developed  a program  that  ensures  the  information 
and  advice  you  receive  is  relevant  to  your  unique  financial 
situation. 


This  ISMA  membership  benefit,  available  at  no  additional 
cost,  zuill  help  you  maximize  your  earning  capabilities  both 
now  and  after  health  care  reform. 


For  more  information,  call  John  Mayer  at  1-800-442-ISMA 
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Digest  of  health 
and  medical  laws 


1993  Indiana  General  Assembly 

T he  1993  legislative  session  saw  plenty  of  controversy  from  start  to  finish.  Health  care 
and  Medicaid  reform  were  thrust  into  the  spotlight  as  it  became  clear  that  Indiana  would 
experience  a Medicaid  funding  shortfall  over  the  next  biennium  unless  something  in  the 
state's  Medicaid  program  changed.  Gov.  Evan  Bayh  made  political  history  by  calling  the 
state's  first  ever  joint  session  of  the  legislature  for  a purpose  other  than  the  annual  State  of  the 
State  Address  when  he  spoke  to  the  General  Assembly  about  his  proposals  for  solving  the 
Medicaid  crisis. 

Health  care  was  not  the  only  issue  debated;  on  the  contrary,  legislators  introduced  916 
House  bills  and  657  Senate  bills  this  session.  But  as  is  typical  of  the  General  Assembly, 
political  differences  and  time  crunches  prevented  all  but  171  House  bills  and  107  Senate  bills 
from  making  their  way  to  the  governor's  desk  to  become  law.  The  governor  vetoed  only 
three  acts  during  the  regular  session,  and  one  of  those  was  overridden. 

However,  that  was  not  the  end  of  the  General  Assembly's  labor  for  the  year.  Legislators 
were  not  able  to  reach  any  sort  of  compromise  on  either  the  budget  or  the  Medicaid  dilemma 
during  the  regular  session  and  so  were  forced  to  return  to  Indianapolis  in  June  for  a special 
session. 

The  Digest  of  Health  and  Medical  Lazos  will  be  helpful  to  you  as  you  consider  the  changes  in 
state  policies  that  will  impact  your  practice.  While  this  document  does  not  provide  detail  on 
each  of  the  new  laws,  it  will  serve  as  a useful  tool.  For  additional  information  about  the 
statutes  in  this  book,  call  the  ISMA  Government  Relations  staff  at  1-800-257-4762  or  (317)  261- 
2060. 


Michael  D.  Abrams 

Director  of  Government  Relations 

Louis  M.  Belch 

Legislative  Liaison 

Deborah  E.  Warner 

Administrative  Assistant 

Katherine  A.  Vaughn 

Legislative  Intern 
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House  enrolled  acts 


All  new  laws  are  effective  July  1, 1993,  unless 

otherwise  noted. 

HEA  1001  (special  session) 

• Author:  Bauer 

• Sponsor:  Thompson 

• Requires  insurance  policies  that  cover  drugs  to 
cover  cancer  treatment  drugs  regardless  of  whether 
they  are  FDA  approved  as  long  as  published 
clinical  studies  show  them  to  be  safe  and  effective. 

HEA  1034 

• Authors:  Day,  Goble,  Bayliff 

• Sponsors:  Johnson,  Gery,  Craycraft 

• Establishes  the  local  health  maintenance  fund  to  be 
used  for  local  boards  of  health  to  provide  public 
health  services,  including  animal  and  vector 
control,  disease  control  (including  immunizations), 
food  sanitation,  environmental  health,  health 
education,  laboratory  services,  maternal  and  child 
health  services,  nutrition  services,  public  health 
nursing  and  vital  records  (this  section  is  effective 
June  30,  1993); 

• requires  school  corporations  to  implement  a school 
breakfast  program;  and 

• requires  the  department  of  education  to  assist 
schools  with  the  implementation  of  these  programs 
and  apply  for  federal  financial  assistance  on  behalf 
of  the  participating  school  corporations. 

HEA  1108 

• Authors:  Bayliff,  Day,  Brown 

• Sponsors:  Leising,  Gery 

• Requires  the  state  department  of  health  to  charge 
an  additional  $2  fee  per  birth  certificate; 

• requires  the  state  department  of  health  to  establish 
a birth  problems  registry; 

• requires  physicians,  nurse  midwives,  local  health 
departments  and  hospitals  to  report  each  con- 
firmed case  of  a birth  problem  to  the  registry  not 
later  than  60  days  after  the  birth; 

• defines  birth  problem  as  one  or  more  of  the  follow- 
ing: a structural  deformation;  a developmental 
malformation;  a genetic,  inherited  or  biomedical 
disease;  birth  weight  of  less  than  2,500  grams;  a 
condition  of  a chronic  nature,  including  central 
nervous  system  (CNS)  hemorrhage  or  infection  of 
the  CNS,  that  may  result  in  the  need  for  long-term 
health  care;  and  stillbirth; 

• permits  the  release  of  additional  medical  informa- 
tion regarding  an  adoptee  if  ordered  by  a court; 
and 

• allows  the  health  care  provider  to  charge  a reason- 
able fee  for  the  records. 


HEA  1218 

• Authors:  Mannweiler,  Kruzan,  Friend,  Tincher 

• Sponsors:  Lubbers,  Merritt,  Doll,  Wolf,  K.  Smith 

• Requires  a physician  or  administrator  of  a hospital 
or  outpatient  surgical  center  to  report  to  the  state 
department  of  health,  within  72  hours,  that  a 
person  has  been  treated  for  a dog  bite. 

HEA  1223 

• Authors:  Crosby,  Fry,  Beck 

• Sponsors:  Lubbers,  Merritt,  Doll,  Wolf,  K.  Smith 

• Expands  the  role  of  the  long-term  care  ombudsman 
to  include  the  investigation  and  resolution  of 
complaints  and  concerns  regarding  the  health, 
safety,  welfare  or  rights  of  residents  in  long-term 
care  facilities; 

• the  ombudsman  must  be  provided  access,  with  the 
consent  of  the  patient,  to  the  patient's  medical, 
financial  and  social  records;  and 

• makes  retaliation  against  a person  who  files  a 
complaint  a Class  B misdemeanor. 

HEA  1234 

• Authors:  Wilson,  Brown,  Cottey,  Burton 

• Sponsors:  Gard,  Leising,  Hunt 

• Requires  a pharmacist  to  place  the  following 

statement  on  the  label  of  each  generic  drug  pre- 
scription: " Generic  for " with  the 

generic  name  and  the  brand  name  inserted  on  the 
blank  lines. 

HEA  1388 

• Authors:  Gregg,  Sturtz,  Liggett 

• Sponsor:  Soards 

• Makes  the  abuse  of  a corpse  by  mutilation  or 
sexually  deviate  conduct  a Class  D felony.  (This 
does  not  apply  to  scientific,  medical,  historical, 
forensic  or  investigative  procedures  or  to  funeral 
directors,  embalmers  or  their  employees  who  are 
acting  within  their  normal  scope  of  practice  and 
employment.) 

HEA  1407 

• Authors:  Wilson,  Dobis,  Cottey,  McConnell 

• Sponsors:  Harrison,  Hellmann,  Hume 

• Allows  a court  that  grants  an  individual  probation- 
ary driving  privileges  to  include  the  requirement 
that  the  vehicle  be  equipped  with  a functioning 
certified  ignition  interlock  device. 

HEA  1514 

• Authors:  Gregg,  Henderson,  Dickinson 

• Sponsors:  Miller,  Simpson 

• Requires  each  school  to  keep  an  accurate  immuni- 
zation record  of  its  students; 

• when  a student  transfers  to  another  school  or 
enrolls  in  a post-secondary  institution,  the  school 
from  which  the  student  transfers  or  graduates  may 
furnish  a copy  of  the  student's  immunization 
record  to  the  student's  new  school; 
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• allows  the  state  department  of  health  to  expand  or 
modify  the  list  of  communicable  diseases  that 
require  documentation  of  immunity  as  information 
warranting  such  an  expansion  or  modification 
becomes  available;  and 

• requires  documented  immunity  from  diphtheria, 
tetanus,  measles,  mumps  and  rubella  for  permis- 
sion to  matriculate  in  a residential  campus  of  a 
post-secondary  institution. 

HE  A 1564 

• Authors:  Kinser,  Becker,  Scholer,  Brown 

• Sponsors:  Miller,  K.  Smith 

• Defines  advance  practice  nurse  as  a nurse  practitio- 
ner, nurse  midwife  or  clinical  nurse  specialist; 

• allows  the  nursing  board  and  the  medical  licensing 
board  to  establish  rules  regarding  the  educational 
requirements  for  nurses  in  advanced  practice; 

• allows  the  nursing  board  and  the  medical  licensing 
board  to  establish  rules  regarding  the  prescription 
of  legend  drugs  by  nurses  in  advanced  practice; 
and 

• requires  an  advance  practice  nurse  to  work  in 
collaboration  with  a licensed  practitioner. 


HEA  1595 

• Authors:  Klinker,  J.R.  Davis,  Stephan 

• Sponsors:  Meeks,  Bray,  Breaux,  Zakas,  Wolf,  K. 
Smith 

• Changes  the  funding  mechanism  of  the  drug-free 
communities'  plan  to  allow  the  fiscal  body  to 
allocate  25%  of  the  money  in  ways  they  deem  to  be 
appropriate. 


HEA  1650 

• Authors:  Kearns,  Kruzan,  Day,  Budak 

• Sponsors:  Miller,  Riegsecker,  K.  Smith 

• Requires  the  division  of  family  and  children  of  the 
family  and  social  services  administration  to 
prepare  a report  to  the  general  assembly  regarding 
the  division's  management  of  child  abuse  and 
neglect  cases; 

• creates  the  child  abuse  registry; 

• requires  each  local  child  protection  service  to  have 
a "child  abuse  hotline"  to  respond  to  calls  report- 
ing suspected  child  abuse  (the  hotline  must  be 
answered  24  hours  a day,  7 days  a week);  and 

• every  time  a substantiated  report  of  child  abuse  or 
neglect  occurs,  the  court  shall  enter  the  information 
into  the  child  abuse  registry. 

HEA  1750 

• Authors:  Robbins,  Grubb,  Henderson,  Cook 

• Sponsors:  Leising,  Hellmann 

• Allows  hospitals  and  fire  departments  to  operate  a 
helicopter  landing  site  without  state  certification  as 
long  as  the  hospital  or  fire  department  regularly 
receives  less  than  one  helicopter  during  seven 
consecutive  days. 


HEA  1768 

• Authors:  Brown,  Becker 

• Sponsors:  Miller,  Simpson,  Breaux 

• Creates  not  more  than  four  sub-acute  stabilization 
programs  statewide,  which  each  serve  between 
four  and  15  individuals,  to  provide  services  to  the 
mentally  ill  on  a short-term  basis; 

• an  individual  is  eligible  for  services  if  the  attending 
physician  indicates  that  it  is  not  necessary  for  the 
individual  to  receive  acute  care  inpatient  treatment 
and  that  the  individual  is  in  need  of  short-term 
stabilization  services;  and 

• the  division  of  mental  health  shall  report  to  the 
legislature  regarding  the  implementation  of  this  act 
on  or  before  Nov.  1,  1995. 

HEA  1798 

• Author:  Gregg 

• Sponsor:  Miller 

• Allows  the  executive  board  of  the  state  department 
of  health,  rather  than  the  health  facilities  council,  to 
promulgate  rules  regulating  health  care  facilities. 


Senate  enrolled  acts 

All  new  laws  are  effective  July  1,  1993,  unless 

otherwise  noted. 

SEA  1 (special  session) 

• Author:  Mills 

• Sponsor:  Bauer 

• Provides  that  the  Medicaid  office  must  ensure  that 
provider  reimbursement  is  consistent  with  effi- 
ciency, economy  and  quality  of  care  and  must  be 
sufficient  to  enlist  enough  providers  so  care  and 
services  are  available  under  Medicaid,  at  least  to 
the  extent  that  such  care  and  services  are  available 
to  the  general  population  in  the  geographic  area. 

SEA  49 

• Authors:  Bray,  Alexa,  Landske 

• Sponsors:  Villalpando,  Cottey,  Wenger 

• Requires  a child  to  undergo  an  HIV  screening  test 
if  the  child  has  committed  a delinquent  act  that,  if 
committed  by  an  adult,  would  be  a sex  crime  or  a 
crime  involving  the  use  of  drugs  or  drug  parapher- 
nalia with  an  epidemiologically  demonstrated  risk 
of  transmission  of  HIV  to  another  person; 

• requires  the  state  department  of  health  to  notify 
victims  of  the  above  crimes  of  the  child's  HIV 
screening  results;  and 

• requires  the  state  department  of  health  to  provide 
counseling  regarding  HIV  and  a referral  for 
appropriate  health  care  to  the  victims. 
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SEA  108 


• Authors:  Riegsecker,  Leising,  Landske,  G. 
Howard,  K.  Smith,  Johnson,  Zakas 

• Sponsors:  Klinker,  Becker,  Bosnia,  Day 

• Establishes  the  family  support  program  to  develop 
a family  support  policy  state  plan  for  the  support 
of  people  with  disabilities  and  families  of  people 
with  disabilities,  including  children  with  special 
health  care  needs  or  emotional  disorders;  and 

• requires  the  office  of  the  secretary  of  family  and 
social  services  to  submit  an  annual  report  to  the 
governor  and  the  general  assembly  before  July  1, 
1994,  and  before  July  1, 1995. 

SEA  174 

• Authors:  Server,  McCarty,  Worman 

• Sponsors:  Dobis,  Becker,  Heeke,  Roorda 

• Establishes  the  Indiana  athletic  trainers  certifica- 
tion board  with  the  health  professions  bureau;  and 

• defines  “athletic  training"  as  the  practice  of  pre- 
vention, recognition,  assessment,  management, 
treatment,  disposition  and  reconditioning  of 
athletic  injuries  under  the  direction  of  a licensed 
team  medical  doctor,  osteopath,  podiatrist  or 
chiropractor. 

SEA  233 

• Authors:  Miller,  K.  Smith,  Wolf 

• Sponsors:  Kinser,  Brown,  Bales,  Wenger 

• Creates  the  physician  assistant  committee  of  the 
medical  licensing  board; 

• permits  a physician  to  supervise  two  physician 
assistants;  and 

• permits  the  medical  licensing  board  to  promulgate 
rules  regarding  the  appropriate  use  of  prescription 
drugs  by  physician  assistants. 

SEA  283 

• Authors:  Leising,  Alexa 

• Sponsors:  Klinker,  Becker 

• Adds  home  health  agency  to  the  list  of  facilities  in 
which  a person  may  use  the  title  "social  services 
designee"  if  the  person  is  not  certified  as  a social 
worker. 

SEA  284 

• Authors:  Leising,  Craycraft,  Breaux,  G.  Howard 

• Sponsors:  Robertson,  Warner,  Goble,  Robbins 

• Requires  each  high  school  to  include  instructions 
regarding  the  human  organ  donor  program  in  its 
health  education  curriculum;  and 

• requires  the  department  of  education  to  work  with 
the  department  of  health  to  develop  the  necessary 
educational  materials. 


SEA  336 


Authors:  Worman,  Bowser 
Sponsor:  Fry 

Removes  the  regulation  of  podiatrists  from  the 
medical  licensing  board  and  creates  the  board  of 
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podiatric  medicine;  and 

• permits  a podiatrist  to  amputate  an  entire  toe  if  the 
amputation  is  performed  at  an  institution  that  is 
approved  by  a joint  commission  of  accredited 
hospital  organization  and  where  co-management 
of  the  patient  is  being  performed  by  a physician. 

SEA  356 

• Authors:  Sinks,  Mrvan,  G.  Howard 

• Sponsors:  V.  Smith,  Klinker,  Crosby,  Scholer 

• Requires  each  blind  student  in  the  state  to  undergo 
a literacy  assessment  and,  unless  it  is  determined 
that  another  media  is  more  appropriate  for  a blind 
student,  the  blind  student  shall  be  provided  with 
braille  instruction  as  part  of  the  blind  student's 
individualized  education  program;  and 

• as  part  of  the  deliberations  for  appropriate  literacy 
education  for  a blind  student,  information  about 
potential  reading  and  writing  media  options, 
including  braille,  shall  be  provided  to  parents  and 
the  student. 

! 

SEA  386 

• Authors:  Miller,  Riegsecker,  Wolf,  Server, 

Simpson,  Doll 

• Sponsors:  Kinser,  Brown,  Becker 

• Updates  the  definition  of  surgery  to  include  lasers 
and  ionizing  radiation. 

SEA  389 

• Authors:  Thompson,  McCarty,  Randolph, 

Simpson,  Gard,  Johnson,  G.  Howard,  Server,  Bray, 
Wheeler 

• Sponsors:  Tineher,  Becker,  Cook,  J.L.  Davis 

• Establishes  the  coroners  training  board  to  set 
standards  for  the  continuing  education  and  train- 
ing of  county  coroners  and  deputy  coroners; 

• requires  local  health  departments  to  charge  an 
additional  $1  fee  for  death  certificates; 

• requires  eye  enucleators  and  corneal  excision 
technicians  to  be  registered  by  the  board;  and 

• if  an  autopsy  is  required  for  a decedent,  the 
coroner  may  authorize  the  removal  of  one  or  both 
of  the  decedent's  corneas  for  donation  to  an  eye 
bank  for  transplantation,  if  the  following  condi- 
tions exist:  the  corneas  are  not  needed  to  complete 
the  autopsy  or  for  evidence,  the  removal  will  not 
alter  the  decedent's  facial  appearance,  the  eye  bank 
makes  a reasonable  attempt  to  contact  the 
decedent's  relatives  to  inform  them  of  the  removal, 
and  there  is  no  known  objection  to  the  removal  by 
the  decedent  or  the  decedent's  relatives. 

SEA  410 

• Authors:  Server,  K.  Smith 

• Sponsors:  Crosby,  Bayliff 

• Changes  the  regulation  of  psychologists  from 
certification  to  licensure;  and 

• prohibits  psychologists  from  prescribing. 
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SEA  477 

• Authors:  Zakas,  L.  Hume,  Leising,  Craycraft, 
Johnson,  Mrvan,  Worman,  Wolf,  Miller,  R.D. 
Young,  Wyss,  Antich,  Nugent,  Alexa,  Bray, 
Randolph,  Adams 

• Sponsors:  Dvorak,  D.A.  Young,  Villalpando,  Pool 

• Makes  assisted  suicide  a Class  C felony  (this 
includes  providing  the  physical  means  or  partici- 
pating in  a physical  act  by  which  another  person 
attempts  or  commits  suicide);  and 

• establishes  the  assisted  suicide  issues  study  com- 
mittee, composed  of  legislators,  physicians  and 
non-physicians,  that  will  consider  issues  concern- 
ing and  related  to  assisted  suicide. 


House  Bill  1263 

• Author:  Grubb 

• Digest:  Sought  to  require  the  Indiana  University 
Medical  School  to  guarantee  at  least  four  admis- 
sion openings  per  year  to  people  who  are  from 
rural  areas  and  who  agree  to  practice  in  a medi- 
cally underserved  area  for  at  least  four  years  after 
graduation. 

House  Bill  1273 

• Author:  Brown 

• Digest:  Would  have  created  a universal  health 
insurance  plan  for  Indiana. 


1993  legislative  morgue 

The  following  is  a partial  list  of  bills  that  did  not 

pass  during  this  year's  legislative  session. 

House  Bill  1053 

• Author:  R.  E.  Hayes 

• Digest:  Would  have  allowed  a person  to  indicate 
in  a living  will  whether  to  withhold  nutrition  and 
hydration  in  the  event  that  the  person  is  afflicted 
with  a terminal  condition. 

House  Bill  1055 

• Author:  Villalpando 

• Digest:  Sought  to  provide  that  certain  relatives  of  a 
decedent  could  recover  damages  in  a wrongful 
death  action  including,  but  not  limited  to,  medical, 
hospital,  funeral  and  burial  expenses  (and  lost 
earnings  if  the  relatives  had  a reasonable  expecta- 
tion of  such  a benefit). 

House  Bill  1093 

• Author:  Kruse 

• Digest:  Sought  to  forbid  the  possession  of  tobacco 
by  people  younger  than  18. 

House  Bill  1182 

• Author:  Kearns 

• Digest:  Sought  to  require  that  a health  care  practi- 
tioner who  is  making  a referral  to  a health  care 
facility  in  which  the  practitioner  has  a significant 
financial  interest  must  provide  the  patient  with 
written  or  oral  disclosure  of  the  financial  interest 
and  allow  the  patient  the  option  of  receiving  the 
services  elsewhere. 

House  Bill  1222 

• Author:  Crosby 

• Digest:  Sought  to  limit  what  information  a pro- 
vider may  disclose  from  a patient's  mental  health 
record  to  an  insurer  upon  the  patient's  consent  to 
the  release  of  information  and  request  for  a pro- 
vider to  submit  a bill  to  the  insurer.  (This  prohibits 
the  provider  from  disclosing  case  notes,  etc.. 


House  Bill  1320 

• Author:  Crawford 

• Digest:  Sought  to  allow,  rather  than  require,  a 
medical  review  panel  opinion  to  be  admitted  as 
evidence  at  the  discretion  of  the  trial  court. 

House  Bill  1341 

• Author:  Denbo 

• Digest:  Would  have  allowed  a physical  therapist 
to  treat  a patient  without  an  order  or  referral  from 
a licensed  physician,  podiatrist,  psychologist, 
chiropractor  or  dentist. 

House  Bill  1451 

• Author:  Klinker 

• Digest:  Sought  to  provide  for  the  certification  of 
professional  counselors  and  clinical  mental  health 
counselors. 

House  Bill  1455 

• Author:  Tincher 

• Digest:  Would  have  allowed  the  worker's  compen- 
sation board,  composed  entirely  of  attorneys,  to 
adopt  fee  schedules  for  certain  medical  services. 

House  Bill  1499 

• Author:  Crawford 

• Digest:  Sought  to  require  periodic  blood  lead 
testing  of  all  children  between  6 months  and  6 
years  of  age.  (This  would  also  be  covered  by 
Medicaid.)  Proof  of  lead  testing  would  be  required 
upon  admission  to  child  care  facilities  and  upon 
enrollment  in  school.  Required  the  state  depart- 
ment of  health  to  establish  a lead  poisoning  screen- 
ing program,  locate  problem  areas  and  coordinate 
lead  exposure  abatement. 
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House  Bill  1508 

• Author:  Grubb 

• Digest:  Would  have  required  the  state  department 
of  health  to  set  up  a voluntary  HIV  testing  pro- 
gram. Hospitals  participating  in  this  program 
would  ask  admitted  patients  whether  they  would 
like  the  test  performed  along  with  routine  admis- 
sion lab  tests. 

House  Bill  1537 

• Author:  Kromkowski 

• Digest:  Sought  to  forbid  discrimination  by  county 
hospitals  of  any  practitioner  (including  a chiroprac- 
tor or  other  non-physician)  who  wants  privileges 
and  access  to  hospital  facilities  in  the  treatment  of 
patients  when  that  treatment  falls  within  the 
practitioner's  scope  of  practice. 

House  Bill  1593 

• Author:  Klinker 

• Digest:  Would  have  set  up  licensure  procedures 
for  dieticians  and  nutritionists. 

House  Bill  1675 

• Author:  Tincher 

• Digest:  Sought  to  indefinitely  extend  the  triplicate 
prescription  program. 

House  Bill  1766 

• Author:  Goble 

• Digest:  Sought  to  require  that  a physician  may  not 
make  a determination  that  a procedure  that  has 
been  provided  to  a patient  or  is  proposed  to  be 
provided  to  a patient  is  medically  unnecessary 
unless  the  physician  has  personally  examined  the 
patient. 

House  Bill  1800 

• Authors:  Gregg,  Kinser 

• Digest:  Would  have  allowed  hospitals  to  enter  into 
cooperative  agreements  if  the  probable  benefits 
resulting  from  the  agreements  outweigh  the 
probable  disadvantages  attributable  to  a reduction 
in  competition  that  may  result  from  the  agreements 
(e.g.,  if  the  agreements  would  help  control  health 
care  costs,  improve  access  or  reduce  duplication  of 
services). 

House  Bill  1801 

• Author:  Kruzan 

• Digest:  Would  have  allowed  a court  to  order  a 
person  to  undergo  an  HIV  screening  test  if  the 
person  has  been  arrested  for  an  alleged  rape  and 
either  refuses  to  voluntarily  submit  to  the  test  as 
requested  by  the  alleged  victim  or  if  the  court  finds 
probable  cause  that  the  alleged  rape  involved 
transmission  of  bodily  fluids. 


House  Bill  1803 

• Author:  Crawford 

• Digest:  Would  have  eliminated  the  discount  given 
to  cigarette  distributors.  (Current  law  allows 
distributors  4%  of  the  cigarette  tax  as  compensation 
for  labor  and  expenses.)  This  4%  of  the  cigarette 
tax  would  instead  be  used  to  set  up  a vaccine 
replacement  program  to  be  administered  by  the 
state  department  of  health.  Any  remaining  part  of 
that  money  would  be  used  to  establish  community 
health  centers. 

House  Bill  1910 

• Author:  Alevizos 

• Digest:  Would  have  created  a health  insurance 
consumer  counselor  within  the  department  of 
insurance  to  investigate  complaints  from  policy- 
holders about  the  administration  of  health  insur- 
ance policies  and  to  order  the  payment  of  benefits 
that  were  wrongfully  denied. 

Senate  Bill  1 

• Authors:  Wyss,  Alexa 

• Digest:  Sought  to  make  possession  or  consumption 
of  an  open  alcoholic  beverage  while  in  a motor 
vehicle  being  operated  on  a public  highway  illegal. 
The  driver  of  the  motor  vehicle  also  would  have 
been  subject  to  penalty. 

Senate  Bill  3 

• Author:  Wyss 

• Digest:  Sought  to  reduce  the  percentage  of  alcohol 
by  weight  in  a person's  blood  from  0.10%  to  0.08% 
that  is  necessary  to  constitute  prima  facie  evidence 
of  intoxication  for  operating  a motor  vehicle  or 
watercraft. 

Senate  Bill  119 

• Author:  Mrvan 

• Digest:  Would  have  provided  that  under  worker's 
compensation  and  occupational  diseases  compen- 
sation, an  employer  must  furnish  the  physician  of 
an  employee's  choice  from  an  approved  list  by  the 
worker's  compensation  board. 

Senate  Bill  151 

• Author:  Alexa 

• Digest:  Would  have  provided  licensure  for  acu- 
puncturists. 

Senate  Bill  172 

• Author:  Server 

• Digest:  Would  have  provided  certification  for 
hypnotists. 
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Senate  Bill  189 

• Author:  Thompson 

• Digest:  Sought  to  grant  civil  and  criminal  immu- 
nity to  physicians  for  prescriptions  written  by  an 
optometrist  without  the  oral  or  written  authoriza- 
tion of  the  physician. 

Senate  Bill  238 

• Author:  Riegsecker 

• Digest:  Sought  to  require  optometrists  to  consult 
with  (rather  than  simply  notify)  a patient's  physi- 
cian before  the  optometrist  could  dependently 
prescribe  legend  drugs  designated  as  dependently 
prescribed  legend  drugs  in  the  optometric  legend 
drug  formulary. 

Senate  Bill  269 

• Author:  Mrvan 

• Digest:  Sought  to  grant  civil  immunity  to  a physi- 
cian who  in  good  faith  renders  professional 
services  to  a pregnant  woman  under  a community 
health  care  program. 

Senate  Bill  273 

• Author:  Mrvan 

• Digest:  Would  have  required  a hospital  with  at 
least  100  beds  to  have  on  duty  at  all  times  a physi- 
cian serving  nonemergency  patients  exclusively,  in 
addition  to  any  emergency  room  physicians  on 
duty. 

Senate  Bill  431 

• Author:  Miller 

• Digest:  Would  have  allowed  insurers  to  establish  a 
preferred  provider  network  with  primary  care  case 
management.  Insurers  could  discriminate  based 
on  price,  quality,  patient  access,  services  rendered 
and  utilization. 

Senate  Bill  451 

• Authors:  Miller,  Breaux 

• Digest:  Would  have  required  blood  centers  to 
explain  information  regarding  the  testing  of  blood 
for  HIV.  A physician  ordering  a blood  transfusion 
for  a patient  must  obtain  informed  consent  from 
the  patient  or  the  patient's  representative,  except  in 
an  emergency,  and  provide  the  appropriate 
information  to  make  informed  consent  possible. 

Senate  Bill  504 

• Author:  Miller 

• Digest:  Would  have  created  an  electronic  data 
transfer  system  of  prescription  monitoring. 


Senate  Bill  505 

• Authors:  Miller,  Simpson 

• Digest:  Sought  to  establish  a tuition  abatement 
program  for  medical  students  who  will  practice  for 
four  years  in  a medically  underserved  area  of 
Indiana  following  their  residencies.  Would  have 
required  the  payment  or  denial  of  all  Medicaid 
claims  within  30  days  of  submission.  In  case  of 
denial,  the  provider  would  have  had  to  be  given 
clear  and  concise  reasons  for  the  denial  by  Medic- 
aid. 

Senate  Bill  506 

• Author:  Miller 

• Digest:  Would  have  required  correctional  facilities 
to  periodically  test  inmates  for  HIV. 

Senate  Bill  514 

• Authors:  Meeks,  Doll 

• Digest:  Sought  to  authorize  employers  to  set  up 
medical  savings  accounts  under  their  employees' 
health  insurance  policies  into  which  tax-exempt 
income  for  the  employee  could  be  deposited.  This 
account  would  be  used  to  pay  the  medical  ex- 
penses incurred  by  the  employee. 

Senate  Bill  525 

• Authors:  Weatherwax,  Soards 

• Digest:  Would  have  prohibited  drivers  from 
operating  a truck  on  a public  highway  while  a 
person  younger  than  18  years  of  age  is  in  the  open 
bed  of  the  truck  unless  the  child  is  in  an  attached 
seat  and  secured  by  a seat  belt. 

Senate  Bill  546 

• Author:  Server 

• Digest:  Would  have  required  those  who  conduct 
routine  mass  health  screenings  to  register  with  the 
state  department  of  health. 

Senate  Bill  583 

• Author:  Adams 

• Digest:  Sought  to  limit  the  portion  of  the  plaintiff's 
attorney's  fees  calculated  as  a percentage  of  total 
damages  awarded  against  the  health  care  provider 
to  no  more  than  25%  of  the  amount  actually 
recovered  in  a medical  malpractice  case. 

Senate  Bill  636 

• Author:  Sinks 

• Digest:  Sought  to  prohibit  corporal  punishment 
and  encourage  alternate  methods  of  discipline  in 
public  schools. 
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Index 

Bills  marked  with  an  asterisk  (*)  were  not  success- 
ful during  the  1993  session  of  the  Indiana  General 
Assembly.  Summaries  of  these  bills  can  be  found  in 
the  legislative  morgue. 


Abuse  of  a corpse HEA  1388 

Acupuncturists SB  151* 

AIDS: 

HIV  testing 

(prison  inmates) SB  506* 

(juvenile  offenders  - sex  crimes) SEA  49 

(court  order) HB  1801* 

Voluntary  testing  program HB  1508* 

Alcoholic  beverages: 

- See  also  drunk  driving 

- Open  container SB  1* 

Assisted  suicide SEA  477 

Athletic  trainers SEA  174 

Birth  problems  registry HEA  1108 

Blood  transfusions/donations  SB  451* 

Children: 

See  also  families,  schools,  WIC 

Child  abuse HEA  1650 

- Corporal  punishment SB  636* 

Family  Support  Act SEA  108 

Immunization  records  (student) HEA  1514 

- Lead  testing HB  1499* 

Riding  in  pickup  truck  beds SB  525* 

Women,  Infants  and  Children  (WIC) HEA  1034 

Chiropractic  management 

consultants SEA  336 

Cigarette  tax 

(elimination  of  discount  rate) HB  1803* 

Corneal  tissue  donation SEA  389 

Correction,  Department  of: 

HIV  testing  in  prisons SB  506* 

Disabilities,  physical: 

Family  Support  Act SEA  108 

Dieticians HB  1593* 

Dog  bite HEA  1218 

Drugs,  illegal 

(drug-free  communities  plan) HEA  1595 


Drugs,  prescription: 

Labeling  (generics) HEA  1234 

Off  label  drugs HEA  lOOlss 

Optometrists SB  238* 

Prescription  monitoring SB  504* 

Triplicate  prescription  program HB  1675* 

Drunk  driving: 

See  also  alcoholic  beverages 

Open  container SB  1* 

Probationary  driving  privileges HEA  1407 

Reduction  of  blood  alcohol  limit SB  3* 

Education: 

- Blind  students SEA  356 


Families: 

See  also  children 
Family  Support  Act 


SEA  108 


Health  Professions  Bureau  HB  1675* 

(triplicate  prescription  program) 

Home  health  care: 

Social  services SEA  283 

Hospitals: 

Cooperative  agreements HB  1800* 

Discrimination HB  1537* 

Helicopter  landing  sites HEA  1750 

Staff  requirements SB  273* 

Hypnotists SB  172* 


Immunity: 

Physicians 


Immunizations: 

Immunization  records  (student) HEA  1514 

Vaccine  replacement  program HB  1803* 


Insurance: 

Consumer  counselor 

Mental  health  records  (disclosure  of) 

Off  label  drug  coverage 

Universal  health  insurance 

Living  wills: 

Persistent  vegetative  state HB  1053* 

HEA  1223 


Managed  care: 

Preferred  provider  networks SB  431* 

Mass  health  screenings SB  546* 


Long-term  health  care: 
Ombudsman  office 


HB  1910* 

HB  1222* 

.HEA  lOOlss 
HB  1273* 


SB  189* 


ND 
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Medicaid: 

- Anti-hassle SB  505* 

Reimbursement SEA  lss 

Medical  care  savings  accounts SB  514* 

Medically  underserved  areas: 

- Medical  student  tuition 

abatement  program SB  505* 

Medical  malpractice: 

Attorney's  fees SB  583* 

Medical  review  panels HB  1320* 

Physician  assistants SEA  233 

- Physician  immunity SB  189* 

Medical  school: 

Admissions  (rural  residents) HB  1263* 

Tuition  abatement  program SB  505* 

Mental  health: 

- See  also  psychologists 

Patient  records  (disclosure  of)  HB  1222* 

Sub-acute  care HE  A 1768 

Nutritionists HB  1593* 

Nurse  practitioners 

(prescribing  privileges) HEA  1564 

Optometrists: 

Prescribing  legend  drugs SB  238* 

- Physician  immunity SB  189* 

Organ  donation SEA  284 

Physical  therapists HB  1341* 

Physician  assistants SEA  233 

Podiatrists SEA  336 

Professional  counselors HB  1451* 

Psychologists: 

See  also  mental  health 

Licensure SEA  410 


Public  health  centers HB  1803* 

Public  safety: 

Lead  testing HB  1499* 

Seat  belts 

(pickup  truck  beds  - children) SB  525* 

Records,  medical: 

Disclosure  of  (mental  health) HB  1222* 

Immunization  records  (student) HEA  1514 

Self  referral  (health  care  providers) HB  1182* 

Schools: 

See  also  children,  WIC 

Corporal  punishment SB  636* 

Immunization  records  (student) HEA  1514 

Women,  Infants  and  Children  (WIC) HEA  1034 

Smoking: 

See  also  cigarettes 

Tobacco  possession  (minors) HB  1093* 

State  Department  of  Health: 

Birth  problems  registry 

(expansion  of)  HEA  1108 

Health  facilities  regulation HEA  1798 

Lead  testing HB  1499* 

Surgery SEA  386 

Utilization  Review HB  1766* 

Volunteer  services: 

- Community  health  center  doctors SB  269* 

Mass  health  screenings SB  546* 

Public  health  centers HB  1803* 

Women,  Infants  and  Children  (WIC) HEA  1034 

See  also  children,  schools 

Workers  compensation: 

- Choice  of  physician  (by  employee) SB  119* 

Fee  schedules HB  1455* 

Wrongful  death HB  1055* 
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Limited  liability  company 
new  option  for  physicians. 


David  C.  Worrell 
Jill  H.  Tanner 
Indianapolis 


L 


Lndiana  physicians  now  have 
an  alternative  to  structuring  their 
practice  groups  as  partnerships  or 
professional  corporations.  This 
new  business  structure,  called  the 
limited  liability  company  (LLC), 
has  many  features  that  physicians 
and  physician  practice  groups 
may  like. 

An  LLC  is  a comparatively 
new  form  of  business  organization 
in  the  United  States 

that  combines  the  

favorable  traits  of 
partnerships  and 
corporations.  Like 
a partnership,  an 
LLC  may  qualify 
for  favorable  tax 

treatment,  with  

income  taxed  at  the 
individual  owner  level  but  not  at 
the  entity  level.  Like  a corpora- 
tion, an  LLC  provides  individual 
owners  with  limited  liability  simi- 
lar to  shareholders. 

Use  by  physicians 

Effective  July  1,  1993,  the  Indiana 
Business  Flexibility  Act  authorizes 
LLCs  to  be  organized  under  Indi- 
ana law  to  carry  on  any  lawful 
business.  The  act  allows  physi- 
cians to  use  the  LLC  alternative 
for  their  practices,  if  the  appropri- 
ate regulatory  agencies  permit 
such  use.  The  Medical  Licensing 
Board  (MLB)  has  determined  that 
it  will  not  need  to  take  any  regu- 
latory action  for  physicians  to 
operate  their  practices  through 
LLCs.  Furthermore,  unlike  pro- 


fessional corporations,  it  appears 
that  the  MLB  will  not  impose  any 
filing  requirements  over  and 
above  the  requirement  that  ar- 
ticles of  organization  be  filed  with 
the  Secretary  of  State. 

Like  a professional  corpora- 
tion, an  LLC  offers  physicians 
more  protection  from  liability 
than  a partnership  does.  Physi- 
cians now  practicing  in  partner- 
ship form  can  avoid  personal  li- 
ability for  claims  asserted  against 
their  partnership  or  their  partners 
if  they  reorganize  as  an  LLC.  In 
such  cases,  the  LLC  and  any  neg- 
ligent professional  would  still  be 


Like  a professional  corporation , 
an  LLC  offers  physicians  more  protection 
from  liability  than  a partnership  does. 


taxed. 

Many  of  the  act's  provisions 
are  "default"  provisions,  intended 
to  assure  classification  as  a part- 
nership for  tax  purposes.  These 
default  provisions  can  be  varied 
by  the  terms  of  an  operating 
agreement,  similar  to  a partner- 
ship agreement  for  a partnership 
or  bylaws  for  a corporation,  that 
is  approved  by  the  members. 

However,  varying  the  default 
provisions  can  affect  whether  the 
LLC  will  be  classified  as  a part- 
nership for  tax  purposes.  Physi- 
cians should  consult  with  their 
advisers  when  forming  an  LLC  to 

assure  that  the 

structure  maxi- 
mizes the  tax  and 
other  favorable 
aspects  that  an 
LLC  can  offer. 


liable,  but  non-negligent  members 
would  have  the  same  type  of  lim- 
ited liability  afforded  to  share- 
holders of  a corporation.  It  is  also 
possible  to  protect  members  and 
employees  of  LLCs  against  some 
liabilities  by  creating  rights  to 
indemnity  from  the  LLC  similar  to 
the  indemnity  rights  of  corporate 
directors  and  officers. 

Tax  treatment 

One  of  the  principal  advantages  of 
practicing  through  an  LLC  is  that, 
if  structured  properly,  an  LLC 
will  qualify  for  classification  as  a 
partnership  for  tax  purposes.  This 
means  that  only  the  members  of 
the  LLC  will  be  taxed  on  their 
share  of  the  income  of  the  LLC. 
The  LLC  as  an  entity  will  not  be 


Formation  of 

LLC 

An  LLC  is  formed  by  filing  ar- 
ticles of  organization  with  the 
Secretary  of  State.  The  act  re- 
quires only  minimal  information 
to  be  included  in  this  public  filing. 
For  example,  neither  the  identity 
of  the  members  (owners)  nor  the 
contributions  they  agree  to  make 
to  the  LLC  need  be  disclosed.  The 
name  of  an  LLC  must  include 
"limited  liability  company," 
"L.L.C."  or  "LLC."  For  example, 
the  name  Indiana  Physicians, 

LLC,  would  meet  this  require- 
ment. 

The  rights  and  responsibilities 
of  members  are  set  forth  in  the 
operating  agreement.  In  drafting 
an  operating  agreement,  the  par- 
ties would  determine  such  key 
matters  as  responsibility  for  capi- 


510 


INDIANA  MEDICINE/November/December  1993 


tal  contributions,  allocations  of 
profits  and  losses  and  distribu- 
tions of  cash.  This  freedom  of 
contract  gives  the  LLC  the  same 
type  of  planning  flexibility  that  is 
available  in  a partnership  format  - 
but  without  the  partnership  cost 
of  personal  liability. 

Like  a general  partnership,  an 
LLC  may  be  managed  by  its 
members.  For  LLCs  structured  in 
this  manner,  each  member  is  an 
agent  of  the  LLC,  and  the  action 
of  any  member  binds  the  LLC. 
Alternatively,  in  situations  where 
it  is  necessary  or  advisable  to  limit 
the  number  of  members  who  can 
bind  the  LLC  in  dealings  with 
third  parties  or  otherwise  limit  the 
authority  of  members,  the  articles 
of  organization  may  provide  for 
the  appointment  of  managers  to 
manage  the  LLC. 

Under  the  act,  the  interests  of 
the  physician-members  are  not 
freely  transferable  unless  other- 
wise provided  in  the  operating 
agreement.  Because  many  medi- 
cal practice  groups  do  not  want 
their  physician-members  to  have 


the  ability  to  sell  their  interests  to 
others,  this  restriction  on  transfer- 
ability  should  be  welcome  to  most 
physician  practice  groups.  Such  a 
restriction  may  also  be  necessary 
to  prevent  the  LLC  from  engaging 
in  the  "unauthorized  practice  of 
medicine"  by  having  nonlicensed 
members. 

Conversion  to  LLCs 

Converting  an  existing  partner- 
ship to  an  LLC  should  not  involve 
any  substantial  adverse  tax  conse- 
quences. The  issues  involved  in 
converting  a professional  corpora- 
tion to  an  LLC  are  more  complex. 
Physicians  operating  their  prac- 
tices through  professional  corpo- 
rations should  consult  with  their 
advisers  to  determine  whether 
conversion  to  an  LLC  would  have 
any  significant  adverse  tax  conse- 
quences. Depending  on  the  spe- 
cific corporate  structure  involved, 
the  tax  considerations  may  be 
significant. 

Physicians  who  practice  out- 
side of  Indiana  also  should  con- 
sider whether  the  other  states  in 


which  they  practice  authorize 
physicians  to  practice  using  the 
LLC  form. 

Conclusion 

With  their  flexible  organizational 
structure  and  liability  protections, 
LLCs  are  well-suited  for  physi- 
cians. Members  can  enjoy  the 
same  type  of  limited  liability  en- 
joyed by  corporate  shareholders, 
while  preserving  the  tax  benefits 
of  a partnership.  The  advantages 
and  disadvantages  to  a 
physician's  practice  of  converting 
to  an  LLC  will  vary  and  must  be 
analyzed  on  a case-by-case  basis. 
Many  physicians  may  conclude 
that  the  LLC  alternative  is  right 
for  them.  □ 

The  authors  are  partners  in  the 
Indianapolis  office  of  Baker  & 

Daniels.  Worrell  is  a member  of  the 
firm's  business  services  team  and 
helped  draft  the  Indiana  Business 
Flexibility  Act.  Tanner  is  a member 
of  the  firm's  health  care  team  and 
represents  health  care  providers  in  all 
aspects  of  health  care  law. 
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How  can  you  guarantee 
a successful  retirement?. 


Joel  M.  Blau,  CFP 

AMA  Investment  Advisers  Inc. 

oor  planning  is  the  most 
common  reason  physicians  fail  to 
enjoy  a financially  successful  re- 
tirement. As  the  saying  goes  - 
people  don't  plan  to  fail;  they  fail 
to  plan.  Although  we  may  feel 
there's  never  a good  time  to  begin 
to  plan,  we  must  begin  today. 

Successful  retirement  plan- 
ning requires  three  key  elements: 
setting  clear  goals,  maximizing  tax 
benefits  and  exercising  discipline. 

Setting  clear  goals 

First  ask  yourself  such  basic  ques- 
tions as:  When  do  I plan  to  re- 
tire? Will  I most  likely  completely 
retire,  or  will  I continue  to  do 
something  to  generate  income? 
What  overall  income  objective  do 
I have  for  my  retirement?  An- 
swers to  these  and  similar  ques- 


tions should  provide  you  with  the 
foundation  on  which  to  build 
your  retirement  plan. 

Next,  take  stock  of  your  retire- 
ment assets.  What  benefits  can 
you  expect  from  your  retirement 
plans?  Should  you  count  on  So- 
cial Security?  What  rate  of  infla- 
tion is  realistic? 

Finally,  study  investment 
planning  strategies.  Recognize 
that  there  are  different  types  of 
asset  classes.  Examples  include 
cash,  debt,  equity  or  real  estate. 
Achieving  a balance  among  these 
asset  classes  will  give  you  the 
investment  planning  strategy  to 
reach  your  goals. 

Maximize  tax  benefits 

An  easy  way  to  think  of  tax  ben- 
efits is  to  realize  that  there  are 
three  distinct  phases  of  an  invest- 
ment: 1)  the  deposit  or  purchase 
phase;  2)  the  accumulation  or 
growth  phase;  and  3)  the  liquida- 


tion phase.  The  government  al- 
lows, at  best,  a tax  benefit  to  be 
available  in  two  of  the  three  peri- 
ods. Consider  these  different  time 
periods,  and  do  as  much  as  pos- 
sible to  receive  the  tax  benefits  to 
which  you  are  entitled. 

Exercising  discipline 

All  the  retirement  and  tax  plan- 
ning strategies  in  the  world  will 
provide  you  with  no  benefits  if 
you  don't  actually  implement 
your  plans.  It's  important  to  un- 
derstand that  you  not  only  need 
to  gather  information  to  make 
informed  decisions,  but  you  need 
to  act  on  those  decisions.  The 
earlier  you  begin,  the  greater  the 
chance  you  will  enjoy  a financially 
successful  retirement.  The  key  is 
not  just  to  plan  but  to  act.  □ 

The  author  welcomes  readers' 
questions.  He  can  be  reached  at  1- 
800-262-3863. 
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We’ve  been  defending  doctors 
since  these  were  the 
state  of  the  art. 

These  instruments  were  the  best  available  at  the  turn  of  the  century.  So  was  our 
professional  liability  coverage  for  doctors.  In  fact,  we  pioneered  the  concept 
of  professional  protection  in  1899  and  have  been  providing  this  important 
service  exclusively  to  doctors  ever  since. 

You  can  be  sure  we’ll  always  offer  the  most  complete  professional 
liability  coverage  you  can  carry.  Plus  the  personal  attention  and 
claims  prevention  assistance  you  deserve. 

For  more  information  about  Medical  Protective  coverage, 
contact  your  Medical  Protective  Company  general 
agent.  He’s  here  to  serve  you. 


P f as.ntcMi  r.  g&ffei  e t v a 


surgery  and  tonsillotome 
for  removing  tonsils. 


Robert  B.  Newell,  J.  Barton  Lyon,  J.D.,  Suite  240,  2260  Lake  Avenue,  Fort  Wayne,  IN  46805,  (219)  422-4783 
Vernon  E.  Hoover,  H.  Jere  Frey,  Michael  W.  Kinzer,  6100  North  Keystone  Avenue,  Suite  237,  Indianapolis,  IN  46220,  (317)  255-6525 

A M.  Best  A+  (Superior)  Standard  & Poor  (AA) 


: 


ly 


SURGEONS:  COULD  YOU  USE  AN  EXTRA  $9,000? 


If  you’re  a resident  in  surgery,  the  Army 
Reserve  will  pay  you  a yearly  stipend  which 


could  total  in  excess  of  $9,000  in  the  Army 
Reserve’s  Specialized  Training  Assistance 
Program  (STRAP) . 

You  will  have  opportunities  to  continue 
your  education  and  attend  conferences,  and 
we  will  be  flexible  about  scheduling  the  time 
you  serve.  Your  immediate  commitment 
could  be  as  little  as  two  weeks  a year,  with  a 
small  added  obligation  later  on. 

Get  a maximum  amount  of  money  for  a 
minimum  amount  of  service.  Find  out  more 
by  contacting  an  Army  Reserve  Medical 
Counselor. 

CALL  COLLECT 
MAJOR  GEORGE  HUGGINS 
317-542-3758 


ARMY  RESERVE  MEDICINE.  BE  ALL  YOU  CAN  BE: 
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Limited  screening 
echocardiography  in 
athletic  exams: 

Economic  and  administrative  aspects 


Erich  ].  Weidenbener,  M.D. 
Michael  D.  Krauss,  M.D. 

Bruce  F.  Waller,  M.D. 

Charles  P.  Taliercio,  M.D. 
Indianapolis 

The  annual  preparticipation 
exam  is  a well-known  ritual  to 
most  adolescent  athletes.  Indeed 
this  exam  is  the  only  contact  with 
a physician  for  80%  to  90%  of 
these  adolescents.1  The  exam  can 
be  performed  in  the  physician's 
private  office,  which  offers  the 
advantages  of  a more  intimate 
setting  and  ready  access  to  medi- 
cal records  but  is  more  expensive 
and  time  consuming.  The  group 
or  station-by-station  format  incor- 
porates a variety  of  personnel  and 
is  expedient  and  inexpensive 
while  being  more  comprehensive. 
Some  feel  this  format  is  the  best 
for  identifying  abnormalities.2 

The  objectives  of  the  exam 
include  a determination  of  general 
health  and  evaluation  of  pre-exist- 
ing injuries  and  medical  condi- 
tions. The  exam  should  also  be 
effective  in  detecting  previously 
undiagnosed  conditions  that  may 
be  exacerbated  by  athletic  partici- 
pation.3 The  best  method  of  de- 
tecting cardiovascular  conditions 
that  may  predispose  the  athlete  to 
sudden  death  has  been  a contro- 
versial subject  in  recent  years. 
Most  of  the  discussion  has  cen- 
tered on  the  use  of  echocar- 
diography as  a screening  tool  for 
cardiovascular  disease.4 

Certain  structural  heart  abnor- 
malities predispose  the  school- 


aged  athlete  to  sudden  death. 
Hypertrophic  cardiomyopathy  is 
the  most  common  structural  ab- 
normality responsible  for  death  in 
young  athletes.5  In  addition  to 
hypertrophic  cardiomyopathy, 
echocardiography  can  identify 
other  serious  structural  abnor- 
malities that  might  preclude  par- 
ticipation in  athletics. 

The  incidence  of  congenital 
heart  disease  in  the  general  popu- 
lation is  thought  to  be  about 
0.5%.6  Some  of  these  abnormali- 
ties put  an  athlete  at  risk  for  sud- 
den death,  although  certainly  not 
all  of  those  with  an  abnormality 
will  experience  sudden  death. 

The  preparticipation  history  and 
physical  exam  has  been  consid- 
ered an  adequate  screening  tool 
for  serious  abnormalities,  but  only 
in  about  25%  of  young  athletes 
who  experience  sudden  death  is  a 
cardiovascular  problem  sus- 
pected.5 This  is  not  necessarily  a 
failure  of  the  preparticipation 
history  and  exam  since  some  ab- 
normalities can  be  asymptomatic 
and  have  a paucity  of  physical 
findings.  Nevertheless,  echo- 
cardiography is  more  sensitive  in 
identifying  serious  structural  ab- 
normalities. 

There  is  disagreement  on  the 
value  and  cost  effectiveness  of 
screening  large  asymptomatic 
populations  for  structural  heart 
abnormalities.  Arguments  against 
using  echocardiography  as  a 
screen  include  the  high  cost  of  the 
exam  and  the  low  prevalence  of 
congenital  heart  disease.6  While 
acknowledging  that  the  ability  of 


the  history  and  physical  exam  to 
detect  hypertrophic  cardiomy- 
opathy is  low,  Braden  and  Strong7 
fear  the  inclusion  of  an  echocar- 
diogram in  a screening  process 
would  be  too  time-consuming  and 
a "logistic  nightmare." 

Our  hypothesis  is  that  a 
screening  parasternal  long-  and 
short-axis,  single-  view,  two-di- 
mensional echocardiogram  can  be 
an  economical  and  effective 
screening  tool  to  identify  struc- 
tural cardiac  abnormalities  that 
predispose  to  sudden  death.  Fur- 
thermore, we  believe  the  echocar- 
diogram provides  additional  valu- 
able information  over  and  above 
the  traditional  preparticipation 
history  and  physical  exam  in  the 
school-aged  athletic  population. 

Methods  and  patients 

The  preparticipation  exams  done 
hy  the  Methodist  Sports  Medicine 
Center  are  comprehensive  and 
encompass  multiple  aspects:  his- 
tory (history  form),  general  physi- 
cal exam  (including  cardiovascu- 
lar), orthopaedic  and  flexibility 
examinations.  We  visit  approxi- 
mately 25  high  schools  in  the  In- 
dianapolis and  surrounding  areas 
and  examine  more  than  4,000 
athletes  annually,  usually  in  May 
and  August.  We  use  a station-by- 
station format  with  registered 
nurses,  athletic  trainers,  physical 
therapists,  primary  care  physi- 
cians and  orthopaedists.  Athletic 
directors  distribute  our  history 
and  physical  forms  to  the  students 
several  weeks  in  advance  so  par- 
ents can  assist  in  filling  out  the 
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medical  history  and  sign  for  con- 
sent. 

Our  station-to-station  format 
uses  the  gymnasium,  the  male 
and  female  locker  rooms  and  of- 
ten adjacent  hallways  or  class- 
rooms. Height,  weight,  pulse, 
blood  pressure  and  visual  acuity 
are  recorded.  Certified  athletic 
trainers  and  physical  therapists 
perform  a comprehensive  flexibil- 
ity exam,  with  instructions  given 
where  appropriate.  The  medical 
history  is  carefully  reviewed  with 
each  athlete.  Sports  medicine 
internists,  family  practitioners, 
primary  care  residents  from  a 
large  teaching  hospital  and  occa- 
sionally senior  medical  students 
rotating  at  our  clinic  perform  the 
exams.  The  orthopaedic  history  is 
reviewed,  and  staff  sports  medi- 
cine orthopaedists  or  sports  medi- 
cine fellows  perform  orthopaedic 
exams.  Any  deficits  noted  that 
could  preclude  participation,  from 
poor  visual  acuity  to  an  ACL  defi- 
cient knee,  are  recorded  on  a 
separate  multi-copy  form  with 
recommendations  for  follow-up. 
The  athlete  takes  one  form  home, 
and  the  athletic  department  keeps 
the  other.  With  this  system,  proof 
of  appropriate  follow-up  is  docu- 
mented before  participation  is 
allowed. 

In  addition  to  our  usual 
preparticipation  exam  format  de- 
scribed above,  in  1992  we  in- 
cluded an  echocardiographic  sta- 
tion. A newly  conceived  "screen- 
ing echocardiogram"  employed 
parasternal  long-  and  short-axis, 
two-dimensional  views  as  part  of 
the  screening  process.  The 
parasternal  long-  and  short-axis 
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Table  1 

Cost  of  echocardiographic  screening  study 

Technician  salaries* $21,600 

Supplies  (VHS  tape,  gel,  etc.) $400 

TOTAL $22,000 


Cost  per  2-D  Echo  screen  per  athlete:  $7.34 

* Technician  salaries  reflect  11/2  time  base  pay  as  evening  overtime 
pay. 


Note:  The  above  costs  reflect  no  charge  for  echocardiography  interpretation, 
echocardiographic  machine  rental  or  machine  transportation  costs.  All  of 
these  costs  were  donated  by  physicians,  Hewlett-Packard  Co.  and  the  St. 
Vincent  Foundation.  We  believe  these  services  would  be  provided  in  most 
instances  as  a public  service  to  the  high  schools. 


views  were  chosen  as  the  "screen- 
ing" view  because  these  images 
can  detect  four  leading  potentially 
fatal  congenital  heart  defects  - 
hypertrophic  cardiomyopathy, 
Marfan's  aorta,  mitral  valve 
prolapse  and  aortic  valve 
stenosis.4  Research  boards  of 
Methodist  and  St.  Vincent  hospi- 
tals approved  a separate 
echocardiography  consent  form. 

Several  Hewlett-Packard  echo 
machines  (SONOS  500)  were 
transported  to  each  school  and  set 
up  in  the  exam  area.  We  used 
four  to  five  machines  per  school, 
depending  on  the  number  of  stu- 
dents expected  to  be  examined.  A 
female  echo  technician  examined 
the  female  athletes  in  a private 
area.  When  possible,  a female 


coach  also  was  present.  The  male 
athletes  were  usually  examined  in 
the  open  gym  as  a separate  sta- 
tion. All  exams  were  recorded  on 
VHS  videotape.  Each  exam  was 
coded  with  the  athlete's  age,  gen- 
der, school  and  machine  number. 
Individual  names  were  not  in- 
cluded on  the  tape.  The  code 
number,  i.e.  machine  C,  exam  27, 
was  cross-referenced  on  the  echo 
consent  form  and  on  the  history 
and  physical  form  to  facilitate 
easy  follow-up  on  abnormalities. 
Each  echo  exam  took  approxi- 
mately two  minutes,  with  many 
examinations  performed  within 
one  minute.  If  an  abnormality 
was  noted  by  the  technician,  addi- 
tional views  and/or  Doppler 
echocardiography  was  employed, 
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requiring  an  additional  two  to 
four  minutes.  A cardiologist 
(BFW)  was  present  for  most  of  the 
exam  sessions. 

An  echocardiographer  (CPT) 
reviewed  all  echocardiograms. 
Readings  were  usually  done 
within  one  week  of  examination, 
with  abnormal  results  reported 
back  to  the  other  authors  (EJW 
and  MDK).  Parents  of  the  athletes 
with  abnormal  screening 
echocardiograms  were  notified  by 
telephone  and  informed  of  the 
abnormality  and  advised  of  its 
significance  regarding  athletic 
participation.  Any  necessary  fol- 
low-up was  referred  initially  to 
the  student's  family  physician.  If 
an  athlete  did  not  have  a physi- 
cian, we  made  an  appropriate 
referral. 

Discussion 

To  our  knowledge,  no  large-scale 
echocardiographic  screening  of 
school-aged  athletes  has  ever  been 
reported  and  possibly  never  at- 
tempted. A total  of  2,997  was 
done  during  this  study.  The  lo- 
gistics were  carefully  planned  and 
potential  problems  addressed  well 
in  advance.  The  process  went 
smoothly,  with  no  major  obstacles 
encountered.  The  Methodist 
Sports  Medicine  Center  staff  has 
spent  10  years  refining  the  station- 
by-station  format,  which  facili- 
tated the  addition  of  an  echocar- 
diogram station  without  addi- 
tional time  delays.  The  echocar- 
diographic screening  was  well- 
received  by  coaches,  parents  and 
the  athletes. 

The  Indiana  Heart  Institute 
and  the  St.  Vincent  Hospital  Foun- 
dation covered  all  costs  of  the 
exams.  There  was  no  cost  to  the 
school  or  the  athletes.  St.  Vincent 
Hospital,  Nasser  Cardiology  Inc. 


and  Hewlett-Packard  provided 
Hewlett-Packard  echocardio- 
graphic machines.  Transportation 
was  provided  by  a hospital  ve- 
hicle. Certified  echocardiography 
technicians  who  were  paid  time 
and  a half  for  evening  sessions 
performed  the  exams. 

Initially,  we  included  a 
rhythm  strip  as  part  of  the 
echocardiographic  exam.  How- 
ever, placement  of  the  electrodes 
was  time  consuming  and  more 
than  doubled  the  time  spent  at  the 
echo  station,  which  slightly 
lengthened  the  overall  process. 

We  therefore  omitted  this  from  all 
subsequent  schools  and  noted 
arrhythmias  from  the  echocar- 
diogram alone.  A rhythm  strip 
could  provide  valuable  informa- 
tion, especially  with  the  recently 
reported  incidence  of  long  QT 
syndrome  associated  with  the 
non-sedating  antihistamines.8 

The  most  common  reason  for 
non-participation  in  the  study  was 


the  lack  of  a signed  consent  form. 
Some  simply  forgot  the  form, 
while  others  never  received  it.  A 
high  percentage  of  the  athletes 
evaluated  in  the  spring  had  ech- 
oes done  (1,870  echocardiograms 
out  of  2,282  exams  or  82%).  Dur- 
ing the  summer,  however,  only 
62%  received  echoes  because  the 
forms  were  not  given  to  the  stu- 
dents in  a timely  manner,  presum- 
ably because  school  was  not  in 
session,  despite  the  fact  that  ath- 
letic directors  had  the  forms  well 
in  advance.  Parents  or  athletes 
rarely  declined  the  echocardio- 
gram because  of  disinterest. 

We  notified  the  parents  if  we 
discovered  abnormalities,  but  it 
was  not  uncommon  for  the 
athlete's  physician  to  later  request 
information  about  the  echo  find- 
ings. The  study  itself  and  the 
individual  findings  were  fully 
discussed  while  emphasizing  this 
was  a single-view  screening 
echocardiogram.  Further  evalua- 
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Table  2 

Potential  additional  costs 


Echocardiogram  interpretation* $5,129 

Echo  machine  rental-1" $13,200 

Transportation# $1,050 


TOTAL $19,379 


Additional  cost  per  athlete:  $6.34 
Total  per  athlete:  $13.81 

* $60/hour  reading  35  screening  Echos/hour 
+ Machine  rental  $150/machine/session 

# Transportation  to  sites  $50/session 

Note:  We  emphasize  that  these  latter  costs  would  be  unlikely  in  performing 
the  echocardiography  screening. 
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tion  was  left  to  the  discretion  of 
the  private  physician. 

The  overall  cost  was  calcu- 
lated and  based  on  supplies  and 
the  cost  of  paying  overtime  to 
echocardiogram  technicians.  For 
this  study,  the  cost  per  echocar- 
diogram was  $7.34  per  athlete 
(Table  1).  Additional  costs  could 
include  rental  of  echo  machines, 
transportation  and  echocardio- 
gram interpretation  if  these  had 
not  been  provided.  Incurring 
these  costs  would  still  limit  the 
cost  to  less  than  $14  per  athlete 
(Table  2).  Considering  that  the 
echo  would  only  need  to  be  done 
once  during  high  school,  this  cost 
hardly  seems  prohibitive,  even  for 
those  of  limited  means.  The  ath- 
lete is  charged  $10  for  the 
preparticipation  exam,  with  $5 
going  to  the  school  and  $5  to  off- 
set overtime  for  our  trainers  and 
therapists.  Adding  the  cost  of  the 
potential  echocardiogram  to  the 
fee  above  still  keeps  the  cost  for 
that  particular  year  under  what 
would  be  charged  for  a physical 
exam  in  a private  office. 

A large  group  with  an  interest 
in  sports  medicine  can  perform 


this  type  of  screening  with  few 
difficulties.  In  a smaller  commu- 
nity, this  task  would  be  more 
difficult  and  require  the  coordi- 
nated effort  of  several  groups, 
such  as  physicians,  hospitals  and 
school  systems. 

We  currently  are  evaluating 
the  echocardiographic  results  and 
correlating  them  with  the  histori- 
cal findings  (relating  to  the  cardio- 
vascular system)  and  physical 
findings.  This  will  provide  valu- 
able information  as  to  the  accu- 
racy of  the  traditional  history  and 
physical  from  a preparticipation 
exam  in  identifying  cardiac  abnor- 
malities. 

With  proper  organization  and 
personnel,  echocardiography  can 
be  used  in  a preparticipation 
exam  setting  efficiently  and  eco- 
nomically. □ 

Dr.  Weidetibener  and  Dr.  Krauss 
are  with  the  Methodist  Sports  Medi- 
cine Center  in  Indianapolis  on  a pri- 
mary care  sports  medicine  fellowship. 
Dr.  Waller  and  Dr.  Taliercio  are  with 
Nasser,  Smith  and  Pinkerton  Cardiol- 
ogy and  the  Indiana  Heart  Institute 
in  Indianapolis. 


Correspondence  and  reprints: 
Bruce  F.  Waller,  M.D.,  Nasser, 

Smith  and  Pinkerton  Cardiology, 
8402  Harcourt  Road,  Suite  400,  In- 
dianapolis, IN  46260. 
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Military  miniatures  rank 
_high  in  doctor's  life 


Tina  Sims 
Managing  Editor 

Don't  tell  Murff  Box,  M.D., 
not  to  sweat  the  small  stuff.  It's 
all  small  stuff  to  Dr.  Box,  a painter 
of  military  miniatures. 

The  Huntingburg  internist  has 
been  spending  his  spare  time  with 
military  miniatures  for  the  past  13 
years.  He  first  became  interested 
in  the  hobby  while  serving  as  a 
medical  officer  on  a U.S.  Navy 
submarine  off  the  coast  of  Scot- 
land. During  shore  visits  to 
Glasgow  and  Edinburgh,  he  no- 
ticed the  popularity  of  military 
miniature  painting  on  the  British 
Isles.  He's  been  hooked  ever 
since. 

Many  of  Dr.  Box's  miniatures 
portray  characters  from  the  nation 
of  kilts  and  bagpipes  where  he 
was  first  introduced  to  the  hobby. 
They  include  an  Argyle  and 
Sutherland  Highlander  from  the 
Boer  War,  a Scottish  Highland 
Chief  from  the  Jacobite  Rebellion 
of  1720,  Black  Watch  Highlanders 
from  the  Boer  War  and  the 
Crimean  War  and  a Black  Watch 
bagpipe  player  from  1984.  A 
Cameron  Highlander  from  the 
Egyptian  campaign  of  the  late 
1800s  won  a pewter  medal  in 
competition  at  the  annual  Military 
Miniature  Society  of  Illinois  show 
in  Chicago. 

Several  Russian  figures  also 
occupy  space  in  the  collection. 
They  include  a Muscovite  Renji,  a 
palace  guard  for  the  Russian  czar 
dressed  all  in  white,  and  a re- 
cently-completed Muscovite 
Boyar,  a landowner  from  the 
1600s  called  to  fight  for  the  czar. 


Most  of  the  figures  in  Dr. 

Box's  collection  are  commercial 
castings,  but  some  hand-sculpted 
miniatures  are  also  included.  The 
bust  of  his  grandfather,  a member 
of  an  artillery  coastal  battalion  in 
Florida  during  World  War  I,  is  the 
hand-sculpted  piece  of  which  he 
is  proudest.  Dr.  Box  created  the 
figure  from  a photograph  since  he 
never  knew  his  grandfather, 
somewhat  of  a "rogue"  whose 
troubles  with  the  law  kept  him  on 
the  run,  Dr.  Box  explains.  If  the 
bust  of  his  grandfather  wins  a 
prize  at  an  upcoming  competition, 
Dr.  Box  plans  to  sculpt  busts  of 
several  World  War  I generals  as 
his  next  project  and  enter  them  in 
theme  award  competition. 

A steady  hand  is  required  for 
painting  the  diminutive  figurines. 
"I  never  drink  too  much  coffee 
and  I don't  drink  alcohol"  when 
painting,  says  Dr.  Box.  The  small- 
est figures  are  54  mm,  or  2.16 
inches,  and  the  tallest  miniature 
figures  are  200  mm,  or  8 inches. 

Although  many  people  as- 
sume that  the  larger  figures 
would  be  easier  to  paint.  Dr.  Box 
says  the  opposite  is  true.  "The 
big  figures  are  more  difficult  be- 
cause there's  more  detail  on 
them,"  he  says.  He  estimates  he 
spends  about  50  hours  painting  a 
120-mm  figure  and  15  hours  on  a 
54  mm  figure.  That  time  doesn't 
include  the  preparation  work, 
which  can  involve  tasks  such  as 
gluing  the  parts  together  and  fill- 
ing in  any  gaps.  Preparation  time 
can  add  another  five  hours  or 
more  to  the  project. 

"Painting  the  faces  is  the 
hardest,"  says  Dr.  Box.  Part  of  the 
challenge  lies  in  achieving  a skin 


tone  that  accurately  represents  the 
nationality  of  the  character.  Be- 
cause some  Russian  soldiers  had 
Tartar  roots,  for  example.  Dr.  Box 
strives  for  a flesh  color  with  a hint 
of  yellow. 

"We  strive  for  accuracy,"  he 
says.  Although  many  miniature 
kits  come  with  painting  instruc- 
tions, experienced  hobbyists  such 
as  Dr.  Box  often  go  the  extra  step 
that  sets  them  apart  in  competi- 
tion. He  may  tinge  a coat  with  a 
shade  of  brown  so  that  it  looks 
soiled  or  create  the  effect  of  worn 
spots  on  knees  or  elbows  by 
subtle  mixing  of  colors.  Dr.  Box 
stripped  the  paint  off  his  Cameron 
Highlander  figure  three  times 
before  he  was  satisfied  with  the 
finished  product,  which  earned  a 
medal  in  competition  in  Chicago. 

To  give  him  a further  edge  in 
competition.  Dr.  Box  paints  only 
under  incandescent  light  because 
judging  at  shows  takes  place  un- 
der that  type  of  lighting. 

Because  he  also  is  avidly  in- 
terested in  military  history.  Dr. 

Box  appreciates  the  details  of  the 
figures  that  might  go  unnoticed 
by  others.  His  Kaiser  Wilhelm  II 
miniature  has  a left  arm  that  is 
shorter  than  the  right,  accurately 
depicting  the  result  of  an  injury  at 
birth. 

Fashioning  authentic  ground- 
work for  the  wooden  base  on 
which  the  figures  stand  also  helps 
in  competition.  Snowy  terrain, 
created  from  a dusting  of  baking 
powder,  is  fitting  for  the  Russian 
Cossack,  while  a more  verdant 
look,  achieved  with  static  grass,  is 
appropriate  for  the  "goat  major" 
of  the  Royal  Welch  Fusilers. 

"I  spend  most  of  my  spare 
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Dr.  Murff  Box  applies  the  finishing  touches  to  the 
newest  miniature  in  his  collection. 


time  doing  this,"  he  says  of  his 
hobby.  Sometimes  he  gets  so 
involved  in  a project  that  he  can 
work  until  12:30  or  1 a.m.,  listen- 
ing to  country  music  all  the  while. 

He  enjoys  knowing  that  his 
work  will  result  in  a finished 
piece  that  will  reflect  his  precision 
and  talent.  But  there's  another 
reason  he  finds  the  hobby  so  ap- 
pealing: "My  figures  listen  to  me 
and  my  patients  often  don't." 

He  does  admit  to  occasionally 
burning  out  after  completing  a 
particularly  detailed  piece.  "It 
sometimes  gets  frustrating.  It 
becomes  a disease  after  a while," 
he  says. 

Still,  he  tries  to  maintain  a 
balanced  attitude  about  his  pas- 
time and  the  competition.  After 
once  coming  home  from  a show 
i without  a medal  and  feeling  very 


disappointed,  he  now  reminds 
himself  that  "winning  isn't  the 
only  thing." 

"A  lot  of  guys  take  this  seri- 
ously. If  they  don't  win,  they're 
upset.  Obviously  I want  to  win, 
but  if  I don't.  I've  still  had  a good 
time.  It's  nice  to  win,  but  you 
have  to  remember  it  is  just  a 
hobby." 

He  has  served  as  a judge,  but 
that  doesn't  hold  much  appeal. 
"My  biggest  aspiration  is  to  win  a 
gold  medal  in  Chicago.  Heck,  I'd 
even  settle  for  a silver  or  bronze 
in  Chicago,"  he  says. 

To  improve  his  chances  of 
winning,  he  takes  at  least  three  or 
four  miniatures  to  every  show. 

"If  you  just  take  one,  you're  put- 
ting all  your  eggs  right  there,"  he 
says,  whereas  participants  with 
more  entries  are  more  likely  to 


attract  the  attention  of  judges, 
who  assume  there's  probably 
something  in  the  group  worth 
mentioning. 

He  enjoys  the  friendships  of 
his  fellow  miniaturists  at  the 
shows.  "I'd  sooner  skip  Christ- 
mas than  miss  a show." 

Dr.  Box  is  a member  of  the 
Historical  Miniature  Society  of 
Northeast  Oklahoma  and  the 
Military  Miniature  Society  of 
Illinois  and  annually  attends  their 
shows.  He's  also  "saving  his 
shekels"  to  attend  the  1994  Euro 
Militaire  show,  held  every  Sep- 
tember in  Folkstone,  England. 

He  intends  to  continue  paint- 
ing miniatures  far  into  the  future. 

A closetful  of  unpainted  figures  - 
termed  the  "great  gray  army"  by 
Dr.  Box  - still  awaits  his  atten- 
tion. O 
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ARNETT  CLINIC 


bout  the  Multispecialty 
Medical  Group 

Arnett  Clinic  has  served  Tippecanoe  County  and  sur- 
rounding counties  in  Mid-North  Central  Indiana  since 
1922.  Arnett  physicians  introduced  the  area's  first  dialy- 
sis service,  performed  the  area's  first  open  heart 
surgery,  and  developed  the  community's  first  heart 
catheterization  laboratory.  In  seven  outpatient  facilities, 
over  100  specialists  and  subspecialists  provide  medical 
and  surgical  services  in  virtually  every  specialty  field. 
The  majority  of  Arnett's  referral  patients  reside  within  a 
fourteen-county  area  surrounding  Lafayette,  Indiana, 
with  a drawing  area  of  over  320,000  people. 

Ambulatory  walk-in  clinics  in  Lafayette  and  West 
Lafayette  supplement  primary  clinic  services.  Arnett 
Urgent  Care  Centers  are  open  from  8 a m.  until  8 p.m. 
every  day,  and  staff  members  provide  diagnosis  and 
treatment  for  any  medical  problem  which  does  not 
reguire  ambulance  transport 

Arnett  physicians  provide  hospital  support  services  at 
two  nearby  community  hospitals,  Home  Hospital  with 
365  beds,  and  St.  Elizabeth  Hospital  with  375  beds. 
Arnett  has  diversified  into  other  healthcare  fields,  includ- 
ing Arnett  Health  Systems  (an  HMO)  and  the  corporate 
affiliates  of  Arnett  Medical  Supply  and  Arnett  Pharmacy. 


cal  reasons  for  affiliation  with  Arnett  is  the  availability  of 
ancillary  staff  to  support  clinic  operations.  Administrative, 
Laboratory,  and  Radiology  services  are  available  on-site, 
making  our  practice  environment  an  integrated,  compre- 
hensive, and  convenient  healthcare  resource  center.  The 
patient  base  in  Lafayette  stems  from  a balanced  mix  of 
industrial  and  university  communities.  We  are  an  egual 
opportunity  employer. 


enefits 


Our  Medical  Staff  members  enjoy  competitive  salaries 
and  a generous  benefit  package.  During  the  first  two 
years  of  employment,  Arnett  offers  a guaranteed  mini- 
mum salary  with  a production  bonus.  After  two  years  of 
successful  practice  experience,  shareholder  status  with  a 
productivity  incentive  formula  is  available.  An  excellent 
profit-sharing  and  investment  plan  is  also  available. 

Other  benefits  include  health  coverage  via  Arnett  HMO  or 
other  group  insurance,  disability,  life  insurance,  and 
continuing  education  funds. 


ommunity 


pportunities 


The  Arnett  Clinic  is  currently  seeking  BE/BC  candidates. 

Cardiology 

Dermatology 

Family  Medicine 

General  Internal  Medicine 

OB/GYN 

Oncology 

Orthopaedic  Hand  Surgeon 
Pediatrics 


Lafayette,  Indiana  is  a thriving,  low-crime  community 
located  in  a county  of  approximately  132,000  people. 
Purdue  University,  known  for  academic  leadership  in  the 
areas  of  engineering,  agriculture,  humanities,  and  sci- 
ences, and  for  Big  Ten  Sports,  is  nearby.  Money 
Magazine  recently  identified  Lafayette  as  one  of  the  top 
1 4 cities  in  which  to  live  in  the  U.S.A. 


or  more  information 


Please  contact:  Physician  Recruitment  Department 
Arnett  Clinic,  2600  Greenbush  Street 


ractice  Setting 


At  this  time,  over  100  physicians  work 
for  Arnett  Clinic.  One  of  the  most  practi- 


Lafayette,  IN  47904  (317)  448-8000 
Toll  Free  Nationwide,  1 -800-899-8448 


Lafayette , Indiana 
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scientific  contributions 


Surgical  management  of 
ventricular  tachycardia 


Abstract 


Advances  in  portable  high-speed  computer  technology 
have  allowed  intraoperative  mapping  of  the  ventricular  en- 
docardium. Accurate  and  highly  precise  endocardial  maps 
have  rendered  certain  types  of  ventricular  tachycardia  cur- 
able. This  article  discusses  the  options  available  to  patients  with 
ventricular  tachycardia  and  places  special  emphasis  on  high- 
speed precision  mapping  and  endocardial  resection  for  cure. 


Daniel  J.  Beckman,  M.D. 

Barry  Crevey,  M.D. 

Maria  Evans,  R.N. 

Maria  Bandy,  B.S.,  P.A. 

Peter  Foster,  M.D. 

Indianapolis 

D eath  due  to  ventricular 
arrhythmia  remains  a principal 
cause  of  cardiac  mortality,  result- 
ing in  a major  allocation  of  health 
care  resources  to  the  solution  of 
this  problem.1-2  The  alternative 
approaches  to  therapy  include 
pharmacologic  therapy,  implant- 
able cardioverter  defibrillator 
(ICD),  cardiac  transplantation  and 
ventricular  tachycardia  surgery. 

In  this  review,  each  alternative 
will  be  discussed,  with  particular 
emphasis  upon  the  surgical  ap- 
proach to  treating  ventricular 
tachycardia  (VT). 

Pharmacologic  therapy,  the 


most  often  applied  therapeutic 
modality,  remains  effective  in 
suppressing  sustained  ventricular 
tachycardia.3  Many  patients  can- 
not tolerate  the  numerous  side 
effects.  Proarrhythmia  and  car- 
diac depression  can  occur,  par- 
ticularly in  patients  with  poor 
ventricular  function.4  In  addition, 
concern  has  recently  developed 
over  increased  mortality  with 
pharmacologic  therapy  in  certain 


subsets  of  patients  with  ventricu- 
lar arrhythmia.1  The  toxicity  of 
amiodarone,  the  least  depressive 
of  the  antiarrhythmia  drugs,  is 
cumulative.3-4  Pharmacologic 
therapy  is  increasingly  being 
"guided"  by  electrophysiologic 
(EP)  laboratory  procedures.5 
Pharmacologic  treatment  with  or 
without  EP  guidance  remains  the 
principal  treatment  of  ventricular 
arrhythmia.3'5 

Implantable  cardioverter 
defibrillators  (ICD)  that  provide 
antitachycardia  pacing  and  shock 
therapy  are  now  available  for 
unrestricted  use.  These  devices 
are  expensive  and  require  consid- 
erable follow-up  surveillance.9-10 
Recent  concern  has  developed 
over  the  potential  for  overuse.7 
Nevertheless,  ICDs  have  contrib- 
uted significantly  to  the  reduction 
in  overall  mortality  due  to  cardiac 
arrhythmia.6-10  Patients  most 
likely  to  benefit  from  ICD  therapy 
include:  1)  patients  who  survive 
sudden  cardiac  arrest  due  to  car- 
diac arrhythmia  not  associated 
with  acute  ischemia;  2)  patients 


Endocardial 
balloon  electrode 
array  used  to 
map  the  ventricu- 
lar chamber. 
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Table  1 

Indications  for 
ventricular  tachycardia 
surgery 


Patients  with  a 
ventricular  aneurysm 

Patients  with  antero- 
apical  scar  tissue 

Mono  or  dimorphic  VT 

EF  > 30% 

Absence  of  severe 
hepatic,  pulmonary  or 
renal  dysfunction 


with  sustained  ventricular 
tachycardia  not  suppressible  with 
pharmacologic  therapy;  and  3) 
patients  unable  to  tolerate  suffi- 
cient pharmacologic  therapy  to 
prevent  arrhythmia  break- 
through.6-10 A potential  use  under 
investigation  employs  ICD 
therapy  as  a bridge  to  transplanta- 
tion in  arrhythmia-prone  patients 
with  severe  left  ventricular  dys- 
function.8 Extensive  government 
oversight  in  the  use  of  these  de- 
vices is  to  be  expected.7 

Cardiac  replacement  or  trans- 
plantation is  the  definitive  therapy 
for  life-threatening  arrhythmias. 
Poor  ventricular  function  and 
clinical  evidence  of  power  failure 
make  this  modality  particularly 
useful.  Rejection,  infection  and  an 
insufficient  number  of  cardiac 
donors  remain  problematic.  Car- 
diac mortality  occurs  in  15%  of 
patients  awaiting  cardiac  trans- 
plantation.11 Considerable  effort 
has  been  made  to  expand  the 


number  of  cardiac  donors,  to  little 
avail.12  Cardiac  replacement, 
therefore,  will  remain  a limited 
approach  to  the  treatment  of  car- 
diac arrhythmia. 

Surgical  ablation  of  ventricu- 
lar tachycardia  in  properly  se- 
lected patients  is  highly  success- 
ful.1418 Advantages  include:  1) 
the  procedure  can  be  curative;  2) 
correction  of  concurrent  cardiac 
problems,  e.g.  ventricular  aneu- 
rysm, coronary  artery  disease;  3) 
no  permanent  foreign  body  im- 
plantation; 4)  no  intensive  medical 
surveillance  required  postopera- 
tively;  and  5)  simplified 
pharmacologic  therapy. 

The  pathophysiologic  prin- 
ciple that  allows  a surgical  attack 
on  ventricular  tachycardia  in- 
volves localized  abnormal  conduc- 
tion.18 Heterogeneous  conduction 
allows  differential  propagation  of 
electrical  impulses,  giving  rise  to 
reentry.  This  process  can  be  iden- 
tified intraoperatively  by  multi- 
point mapping,  with  portable 
computer  systems  capable  of 
mapping  simultaneously  (multi- 
plexing) large  areas  of  the  ven- 
tricular endocardium.  Interrup- 
tion of  any  point  along  a reentry 
circuit  terminates  the 
arrhythmia.18 

Abnormal  conduction  is  iden- 
tified by  placing  a multi-channel 
electrode  array  attached  to  an 
inflatable  balloon  into  the  ven- 
tricular chamber  (Figure).  This  is 
performed  using  cardiopulmonary 
bypass.  The  balloon  is  inflated 
until  coaptation  of  the  electrodes 
with  the  ventricular  endocardium 
occurs.  Ventricular  tachycardia  is 
induced  by  programmed  electrical 
stimulation.  Analysis  of  the  si- 
multaneously received  signals 
demonstrates  precisely  the  loca- 
tion of  abnormal  conduction.  This 
area  is  then  excised  if  possible.  If 


the  location  is  inaccessible  to  re- 
section, then  cryoablation  or  ar- 
gon beam  coagulation  is  per- 
formed to  homogeneously  destroy 
the  abnormal  myocardium.19 
Other  cardiac  abnormalities  are 
then  corrected,  and  the  operation 
is  concluded. 

Patients  most  suitable  for  map 
directed  VT  surgery  are  listed  in 
Table  1. 16,17  Contraindications  in- 
clude those  listed  in  Table  2.20,21 

Before  map-directed  endocar- 
dial resection,  surgery  for 
arrhythmia  control  produced  in- 
adequate results.  In  patients  with 
anterior  reentry  and  monomor- 
phic  VT,  a cure  rate  of  95%  can 
now  be  achieved  with  map-di- 
rected endocardial  surgery.  Mor- 
tality rates  of  5%  or  less  also  are 
achievable.21  Posterior  located 
reentry,  due  to  involvement  of  the 
mitral  apparatus  and  aortic  out- 
flow tract,  is  somewhat  more  diffi- 
cult to  ablate.16,20  Success  rates  of 
60%  to  80%  have  been  achieved  in 
this  location. 

Summary 

A variety  of  therapeutic  advances 
in  pharmacology,  ICDs,  transplan- 


Table  2 

Contraindications 
for  ventricular 
tachycardia  surgery 


Non-reproducible  VT 

Polymorphous  VT 

Severe  ventricular 
dysfunction  EF  < 20% 

Hemodynamic 

compromise 
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tation,  and  computer-directed 
arrhythmia  surgery  has  occurred. 
These  improvements  have  con- 
spired to  produce  significant  en- 
hancement in  the  lifespan  of  pa- 
tients prone  to  serious  ventricular 
arrhythmia.  □ 

Dr.  Beckman,  Ms.  Evans  and 


Ms.  Bandy  are  with  the  Department 
of  Cardiovascular  Surgery  at  Method- 
ist Hospital  of  Indiana  in  Indianapo- 
lis. Drs.  Crevey  and  Foster  are  with 
the  Department  of  Cardiology  at 
Methodist  Hospital  of  Indiana  in 
Indianapolis. 

Correspondence:  Daniel  ]. 


■drug  names 


Look-alike  and  sound-alike 

drug  names 

CINOXACIN 

CILOXAN 

Category: 

Urinary  anti-infective 

Ophthalmic 

Brand  name: 

Cinobac,  Dista 

Ciloxan,  Alcon 

Generic  name: 

Cinoxacin 

Ciprofloxacin 

Dosage  forms: 

Capsules 

Ophthalmic  solution 

ASENDIN 

ANSAID 

Category: 

Antidepressant 

Nonsteroidal  anti- 

inflammatory agent 

Brand  name: 

Asendin,  Lederle 

Ansaid,  Upjohn 

Generic  name: 

Amoxapine 

Flurbiprofen 

Dosage  forms: 

Tablets 

Tablets 

Beckman,  M.D.,  Methodist  Hospital 
Professional  Building,  Suite  755, 
1801  N.  Senate  Blvd.,  Indianapolis, 
IN  46202. 


For  a complete  list  of  references, 
write  Indiana  medicine,  322  Canal 
Walk,  Indianapolis,  IN  46202-3252. 


Benjamin  Teplitsky,  R.  Ph. 
Brooklyn,  N.Y. 

Look-alike  and  sound-alike 
drug  names  can  be  misinterpreted 
by  a nurse  reading  doctors'  orders 
or  by  a pharmacist  compounding 
physicians'  prescriptions. 

Such  misunderstandings  can 
result  in  the  administration  of  a 
drug  not  intended  by  the  pre- 
scriber.  Awareness  of  such  look- 
alike  and  sound-alike  drug  names 
can  reduce  potential  errors.  □ 


526 


INDIANA  MEDICINE/November/December  199 


Executive  Home  in  Prestigious  Knollwood  3322  Lincoln  Ct.  • $222,900 


8201  Beech  Knoll  • $209,900 

3 BR,  2 1/2  BA  home  on  heavily  wooded  cul- 
de-sac  lot.  Separate  dining  room,  country 
kitchen,  24x10  greenhouse,  11x7  bonus 
room.  Woodburning  fireplace  in  family  room, 
built-in  bookshelves,  walk-in  closets.  Walk- 
out basement.  Lawrence  Twp  schools. 


F.  C.  Tucker  Company,  Inc. 
Realtors  Since  1918 


4 BR,  3 BA  home  on  large  (113x318)  cul-de- 
sac  lot.  LR,  DR,  huge  (38x16)  FR.  Features 
include:  balcony,  patio,  built-ins,  6-panel 
doors,  crown  molding,  & basement.  Also  an 
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Maternal  mortality 
in  Indiana:  A report  of 
maternal  deaths  in  1991 


William  D.  Ragan,  M.D. 
Indianapolis 

T his  is  the  annual  report  of 
the  Indiana  Maternal  Mortality 
Study  Committee.  In  1991,  Indi- 
ana reported  13  pregnancy-related 
deaths  and  85,661  live  births.  This 
gives  the  state  a pregnancy-re- 
lated death  ratio  of  15.17  per 
100,000  live  births  for  1991.  Cor- 
recting for  one  non-obstetric  death 
(Case  115),  the  maternal  mortality 
ratio  for  1991  was  14  per  100,000. 

The  committee  met  at  11:30 
a.m.  June  3,  1992,  at  the  Indiana 
University  Medical  Center  Stu- 
dent Union  Building  for  a closed 
discussion  of  the  13  deaths.  Each 
case  was  presented  for  discussion, 
establishment  of  diagnosis  and 
assignment  regarding  preventabil- 
ity  and  responsibility. 

Case  805  - Jan.  17,  1991.  A 
32-year-old  married  white 
woman,  G7,  P2,  Ab4,  10  weeks 
gestation.  Death  was  considered 
obstetric  and  indirect.  Cause  of 
death  was  infection  ( Streptococcus 
pyogenes  sepsis). 

' Case  806  - March  21,  1991.  A 
35-year-old  married  white 
woman,  G2,  P2,  term  pregnancy. 
Death  was  considered  obstetric 
and  direct.  Cause  of  death  was 
anesthesia  (total  spinal). 

Case  807  - June  4,  1991.  A 20- 
year-old  married  white  woman, 
Gl,  P0,  30.5  weeks  gestation. 


Death  was  considered  obstetric 
and  direct.  Cause  of  death  was 
infection.  Varicella  with  superim- 
posed pneumonia.  Diabetes 
mellitus,  severe. 

Case  808  -June  22,  1991.  A 
32-year-old  single  white  woman, 
Gl,  P0,  11  days  post  partum,  32 
weeks  gestation.  Death  was  con- 
sidered obstetric  and  indirect. 
Cause  of  death  was  medical  com- 
plication in  pregnancy.  Marfan's 
syndrome,  myocardial  infarction 
and  aortic  dissection. 

Case  809  - Aug.  15,  1991.  A 
17-year-old  single  black  woman, 
Gl,  P0,  five  weeks  post  partum. 
The  baby  was  delivered  by  cesar- 
ean section  at  31  to  32  weeks  ges- 
tation. Cause  of  death  was  tox- 
emia of  pregnancy.  Eclampsia 
and  intracerebral  hemorrhage. 

Case  810  - Sept.  19,  1991.  A 
28-year-old  single  black  woman, 
G5,  P5,  six  days  post  partum.  She 
had  delivered  a term-sized  infant. 
Death  was  considered  obstetric 
and  indirect.  Cause  of  death  was 
medical  complication  in  preg- 
nancy. Cerebral  vasculitis  and 
subarachnoid  hemorrhage. 

Case  811  - Oct.  7,  1991.  A 24- 
year-old  married  white  woman, 
G2,  P2,  six  months  post  partum. 
She  had  delivered  a full-term  in- 
fant. Death  was  considered  ob- 
stetric and  direct.  Cause  of  death 
was  medical  complication  in  preg- 
nancy. Postpartum  cardiomyo- 
pathy. 


Case  812  - Oct.  9,  1991.  A 23- 
year-old  married  white  woman, 
G3,  P2,  AB1,  seven  days  post 
partum.  She  had  had  a term  de- 
livery. Death  was  considered 
obstetric  and  indirect.  Cause  of 
death  was  medical  complication 
in  pregnancy.  Possible 
cardiomyopathy.  Adult  respira- 
tory distress  syndrome. 

Case  813  -Nov.  3,  1991.  An 
18-year-old  single  white  woman, 
Gl,  P0,  eight  weeks  post  partum. 
Uncomplicated  term  vaginal  de- 
livery. Cause  of  death  was  con- 
sidered obstetric  and  direct. 

Cause  of  death  was  medical  com- 
plication in  pregnancy.  Postpar- 
tum cardiomyopathy. 

Case  814  - Nov.  26,  1991.  A 
17-year-old  single  white  woman 
Gl,  P0,  24  weeks  gestation.  Death 
was  considered  obstetric  and  indi- 
rect. Cause  of  death  was  infec- 
tion. Disseminated  herpes  Type 
II. 


Case  815  - March  7,  1991.  A 
23-year-old  married  white 
woman,  24  weeks  gestation. 

Death  was  considered 
nonobstetric.  Cause  of  death  was 
homicide. 

Case  816  - March  22,  1991.  A 
27-year-old  married  white 
woman,  G3,  P2,  40  weeks  gesta- 
tion. Death  was  considered  ob- 
stetric and  direct.  Cause  of  death 
was  amniotic  fluid  embolism. 

Case  817- June  27,  1991.  A 
20-year-old  single  black  woman. 
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G5,  PI,  Ab2  ectopic  1,  15  weeks 
gestation.  Death  was  considered 
obstetric  and  direct.  Cause  of 
death  was  hemorrhage,  ruptured 
left  cornual  pregnancy. 

Discussion 

There  is  a changing  trend  as  to 
the  cause  of  maternal  death. 
Time-honored  causes  have  been 
hemorrhage,  infection  and  tox- 
emia. In  the  United  States,  emerg- 
ing causes  of  maternal  deaths  are 
now  embolism,  cardiomyopathy, 
anesthesia  complications,  adult 
respiratory  distress  syndrome  and 
acquired  immunodeficiency  syn- 
drome.1-4 

The  leading  cause  of  maternal 
death  in  the  United  States  is  pul- 
monary embolism.  Thrombo- 
embolism remains  an  enigma, 
because  early  recognition  and 
prevention  are  difficult.  Pregnant 
women  are  at  risk  because  of  the 
hypercoagulable  state  associated 
with  pregnancy.  Clinical  aware- 
ness of  the  signs  and  symptoms  of 
deep  vein  thrombosis  and  prompt 
initiation  of  diagnostic  and  thera- 
peutic measures  are  the  corner- 
stones of  avoiding  a life-threaten- 
ing pulmonary  embolus.910 

There  are  10  cases  of  air  em- 
bolism in  the  Indiana  maternal 
mortality  files.  These  often  are 
related  to  oral/genital  activity, 
and  education  of  antepartum  pa- 
tients would  be  helpful.11  Amni- 
otic  fluid  embolism  is  rare,  al- 
though one  of  the  1991  deaths 
was  caused  by  this  entity. 

Adult  respiratory  distress 
syndrome  (ARDS)  in  pregnancy  is 
associated  with  a maternal  mortal- 
ity of  44%.  The  main  causes  of 
ARDS  in  pregnancy  are  hemor- 
rhage, infection  and  toxemia.5 
Because  it  is  projected  that  AIDS 
will  increase  among  women,  more 
cases  of  pregnancy-associated 
deaths  due  to  this  cause  will  oc- 


cur.12 There  has  been  concern  that 
the  rising  cesarean  section  rates  in 
the  United  States  might  result  in 
an  increase  in  maternal  mortality, 
but  at  least  one  article  has  shown 
that  the  risk  of  maternal  death 
from  cesarean  section  is  low.13 

In  a recent  report,  trauma  was 
listed  as  a leading  cause  of 
nonobstetric  maternal  death. 
Mechanisms  of  injury  in  traumatic 
maternal  death  include  gunshot 
wounds,  motor  vehicle  crashes, 
stab  wounds,  strangulation,  blunt 
head  injuries,  burns,  falls,  toxic 
exposure,  drowning  and 
iatrogenic  injury.6 

In  Indiana,  the  leading  causes 
of  maternal  death  are  now  medi- 
cal complication  and  pregnancy, 
hemorrhage,  embolism,  infection, 
toxemia  and  anesthesia.7,8  Physi- 
cian education,  increased  avail- 
ability of  prenatal  care  and  proper 
referral  may  help  the  pregnant 
patient  avoid  a medical  complica- 
tion. Until  1991  (case  817),  mater- 
nal death  due  to  ruptured  ectopic 
pregnancy  had  not  occurred  in 
Indiana  since  1984.  Early  diagno- 
sis of  this  condition  is  now  pos- 
sible with  sensitive  pregnancy 
tests,  ultrasound  and  laparoscopy. 
Deaths  due  to  toxemia  often  rep- 
resent a lack  of  prenatal  care  and 
can  be  prevented. 

The  American  College  of  Ob- 
stetricians and  Gynecologists  and 
the  Centers  for  Disease  Control 
(CDC)  in  Atlanta  continue  to  col- 
lect data  on  maternal  deaths  by 
states  and  districts.1  The  CDC  has 
initiated  a pregnancy  mortality 
surveillance  study.  The  U.S.  De- 
partment of  Health  and  Human 
Services  has  set  a goal  of  no  more 
than  3.3  maternal  deaths  per 
100,000  live  births  by  2000. 14  In 
the  United  States  in  1985,  the  ma- 
ternal mortality  ratio  for  all  races 
was  7.8  per  100,000  live  births. 

For  white  women,  the  ratio  was 
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5.2;  for  all  other  races,  it  was  18.1. 
For  black  women,  the  ratio  was 
20.4  per  100,000  live  births. 

The  high  maternal  mortality 
rate  for  nonwhite  women  is  a 
problem  that  must  be  overcome.15 
Combined  efforts  by  these  organi- 
zations should  provide  more 
meaningful  statistics  to  help  cur- 
tail preventable  maternal  mortal- 
ity in  the  United  States.  Several 
recent  articles  have  stated  that 
maternal  mortality  is  one  of  the 
great  neglected  problems  of  health 
care  in  developing  countries. 

Rates  are  as  much  as  100  times 
higher  than  those  in  industrialized 
countries. 16,17 

Pregnancy-related  deaths  con- 
tinue to  be  underreported.  Often, 
no  mention  is  made  on  the  death 
certificate  that  a pregnancy  was 
involved.  In  an  effort  to  pick  up 
missed  cases,  at  least  one  state  has 
instituted  a method  in  which  live 
birth  records  are  matched  with 
death  records  for  women  of  repro- 
ductive age  to  detect  if  a woman 
died  within  one  year  of  delivery.18 
A year  ago  a "check  box"  relating 
to  pregnancy  was  placed  on  the 
Indiana  death  certificate  to  help 
identify  missed  cases. 

Maternal  mortality  still  occurs. 
While  the  numbers  are  small,  the 
members  of  the  Indiana  State  Ma- 
ternal Mortality  Study  Committee 
believe  that  it  is  important  to  in- 
vestigate and  report  these  deaths 
for  statistical  and  educational 
purposes.  According  to  our 
records,  many  of  these  deaths  are 
preventable  or  have  preventable 
factors.  In  addition,  there  are 
undoubtedly  many  near  misses. 
We  must  remain  vigilant.  □ 

Correspondence:  William  D. 
Ragan,  M.D.,  University  Hospital, 
Dept,  of  Ob/Gyn,  926  W.  Michigan 
St.,  Indianapolis,  IN  46202. 
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Associate  Director 
Family  Practice  Residency 


The  largest  family  practice  residency  program  in  the  State  of  Indiana  is  currently  searching  for  an  individual  to  replace  our  current  Associate  Director,  who 
is  retiring.  Our  community  based  program,  in  existence  since  1971,  provides  for  rotations  at  three  major  hospitals  with  a total  of  more  than  1 200  beds.  With 
five  full  time  and  four  part  time  faculty  members  and  1 75  volunteer  faculty,  we  provide  a dynamic  academically  based  program  for  eight  new  residents  per 
year  as  well  as  four  residents  per  year  in  our  transitional  residency  program.  With  an  affiliation  with  III.  School  of  Medicine,  our  program  offers  an  extremely 
challenging  and  rewarding  educational  and  clinical  experience. 

With  a metropolitan  population  of  over  325,000,  the  Fori  Wayne  area  offers  a variety  of  cultural,  educational,  and  sporting  events.  Four  season  recreation 
is  readily  available  with  its  numerous  area  lakes  and  parks.  Our  philharmonic,  civic  theater,  art  museum  and  variety  of  professional  sports  teams  offer  many 
options  for  social  activities.  Five  University/College  Institutions  are  available  for  continuing  education  needs. 

Candidates  must  be  board  certified  in  family  practice  and  eligible  for  licensure  in  the  State  of  Indiana,  demonstrate  competency  in  the  areas  of  medical 
judgement,  and  possess  clinical  ability  as  an  educator,  advisor,  administrator,  and  consultant. 


We  offer  a competitive  salary  and  benefit  package.  Please  send  your  letter  of  interest  and  curriculum  vitae,  to  be  received  no  later  than  12/31/93,  to: 


Chairman,  Search  and  Screen  Committee 
Ft.  Wayne  Medical  Education  Program 
2448  Lake  Ave.  • Fort  Wayne,  IN  46805 
219-422-6573 
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V CANCER 
* SOCIETY 


At  hast  one-third  of  all  breast  c, anger 

PATIENTS  COULD  HAVE  LUMPECTOMY 
FOLLOWED  BY  RADIATION  THERAPY 


/ jnhe  American  Cancer  Society,  the  American 
College  of  Surgeons  and  the  American 
A College  of  Radiology  have  agreed  that 
women  whose  early  breast  cancer  was  detected 
by  mammography  are  candidates  for  breast- 
saving  treatment.  According  to  new  standards, 
women  with  small  lumps,  those  with  tumors  as 
large  as  two  inches,  and  even  some  women 
with  positive  nodes  may  he  candidates  for 
this  treatment. 

Stage  for  stage,  patients  treated  in  this 
manner  have  the  same  longevity  and  the  same 
freedom  from  local  recurrence  as  those  treated 
with  mastectomy. 


For  copies  of  the  standards  please  contact 
Keri  Sperry,  American  College  of  Radiology, 
1891  Preston  White  Drive,  Reston,  VA  22091. 
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■ physicians'  directory 


CARDIOLOGY  - DIAGNOSTIC  & INTERVENTIONAL 


NASSER,  SMITH  AND  PINKERTON  CARDIOLOGY,  INC. 


William  K.  Nasser,  M.D. 
Michael  L.  Smith,  M.D. 

Cass  A.  Pinkerton,  M.D. 
James  W.  VanTassel,  M.D. 
Dennis  K.  Dickos,  M.D. 
John  D.  Slack,  M.D. 

Charles  M.  Orr,  M.D. 

Jane  Howard,  M.D. 

James  H.  Adlam,  M.D. 

V.  Michael  Bournique,  M.D. 
Frank  J.  Green,  M.D. 

Nancy  A.  Branyas,  M.D. 
Charles  P.  Taliercio,  M.D. 
Bruce  F.  Waller,  M.D. 
Thomas  F.  Peters,  M.D. 
Lawrence  E.  Gering,  M.D. 
Edward  T.A.  Fry,  M.D. 
James  B.  Hermiller,  M.D. 


providing 

Cardiology  & Cardiac  Catheterization 
Transesophageal  Echocardiography 
Stress  Echocardiography 
Doppler  & Echocardiography 
Exercise  Stress  Testing 
Coronary  Angioplasty 
Nuclear  Cardiology 
Pacemaker  Surveillance 
Holter  Monitoring 
Percutaneous  Valvuloplasty 
Electrophysiology  Testing 
Coronary  Atherectomy 
Myocardial  Biopsy 
Automatic  Implantable 
Cardioverter  Defibrillator 
A-V-Node  Ablation 
Signal  Averaged  Electrocardiography 
Nutrition  Services 
Cardiac  Rehabilitation 
Tilt  Table  Testing 
Permanent  Pacemaker  Implantation 


Office:  317-871  -6666 
1-800-732-1482 
1-800-CHD-PTCA 
1-800-CAD-PTCA 
FAX:  317-871-6019 


With  additional  offices 
located  in: 
Anderson  .Brazil 
Carmel  • Kokomo 
Marion  • Terre  Haute 


Suite  400 

St.  Vincent  Professional  Building 
8402  Harcourt  Road 
Indianapolis,  Indiana  46260 


THE  HEART  CENTER  OF  INDIANA 
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CARDIOLOGY 


A new  era  in  heart  care  has  begun... 

Now  open 


of  Fort  Wayne 


Robert  E.  Swint,  Sr.,  M.D. 
Mark  A.  Jones,  M.D. 

David  A.  Kaminskas,  M.D. 
Gary  A.  Hambel,  M.D. 

Mary  H.  Heintz,  M.D. 

Ravi  N.  Bathina,  M.D. 
Gregory  C.  Tomlinson,  M.D. 
Brian  T.  Lew,  M.D. 

Peter  C.  Hanley,  M.D. 
Christopher  Zee-Cheng,  M.D. 
Steven  W.  Orlow,  M.D. 

David  A.  Belvedere,  M.D. 
Mark  S.  Hazen,  M.D. 


7836  W.  Jefferson  Blvd. 
Fort  Wayne,  IN  46804 
(219)  432-2297 

800  Broadway,  Suite  204 
Fort  Wayne,  IN  46802 
(219)  422-2558 

3217  Lake  Ave. 

Fort  Wayne,  IN  46805 
(219)  422-2297 

2510  Dupont  Rd. 

Fort  Wayne,  IN  46825 
(219)  489-8280 


1-800-777-2297 
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CARDIOLOGY 


Indiana 

Heart 

Physicians, 

Inc. 


Indianapolis/Beech  Grove  Medical  Center 
1 12  North  17th  Avenue,  Suite  300 


Office 317-783-8800 

Appointment  Scheduling 317-781-3615 

Cardiac  Testing  Center 317-781-3636 

Toll  Free  (Nationwide) 800-992-2081 


Consulting  Offices  at: 

Greenwood  ♦ Shelbyville  • Martinsville 


Indiana  Heart  Physicians  at  Columbus 
2325  18th  Street,  Columbus 

Office 812-379-2020 

Toll  Free  (Indiana) 800-331-4765 


providing 

Cardiology  and  Cardiac  Catheterization 
Coronary  Angioplasty 
Coronary  Atherectomy 
Electrophysiology 
Percutaneous  Valvuloplasty 


Nuclear  Cardiology 

Stress  Echocardiography 

Exercise  Stress  Testing 

Holter  Monitoring 

ECG  Event  Monitoring 

Permanent  Pacemaker  Implantation 

Pacemaker  Surveillance 

Color  Flow  Doppler  Echocardiography 

Laser  Angioplasty 

Radio  Frequency  Catheter  Ablation 

Trans-Telephonic  Pacemaker  Analysis 

Nonmvasive  Peripheral  Vascular  Evaluation 

Signal  Average  EKG 

Myocardial  Biopsy 

Nutrition  Services 


Physicians 

H O Hickman,  Jr.,  M D , FACC 
Thomas  M Mueller,  M.D.,  FACC 
J.  Douglas  Graham  III,  M.D.,  FACC 
Kathleen  H.  Flohr,  M.D.,  Ph  D.,  FACC 
Jeffrey  L.  Christie,  M.D  , FACC 
Stephen  H Kliman,  M.D.,  FACC 
Thomas  C.  Passo,  M.D.,  FACC 
Emily  A.  Diltz,  M.D  , FACC 
John  E.  Batchelder,  M D.,  FACC 
Mark  D.  Cohen,  M.D.,  FACC 
William  J Berg,  M.D.,  FACC 
Thomas  D.  Hughes,  D O.,  FACC 
George  E Revtyak,  M.D.,  FACC 
Jeffrey  R Mossier,  M.D. 

Irwin  Labin,  M.D  , FACC 


at  Columbus 

David  J.  Hamilton,  M.D.,  FACC 
Kevin  C.  Preuss,  M.D.,  FACC 


! 
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CARDIOLOGY 


TOOof 

T 

Indianapolis  Cardiology  Associates,  Inc. 


Robert  E.  Edmands,  M.D.,  F.A.C.C. 

Samuel  M.  Hazlett  III,  M.D. 

Don  B.  Ziperman,  M.D.,  F.A.C.C. 
Bradley  A.  Weinberg,  M.D.,  F.A.C.C. 
Richard  A.  Hahn,  M.D. 

are  pleased  to  announce 
the  association  of 

Preetham  Jetty,  M.D. 

for  the  practice  of  cardiology. 


EAST  LOCATION 

1400  N.  Ritter  Avenue,  Suite  585 
Indianapolis,  Indiana  46219 
Office  (317)  355-1500 
Referring  Physician  Line: 

(317)  355-1100 


NORTH  LOCATION 

7250  Clearvista  Drive,  Suite  227 
Indianapolis,  Indiana  46256 
Office  (317)  841-5385 
Referring  Physician  Line: 

(317)  841-5386 


• Cardiology  & Cardiac 
Catheterization 

• Coronary  Angioplasty 

• Laser  Angioplasty 

• Coronary  Atherectomy 

• Coronary  Stents 

• Echocardiography 

• Transesophageal 
Echocardiography 

• Color  Flow  Imaging 

• Nuclear  Cardiology 

• Stress  Testing 

• Holter  Monitoring 

• Pacemaker  Surveillance 

• Permanent  Pacemaker 
Implantation 

• Evaluation  of  Cardiac 
Risk  Factors 

• Cardiac  Rehabilitation 
Program 
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CARDIOLOGY 


DERMATOPATHOLOGY 


The  Heart  Center  of  Marion 


Prakash  N.  Joshi,  M.D.,  F.A.C.C. 
Diplomate,  American  Board  of 
Internal  Medicine  & Cardiovascular 
Diseases 


Subodh  S.  Gupte,  M.D.,  F.A.C.C. 

Diplomate,  American  Board  of 
Internal  Medicine,  Cardiovascular 
Diseases  and  Advanced  Achievement 
in  Internal  Medicine 


providing 
Cardiology 
Electrocardiogram 
Exercise  Stress  Testing 
Doppler  & 

Echocard  iogra  phy 
Stress 

Echocardiography 
Holter  Monitoring 


703  Chapel  Pike 
Marion,  Indiana  45952 
Appointments:  (317)  664-1201 
Business  Office:  1-800-345-2035 
FAX:  (317)  664-2866 


Nasser,  Smith  & Pinkerton  Cardiology,  Inc. 


TO 


DERMATOPATHOLOGY  LABORATORY,  INC. 


Larry  J.  Buckel,  M.D.  Howard  R.  Gray,  M.D. 

Robert  M.  Hurwitz,  M.D.  William  B.  Moores,  M.D. 
Diplomates  of  the  American  Boards  of 
Dermatology  and  Dermatopathology 

Oral  Pathology:  Charles  E.  Tomich,  D.D.S.,  M.S.D. 
Diplomate  of  the  American  Board  of  Oral  Pathology 


m 

Specializing  in 
Inflammatory  Skin  Diseases 
and  Neoplasms  of  the  Skin 

Approved  for  and  Accept  Medicare  and  Medicaid  Assignment 

DERMATOPATHOLOGY  LABORATORY,  INC. 

9202  North  Meridian  Street,  Suite  215 
Indianapolis,  IN  46260 
317/843-2204 

UPS  Mailers  and  Courier  Service  Available 


DOCTORS  - This  space  is  available. 

DOCTORS  - This  space  is  available. 

For  rates,  write  or  call  Indiana  medicine, 

For  rates,  write  or  call  Indiana  medicine, 

322  Canal  Walk,  Indianapolis,  IN  46202-3252, 

322  Canal  Walk,  Indianapolis,  IN  46202-3252, 

(317)  261-2060  or  1 -800-257-ISM A. 

(317)  261-2060  or  1 -800-257-ISM A. 
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PLASTIC,  RECONSTRUCTIVE  & HAND  SURGERY 


One  Call,  Day  or  Night! 

Our  group  is  always  available,  365  days  a year,  day  or  night;  to  see  your  patients  in 
Indianapolis  because  there  are  times  when  your  patient  shouldn’t  have  to  wait. 


ALSO  SEEING  PATIENTS 
BY  APPOINTMENT  IN  THESE 
CENTRAL  INDIANA  CITIES: 

BEECH  GROVE 

CRAWFORDSVILLE 

DANVILLE 

GREENCASTLE 

GREENSBURG 

KOKOMO 

LEBANON 

SURGERY  CENTER 


ZOLLMAN  CENTER 

FOR  PLASTIC  & HAND  SURGERY 

7439  Woodland  Drive,  Indianapolis,  IN  46278 


Q 


Member,  American  Society 
ot  Plastic  and  Reconstructive  Surgeons 


SERVING  15  CENTRAL 
INDIANA  HOSPITALS 

VISA,  MASTERCARD  ACCEPTED 
FINANCING  AVAILABLE 


317-328-1100 
1-800-332-3943 
FAX:  317-328-6948 


Wally  Zollman  M.D.,  F.A.C.S.,  Twatchal  Yamcharern  M.D.,  F.A.C.S.,  Richard  S.  Troiano  M.D.,  F.A.C.S.,  H.  Marshall  Trusler,  M.D.,  F.A.C.S. 


PLASTIC  SURGERY 

MERIDIAN 

PLASTIC 

SURGERY 

CENTER 


For  information  on  services 
317/575-0110 
or  800/352-7849 
106th  & Meridian  Streets 
Indianapolis 

hrr- 


An  Ambulatory  Surgery  Center 
Exclusively  for  Cosmetic,  Plastic 
and  Reconstructive  Surgery 

Board-Certified  Physicians 

• Stephen  W.  Perkins,  m.d,  facs. 

• William  R.  Nunery,  md,  fac.s 

• Ronald  T.  Martin,  md 

• A.  Michael  Sadove,  mu  facs 


Facial,  Ophthalmic  & General 
Plastic  Surgery  • Anesthesiology 
Licensed  by  the  Indiana  State 
Board  ot  Health  • Medicare 
Certified 


DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1 -800-257-ISM A. 
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CLINICAL  & ANATOMIC  PATHOLOGY 


The 

Medical  Laboratory 

of  Drs.  Thornton-Haymond-Costin-Buehl-Bolinger-Warner-McGovern-McClure-Hooker-Winkler 

5940  West  Raymond  Street  • Indianapolis,  Indiana  46241 

CHEMISTRY 

Courier  Service 

MICROBIOLOGY 

PROUDLY 

24  hr.  Pathology 

HEMATOLOGY 

SERVING 

Consultation 

TOXICOLOGY 

INDIANA 

Assignment  Accepted: 
Medicare/Medicaid 

CYTOLOGY 

SINCE 

BC/BS  VIP  and  PC/USA, 

HISTOLOGY 

1947 

Preferred  Care,  Prucare 

CUSTOMER  SERVICE  / 

18  Convenient  Branch 
Locations 

CENTRAL  TESTING  FACILITY:  5940  W.  Raymond  St.,  Indianapolis,  IN  46241 

Phone:  317/248-2448 

“Here  Today  To  Serve  You  Tomorrow.” 

DOCTORS 

This  space  is  available. 

For  rates,  write  or  call 

INDIANA  MEDICINE, 

322  Canal  Walk, 
Indianapolis,  IN  46202-3252, 
(317)  261-2060  or  1-800-257-ISMA. 
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PULMONARY  DISEASE 


RESPIRATORY  CONSULTANTS  OF  INDIANA 


DAVID  B.  COOK,  M.D.,  FCCP  MICHAEL  R.  NIEMEIER,  M.D.,  FCCP  ROBERT  W.  WELLER,  M.D.,  FCCP 

CHRIS  C.  NAUM,  M.D.  THOMAS  Y.  SULLIVAN,  M.D.  PATRICK  E.  WRIGHT,  M.D.,  FCCP 

JOHN  A.  WARDEN,  M.O.,  FCCP 


Pulmonary  Disease 

Lung  and  lung-heart  transplantation 
Laser  Bronchoscopy 
Intra-bronchial  radiation  therapy 
Trans-tracheal  oxygen  therapy 
Complete  rest  and  exercise 
physiologic  testing 


Critical  Care 

Physicians  ABIM  certified  in 
critical  care  24  hours/day 
State-of-the-art  eighty  bed 
intensive  care  facility 


Hyperbaric  Medicine 

Diagnostic  assessment 
of  local  oxygen  delivery 
Treatment  of  disorders  of 
regional  02  delivery  and 
utilization 


Sleep  Disorders 

Clinical  polysomnographer 
Full-service  polysomnography 
laboratory 


1801  N SENATE  BLVD  , SUITE  400,  INDIANAPOLIS.  IN  46202  • OFFICE  (317)  929-5820  • FAX  (317)  929-3916 
6920  PAFIKDALE  PLACE,  SUITE  215  • INDIANAPOLIS.  IN  46254  • OFFICE  (317)  328-6635  • FAX  (317)  328-6640 
GREENSBURG  (812)  653-5533  • LEBANON  (317)  873-2103  • RUSHVILLE  (317)  932-4111  • TERRE  HAUTE  (812)  232-0564 
AFTER  HOURS  ANSWERING  SERVICE  (317)  926-3466  OR  1-800-772-7788 

1-800-321-LUNG  • MONDAY  - FRIDAY  8:30  A.M.  - 4:30  P.M. 


ALCOHOLISM  TREATMENT 

BREAST  DISEASES 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

Anderson  Center 

of  Saint  John’s 

2210  Jackson  Street 
Anderson.  Indiana  46016 

1-800-435-9143  or  (317)  646-8383 

• Comprehensive  Alcohol  and  Drug  Treatment 

• Separate  Programs  for  Adolescents  and  Adults 

• Free  Assessment  and  Intervention 


INDIANA  CENTER 
FOR  BREAST  DISEASES 

DAVID  W.  PRICE,  M.D. 


Practice  limited  to  Multidisciplinary  Treatment  of 
BREAST  DISEASES 


Diagnosis 
Consultation 
Risk  assessment 
Surgical  Oncology 
of  the  breast 


(317)  872-9580 
8330  Naab  Road,  Suite  213 
Indianapolis,  IN  46260 

Appointment  by  referral 
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INTERNAL  MEDICINE 

HEMODIALYSIS 

NEPHROLOGY  & INTERNAL 
MEDICINE,  INC. 


Thomas  Wm.  Alley,  M.D.,  FACP 
George  W.  Applegate,  M.D 
Richard  Bloch,  M.D. 

Charles  B,  Carter,  M D 
William  H Dick,  M.D  . FACP 
Theodore  F Hegeman,  M D 


Douglas  F.  Johnstone,  M.D. 
Wendy  L Kindig,  M.D. 

LeRoy  H King,  Jr.,  M D FACP 
Barry  F.  Krieble,  M.D 
Mary  A.  Margolls,  M.D. 

Tim  E.  Taber,  M.D 


1801  N.  Senate  Blvd.,  Suite  355 
Indianapolis,  46202 
Tel:  317-924-8425 

By  Physician  Referral 


Clinical  Nephrology,  Hemodialysis,  Peritoneal 
Dialysis,  Renal  Transplantation,  Metabolic  Kidney 
Stone  Disease,  Hypertension,  Fluid  and 
Electrolyte  Imbalance,  Critical  Care 


CHRONIC  MAINTENANCE 
OUTPATIENT 
HEMODIALYSIS 

DIALYSIS  INSTITUTE  OF  ANDERSON 

2629  Nichol  Avenue 
Anderson,  Indiana  4601 1 
317-649-0772 

DIALYSIS  INSTITUTE  OF  BEECH  GROVE 

3834  South  Emerson  Avenue 
Indianapolis,  Indiana  46203 
317-787-3171 

DIALYSIS  INSTITUTE 
OF  NORTHWEST  INDIANAPOLIS 

6488  Corporate  Way 
Indianapolis,  Indiana  46278 
317-328-9667 

For  further  information  contact 

NEPHROLOGY  & INTERNAL  MEDICINE,  INC. 

1801  N Senate  Blvd.,  Suite  #355 
Indianapolis,  Indiana  46202 
317-924-8425 


HAND  SURGERY 

HAND  SURGERY 

JOHN  C.  KLEIN,  M.D. 

Specializing  in  the  diagnosis  and  treatment  of  hand, 
wrist,  and  forearm  disorders. 

2727  N Pennsylvania  St  317-925-1665 

Indianapolis,  IN  46205  Answered  24  hours 

Diplomate  American  Board  ol  Orthopedic  Surgery 
with  certificate  of  added  qualifications  in  surgery  of  the  hand. 

SOUTH  INDY  HAND  CENTER,  P.C. 
VIDYASAGAR  S.  TUMULURI,  M.D.,  F.A.C.S. 

CERTIFIED  IN  HAND  SURGERY 
Practicing  hand  and  wrist  surgery 

South  Sherman  Professional  Complex  Community  Hospital  South  Prof.  Bldg 

3417  S.  Sherman  Dr  . Suite  F 1550  E County  Line  Rd  . Suite  315 

Beech  Grove.  IN  46107  Indianapolis,  IN  46227 

(31 7]  783-1 319  (31  7]  808-0004 

ND 
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You  Don 't  Have  to  Be  Sick  to  Get  Better 

O 

The  Davis  Psychiatric  Clinic,  Inc. 

Child,  Adolescent,  Adult,  Geriatric,  Marital,  Sexual,  Forensic,  Substance  Abuse,  Consultant  Service  and 

Psychological  Testing  and  Evaluation 

Larry  Davis,  M.D. 

Judith  Campbell  M.D. 

R.  Peter  Mohlman,  M.D. 

William  E.  Murray,  M.D. 


1431  N.  Delaware  263-5200 
Child  and  Adolescent  263 -5204 


North  Side  Office 

11075  N.  Pennsylvania  571-6011 

24  Hour  Emergency  63 1 -3466 


PSYCHIATRY 

NEUROLOGY 

Eugene  G.  Roach,  M.D. 

Executive/Medical  Director 

(0)  Anderson  Center 


of  Saint  John's 

22 10  Jackson  Street 
Anderson.  Indiono  46016 


1-800-435-9143  or  (317)  646-8114 

• Comprehensive  Psychiatric  Treatment 
• Separate  Programs  for  Adolescents, 
Adults  and  Older  Adults 
• Program  for  Dual  Diagnosis 


Shirley  M.  Mueller , M.D. 

General  Neurology 

Practice  Dedicated  Toward  Problems  Associated  With 
Numbness-Weakness-Dizziness  And  Pain  Including  Headache 

Testing  Available 

North:  St.  Vincent’s  Professional  Bldg.,  Suite  726,  Indianapolis 
Tuesday,  Thursday  & Friday  • 3 17-87 T6000 
South:  Community  South  Professional  Bldg.,  Suite  M,  Indianapolis 
Monday  & Wednesday  • 317-887-7790 
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PERIPHERAL  VASCULAR  SURGERY 


VASCULAR  SURGERY,  RC. 

St.  Vincent  Professional  Building 

Malcolm  B.  Herring,  M.D. 
Daniel  R.  LeGrand,  M.D. 
David  L.  Madison,  M.D. 

8402  Harcourt  Road 
Suite  613 

Indianapolis,  Indiana  46260 
Telephone  (317)  871-6400 
TOLL  FREE  (800)  336-6413 

Ykscular  ~ 

Sajjad  M.  Hussain,  M.D. 

Diagnostics 

Mobile 

Mon-invasite 

~ Testing 

Carmel  Medical  Center 
13450  North  Meridian  Street 
Suite  160 

Carmel,  Indiana  46032 
Telephone  (317)  581-6020 

The  Vascular  Lab 

NONINVASIVE 
VASCULAR  TESTING 

The  vascular  lab  offers  a full  spectrum  of  diagnostic  vascular  testing  services,  including 
the  new  addition  of  color  computed  sonography,  supported  by  the  entire  team  of: 

John  F.  Ansbro,  M.D.  • Alan  T.  Marty,  M.D.  • H.  Dan  Adams,  M.D. 

Richard  A.  Murrell,  M.D.  • Daniel  B.  Daniels,  M.D.  • Jay  Tuna,  M.D. 

Cardiovascular  Surgery  Inc. 

350  West  Columbia 
Suite  350 

Evansville,  Indiana  47710 
812-423-2395 
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ASTHMA  & ALLERGY 

ORTHOPAEDIC  SURGERY 

FRANK  WU,  M.D. 

DIPLOMATE, 

p'  AMERICAN  BOARD 

' OF  ALLERGY  & 

IMMUNOLOGY 

St.  Vincent  Professional  Building 
8402  Harcourt  Road,  Suite  606 
Indianapolis,  Indiana  46260 
(317) 872-4213 


• ORTHOPAEDIC  SURGERY 

• JOINT  REPLACEMENT 

• BACK  SURGERY 

k J \ 

• FOOT  SURGERY 

• ARTHROSCOPIC  SURGERY 

Certified  American  Board 

Professional 

Of  Orthopaedic  Surgery 
1 400  North  Ritter  #320 

Orthopaedics,  Inc, 

Indianapolis,  IN  4B21 9 

(317)355-1600 

James  L Kaiser,  M.D 

OFFICE  ANSWERS  DAY  S NIGHT 

1400  North  Ritter  #320  

355-1600 

82nd  & Shadeland 

355-1600 

If  No  Answer  Call 

631-3466 

COMPREHENSIVE  REHABILITATION 


We’re  Working  to  Make  Life  Better 


At  Kokomo  Rehabilitation  Hospital,  we’re 
committed  to  only  one  specialized  field  - 
rehabilitation  medicine. 

This  central  focus  means  your  patients 
receive  the  therapy  and  care  needed  to  restore 
their  lives  to  the  fullest  extent  possible. 


Our  60-bed  hospital  features  sophisticated 
high-tech  equipment,  a total  barrier-free 
environment  and  highly  trained  therapists. 

Give  us  a try.  Your  patients  and  you  will  be 
KokomO  P^easec^  w*di  the  results. 

Rehabilitation 


William  J.  Lester,  MD. 
Medical  Director 


Hospital 


A Continental  Medical  Systems  Facility 


Bringing  the  Quality  Back  to  Life  for  Patients  Affected  by: 

Stroke  • Traumatic  Brain  Injury  • Spinal  Cord  Injury  • Amputation  • Orthopedic  Disorders 
Neurological  Disorders  • Ventilator  Weaning  • Chronic  Pain  • Multiple  Trauma  • Return  to  Work 


829  Dixon  Road  • Kokomo,  Indiana  46901 

General  Hospital  Information 
(317)  452-6700 


Joint  Commission 

on  Accreditation  ol  Healthcare  Organ  nations 


For  Referral  or  Admission 
Information 
1-800-886-LIFE 
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ONCOLOGY  — HEMATOLOGY 


INDIANA  ONCOLOGY  HEMATOLOGY 

CONSULTANTS 


1 -800-ONC-HEME 
1 -800-662-4363 


Central:  317-927-5770 
St. Francis:  317-783-8509 


ADULT  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 

Laurence  H.  Bates,  M.D.  Gregory  W.  Smith,  M.D. 

William  M.  Dugan,  Jr.,  M.D.  William  H.  Bond,  M.D. 

Redmond  P.  Hogan,  III,  M.D. 


PEDIATRIC  ONCOLOGY  HEMATOLOGY  - CENTRAL  OFFICE 

1828  N.  Illinois  Street  Indianapolis,  IN  46202  927-5770 
Arthur  J.  Provisor,  M.D.  Deborah  S.  Provisor,  M.D. 


ADULT  ONCOLOGY  HEMATOLOGY  - ST.  FRANCIS  OFFICE 

1600  Albany-  Medical  Clinic  Bldg.  Beech  Grove,  IN  46107  783-8509 

Redmond  P.  Hogan,  III,  M.D.  Randall  C.  Trowbridge,  M.D. 

Gregory  W.  Smith,  M.D. 


Centra/  Office  Located  in  the  Byram  Gates  Middleton  House 
Listed  on  the  National  Register  of Historic  Places 
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RADIATION  ONCOLOGY 


Physicians: 

ROGER  ROBISON 
TAE  CHUNG 
ED  DVORAK 


Radiation  Oncology  Services  for  Southwest  Indiana 


VINCENNES 
Good  Samaritan  Hospital 

(812)  885-3939 


BRAZIL 

Clay  County  Hospital 

(812)  448-2675 


ROGER  ROBISON,  M.D.,  F.A.C.P.  TAE  CHUNG,  M.D.  ED  DVORAK,  M.D. 

M.D.  Anderson,  Chicago  Hines,  V.A.,  U.T.M.B.  Galveston, 

1980  1976  1974 


24-Hour  Consultation  - 812-331-8018 
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RADIATION  ONCOLOGY 


TRI-STATE  RADIATION 

ONCOLOGY 

Evansville  Cancer  Center 
Evansville,  Indiana 
(812)  474-1110 

Welborn  Cancer  Center 
Evansville,  Indiana 
(812)  426-8373 

AL  KORBA,  M.D.;  ALY  RAZEK,  M.D. 
SHANNON  LAMB,  M.D.;  PRAMOD  V.  PRABHU,  M.D. 

★★★★★★ 

Tri-County  Cancer  Care  Center 
Jasper,  Indiana 
(812)  482-2212 

Tri-County  Cancer  Care  Center 
Princeton,  Indiana 
(812)  386-6663 

DEVDAS  SHETH,  M.D. 

★★★★★★ 

MOISES  DOMINGO,  M.D. 

Olney  Cancer  Center 
Olney,  Illinois 
(618)  392-3050 

Harrisburg  Oncology  Associates 
Harrisburg,  Illinois 
(618)  252-5126 

MOISES  DOMINGO,  M.D. 

★★★★★★ 

KANTA  R.  DESAI,  M.D. 

Radiation  Oncology 
Owensboro,  Kentucky 
(502)  926-7228 

Henderson  Cancer  Center 
Henderson,  Kentucky 
(502)  827-0255 

TRISTAN  BRIONES,  M.D. 

★★★★★★ 

PRAMOD  V.  PRABHU,  M.D. 

In  Indiana  1-800-843-7117  • Out  of  Indiana  1-800-331-9294 

24-hour  answering  service  (812)  476-1367 
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TRANSPLANTATION 


Heart  Transplantation 
Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons : John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 

Transplantation  offers  patients 

Program  Cardiologist:  Douglas  Pitts,  M.D. 

with  end-stage  organ  disease  their  only 

Kidney  Transplantation 
Pancreas  Transplantation 

Surgical  Director:  Brian  Haag,  M.D. 

opportunity  for  true  rehabilitation... 

Surgeons:  Larry  Stevens,  M.D., 

Dale  A.  Rouch,  M.D. 

Program  Nephrologist:  Charles  Carter,  M.D. 

Lung  Transplantation 

Surgical  Director:  Harold  Halbrook,  M.D. 

Surgeons:  John  Fehrenbacher,  M.D., 

Daniel  Beckman,  M.D.,  David  Hormuth,  M.D. 
Program  Pulmonologist: 

Michael  Niemeier,  M.D. 

Methodist  Transplant  Center 

24-hour  referral:  800  772-7788 

Liver  Transplantation 

Surgical  Director:  Dale  A.  Rouch,  M.D. 
Surgeons:  Larry  Stevens,  M.D., 

Brian  Haag,  M.D. 

Program  Pediatric  Gastroenterologist: 

Susan  Maisel,  M.D. 

Program  Hepatologist : Stephen  C.  Pappas,  M.D. 

Bone  Marrow  Transplantation 

Co-Director:  Luke  Akard,  M.D. 
Co-Director:  Jan  Jansen,  M.D.,  Ph  D. 

M Methodist 
H Hospital 

Corneal  Transplantation 

Surgical  Director:  Stephen  Johnson,  M.D. 

Tissue/Bone  Bank 

Surgical  Director . David  A.  Fisher,  M.D. 

The  Difference  is  Experience 

P.O.  Box  1367 
1701  N.  Senate  Blvd 
Indianapolis,  Indiana  46206 
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ORTHOPAEDIC  SURGERY 


A 

T 

S 


H O O S I E R 
R A D I T I O N 
I N C E 19  6 2 


ORTHOPAEDICS  INDIANAPOLIS 

“Celebrating  Over  Three  Decades 
of  Orthopaedic  Excellence” 


Orthopaedic  Surgeons 
Anthony  R.  Lasich,  M.D. 

William  O.  Irvine,  M.D. 

Joseph  C.  Randolph,  M.D. 

Donald  E.  Russell,  M.D. 

Mark  R.  Stevens,  M.D. 

Terry  R.  Trammell,  M.D. 

Andrew  J.  Vicar,  M.D. 

Vincent  L.  Fragomeni,  M.D. 

John  K.  Schneider,  M.D. 

Joseph  R.  Baele,  M.D. 

Sanford  S.  Kunkel,  M.D. 

David  A.  Fisher,  M.D. 

D.  Kevin  Scheid,  M.D. 

Michael  F.  Coscia,  M.D. 

Dean  C.  Maar,  M.D. 

David  S.  Brokaw,  M.D. 

Henry  G.  Stein,  M.D.,  F.A.C.S. 
David  M.  Kaehr,  M.D. 

Robert  C.  Gregori,  M.D. 

Physical  Medicine  & Rehabilitation 

Joint  Reconstruction 
Trauma 

Fracture  Care 
Sports  Medicine 
Scoliosis 
Spinal  Surgery 
Shoulder  Surgery 
Hand  Surgery 
Foot  Surgery 
Arthroscopic  Surgery 
Pediatric  Orthopaedics 
Adult  Orthopaedics 
Ilizarov  Limb  Lengthening 
& Deformity  Correction 

Orthopaedics  Indianapolis 
1801  N.  Senate,  Suite  200 
Indianapolis,  IN  46202 

317-923-5352 
1-800-223-3381 
FAX:  317-924-0115 

Indianapolis* 

Zionsville»Danville» 

Eagle  Highlands»Greencastle 
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■alliance  report 


Sue  Ellen  Greenlee,  ISMA 
Alliance  president 
Lucy  Reed  Foltyniak, 
corresponding  secretary 

ut  Jan.  12  on  your  calen- 
dar! The  ISMA  and  ISMA  Alli- 
ance will  join  forces  for  Medicine 
Day  in  Indianapolis.  This  special 
day  will  include  activities  previ- 
ously emphasized  at  Day  at  the 
Capitol.  Join  us  at  the  Westin 
Hotel  for  a breakfast  briefing  by 
the  ISMA  Government  Relations 
staff,  a visit  to  the  Statehouse  to 
meet  legislators  and  observe  ses- 
sions and  share  lunch  with  legisla- 
tors at  the  Westin  Hotel.  The 
Alliance  board  meeting  will  be 
held  in  the  afternoon,  followed  by 
the  ISMA/IMPAC  Legislative 
Reception. 

With  the  U.S.  health  care  sys- 
tem under  serious  scrutiny  and 
proposed  changes  to  this  system 
being  considered,  we  must  stay 
focused  and  involved,  educating 
ourselves,  other  physicians, 
county  Alliance  members  and  the 
general  public  concerning  these 
proposed  changes.  We  must  be- 
come part  of  the  process  or  be 


content  with  the  outcome.  Let  us 
have  a voice! 

Two  resolutions  introduced  at 
the  1993  ISMA  convention  by  the 
ISMA  Board  of  Trustees  and  the 
ISMA  Alliance  involve  family 
violence.  The  resolutions  seek  the 
inclusion  of  two  declarations:  one 
to  amend  the  state  birth  certificate 
and  the  second  to  amend  the  state 
marriage  license  application. 

These  declarations  affirm  the  right 
of  each  child,  spouse  or  other 


family  member  to  live  free  from 
violence  and  abuse  and  that 
physical  abuse,  sexual  abuse,  bat- 
tery and  assault  of  a child,  spouse 
or  other  family  member  are  viola- 
tions punishable  by  state  law. 

The  ISMA  House  of  Delegates 
voted  to  refer  the  resolutions  to 
the  Board  of  Trustees  with  the 
recommendation  that  the  resolu- 
tions be  referred  to  the  Ad  Hoc 
Committee  on  Domestic  Violence 
for  implementation.  □ 


Confluence 


c, 


confluence  is  the  leadership  conference  sponsored  annually  by 
the  AMA  Alliance  to  educate  county  leaders.  Attendees  learn  how  to 
plan  and  organize  their  presidential  year  and  how  to  be  strong  lead- 
ers in  the  Alliance  and  in  their  communities.  They  also  receive  infor- 
mation on  current  health  programs  that  will  receive  major  focus. 

County  presidents-elect  who  attended  Confluence  I 

Elkhart  County Judy  VanCuren 

Grant  County Raji  Rehil 

Indianapolis Marcia  Rice 

Monroe-Owen  Carolyn  Lindsay 

Vanderburgh Shirley  Becker 

Wayne/Union Vickie  Flint 
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OFFICERS 

President  - William  C.  VanNess  II, 
Summitville 

Pres.-elect  - William  E.  Cooper,  Columbus 
Immediate  Past  Pres.  - William  H.  Beeson, 
Indianapolis 

Executive  Director  - Richard  R.  King, 
Indianapolis 

Treasurer  - Timothy  Brown, 
Crawfordsville 

Asst.  Treasurer  - Frank  Sturdevant, 
Valparaiso 

Speaker  - Peter  Winters,  Indianapolis 
Vice  Speaker  - John  Thomas,  Fort  Wayne 

EXECUTIVE  COMMITTEE 

"William  C.  VanNess  II,  Summitville 
William  E.  Cooper,  Columbus 
William  H.  Beeson,  Indianapolis 
Jerome  Melchior,  Vincennes 
Timothy  Brown,  Crawfordsville 
Frank  Sturdevant,  Valparaiso 
Alfred  Cox,  South  Bend 
Stephen  Tharp,  Frankfort 
Peter  Winters,  Indianapolis 
John  Thomas,  Fort  Wayne 

TRUSTEES  (Terms  end  in  October) 
District 

I - Barney  R.  Maynard,  Evansville  (1995) 
*2  - Jerome  E.  Melchior,  Vincennes  (1996) 

3 - Gordon  L.  Gutmann,  Jeffersonville 

(1994) 

4 - Arthur  C.  Jay,  Lawrenceburg  (1995) 

5 - Fred  E.  Haggerty,  Greencastle  (1996) 

6 - Ray  A.  Haas,  Greenfield  (1994) 

7 - Ron  Stegemoller,  Danville  (1995) 

7-  John  M.  Records,  Franklin  (1996) 

7 - Bernard  J.  Emkes,  Indianapolis  (1994) 

8 - John  V.  Osborne,  Muncie  (1996) 

9 - Stephen  D.  Tharp,  Frankfort  (1994) 

10  - Thomas  A.  Brubaker,  Munster  (1995) 

II  - Laurence  K.  Musselman,  Marion 

(1996) 

12  - Joseph  R.  Mantheiy,  Bluffton  (1994) 

13  - Alfred  C.  Cox,  South  Bend  (1995) 
RMS  - Ruchir  Sehra,  Indianapolis  (1994) 
MSS  - Scott  Hollingsworth,  Indianapolis 

(1994) 

"Chairman 

ALTERNATE  TRUSTEES 
(Terms  end  in  October) 

District 

1 - Bruce  W.  Romick,  Evansville  (1994) 

2 lames  P.  Beck,  Washington  (1995) 

3 - John  H.  Seward,  Bedford  (1995) 


4 - Lawrence  R.  Bailey  Jr.,  Aurora  (1994) 

5 - Roland  M.  Kohr,  Terre  Haute  (1994) 

6 - Howard  C.  Deitsch,  Richmond  (1995) 

7 - Frank  Johnson,  Indianapolis  (1994) 

7 - Paula  A.  Hall,  Mooresville  (1995) 

7 - Girdhar  Ahuja,  Indianapolis  (1996) 

8 - Susan  K.  Pyle,  Union  City  (1994) 

9 - Daniel  Berner,  Lafayette  (1995) 

10  - John  L.  Swamer,  Valparaiso  (1994) 

11  - Regino  B.  Urgena,  Marion  (1995) 

12  - Brenda  S.  Stiles,  Fort  Wayne  (1995) 

13  - Richard  J.  Houck,  Michigan  City 

(1994) 

RMS  - Glenn  A.  Loomis,  Indianapolis 
(1994) 

MSS  - Michael  Hardacre,  Miller  Beach 
(1994) 

AMA  DELEGATES  (Terms  end  Dec.  31) 

Marvin  E.  Priddy,  Fort  Wayne  (1993) 

John  D.  MacDougall,  Beech  Grove  (1993) 
Edward  Langston,  Indianapolis  (1993) 

John  A.  Knote,  Lafayette  (1994) 

Shirley  Khalouf,  Marion  (1994) 

George  T.  Lukemeyer,  Indianapolis  (1994) 

AMA  ALTERNATE  DELEGATES 
(Terms  end  Dec.  31) 

John  Thomas,  Fort  Wayne  (1993) 

Michael  O.  Mellinger,  LaGrange  (1993) 
George  Rawls,  Indianapolis  (1993) 

Max  N.  Hoffman,  Covington  (1994) 

C.  Dyke  Egnatz,  Schererville  (1994) 

Alfred  Cox,  South  Bend  (1994) 

DISTRICT  OFFICERS  & MEETINGS 

1 - Pres:  Rex  Ragsdale,  Evansville 

Secy:  John  Berry,  Evansille 
Annual  Meeting:  May  19,  1994 

2 - Pres:  Tom  Sharp,  Bloomington 

Secy:  Robert  Hongen,  Bloomington 
Annual  Meeting:  May  12,  1994 

3 - Pres:  Steve  Barlow,  Bedford 

Secy:  Alan  Smith,  Bedford 
Annual  Meeting:  May  18,  1994 

4 - Pres:  Barbara  Taylor,  Greensburg 

Secy:  Angie  Fontanilla,  Greensburg 
Annual  Meeting:  May  4,  1994 

5 - Pres:  James  Walsh,  Terre  Haute 

Secy:  Rahim  Farid,  Brazil 
Annual  Meeting:  May  26,  1994 

6 - Pres:  William  Toedebusch,  Richmond 

Secy: 

Annual  Meeting:  May  11,  1994 

7 - Pres:  Paula  Hall,  Mooresville 

Secy:  John  Schneider,  Indianapolis 
Annual  Meeting:  to  be  announced 


8 - Pres:  Susan  Pyle,  Union  City 

Secy:  Jerome  M.  Leahey,  Union  City 
Annual  Meeting:  June  1,  1994 

9 - Pres:  Irene  Gordon,  Lafayette 

Secy:  Stephen  D.  Tharp,  Frankfort 
Annual  Meeting:  June  8,  1994 

10  - Pres:  John  L.  Swamer,  Valparaiso 

Secy:  Anil  Kothari,  Valparaiso 
Annual  Meeting:  April  30,  1994 

11  - Pres:  William  D.  Dannacher,  Wabash 

Secy:  Jack  Higgins,  Kokomo 
Annual  Meeting:  Sept.  14,  1994 

12  - Pres:  Joseph  Mantheiy,  Bluffton 

Secy:  Brenda  Stiles,  Fort  Wayne 
Annual  Meeting:  Sept.  15,  1994 

13  - Pres:  Alan  H.  Bierlein,  Bristol 

Secy:  John  W.  Schurz,  South  Bend 
Annual  Meeting:  March  23,  1994 

COMMISSION  CHAIRMEN 

Constitution  and  Bylaws 

Fred  W.  Dahling,  New  Haven 
Legislation 

Michael  O.  Mellinger,  LaGrange 
Physician  Assistance 

Robert  Nelson,  South  Bend 
Medical  Services 

Dallas  E.  Coate,  Lebanon 
Medical  Education 

Glenn  J.  Bingle,  Indianapolis 
Sports  Medicine 

George  Underwood,  Lafayette 

COMMITTEE  CHAIRMEN 

Grievance 

Richard  B.  Schnute,  Indianapolis 

ISMA  KEY  STAFF 

Richard  R.  King,  Executive  Director 
Adele  Lash,  Director  of  Operations/ 
Communications 

Mike  Abrams,  Director  of  Marketing/ 
Legislation 

Ronald  Dyer,  General  Counsel 
Susan  Grant,  Executive  Assistant 
Richard  Ryan,  Field  Services  (Northern) 

Bob  Sullivan,  Field  Services  (Central) 

Janna  Kosinski,  Field  Services  (Southern) 
Barbara  Walker,  Practice  Management 
Consultant 

Meg  Patton,  Practice  Management 
Consultant 

Tom  Martens,  Members  Health  Insurance 
Tina  Sims,  Indiana  medicine 
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■from  the  museum 


Artist  John  Zwara  painted  the  Pathology  Department  and  several  other 
buildings  at  Central  State  Hospital  after  his  admission  in  1938.  Today, 
this  building  houses  the  Indiana  Medical  History  Museum,  a private, 
non-profit  organization  established  in  1969  to  preserve  this  historic 
structure. 


Oren  Cooley 
Indianapolis 

T he  current  exhibit  at  the 
Indiana  Medical  History  Museum 
in  Indianapolis  enables  visitors  to 
learn  about  the  life  of  artist  John 
Zwara,  the  art  of  the  insane  and 
the  impact  of  schizophrenia. 

The  exhibit,  titled  "The 
Worlds  of  John  Zwara,"  explores 
his  life  through  an  examination 
not  only  of  schizophrenia  but  of 
the  art  of  the  insane.  A prolific 
artist  who  lived  in  Indianapolis 
during  the  1930s  and  1940s, 

Zwara  worked  primarily  in  water- 
colors  to  create  landscapes  and, 
occasionally,  in  oils. 

Zwara  was  diagnosed  with 
schizophrenia  in  1938,  upon  his 
admission  to  Central  State  Hospi- 
tal. "He  was  brought  to  the  hos- 
pital by  friends  who  thought  that 
treatment  in  a mental  institution 
might  improve  his  peculiar  social 
behavior,"  noted  Walter  L. 
Bruetsch,  M.D.,  (1896-1977),  the 
hospital's  pathologist,  in  an  article 
published  in  The  Journal  of  Nervous 
and  Mental  Disease  in  1942. 

According  to  records,  Zwara 
was  born  in  Austria  in  the  early 
1880s  and  came  to  the  United 
States  around  1900.  Zwara 
painted  various  scenes  in  India- 
napolis by  the  early  1930s  and, 
except  for  some  time  he  spent  in 
Brown  County,  Zwara  remained 
in  Indianapolis  until  his  death. 

Sleeping  in  the  streets  and 
often  surviving  on  bread  and  cof- 
fee, Zwara  earned  money  for  his 
art  supplies  and  meager  diet  by 
selling  his  paintings  to  the  H.  L. 
Leiber  Co.  and  Lyman  Brothers 
Inc.  in  Indianapolis 

"He  made  pencil  sketches  in 
his  workbooks  and  put  numbers 
in  areas  for  colors  he  wanted," 


said  Carl  Lyman,  then  president 
of  Lyman  Brothers,  in  an  article 
published  in  1976  by  The  India- 
napolis Star.  Lyman's  father,  Ben- 
jamin, had  taken  an  interest  in 
Zwara  and  made  the  company's 
studio  available  to  the  artist. 

"I  don't  know  how  many 
numbers  he  had  in  his  head  but 
he  knew  exactly  what  colors  to 
use  when  he  came  to  the  studio," 
continued  Lyman.  "It  was  an 
original  paint-by-number  system 
that  he  developed  himself." 

Indianapolis  businessman 
Alexander  Vonnegut  (1888-1975) 
became  interested  in  Zwara  after 
seeing  his  work  displayed  in  the 
windows  at  the  H.  L.  Leiber  Co. 
After  meeting  Zwara  in  1934, 
Vonnegut  realized  that  Zwara 
needed  psychiatric  help  and  made 


arrangements  to  have  Zwara  ad- 
mitted to  Central  State  Hospital. 

"I  earnestly  hope  that  he 
[Zwara]  will  be  given  every  op- 
portunity to  indulge  his  earnest 
desire  to  paint,"  wrote  Vonnegut 
in  the  letter  that  requested 
Zwara's  admission.  When  Central 
State  Hospital  accepted  Zwara, 
Vonnegut  noted,  "He  likes  to 
paint  out  of  doors  but  will  paint 
morning,  noon  and  afternoon  if 
given  a room  with  good  light." 

Zwara  masterfully  painted 
scenes  of  Central  State  Hospital's 
buildings  and  grounds  before  he 
decided  to  leave.  Zwara  re- 
mained at  the  hospital  six  months. 

"The  Worlds  of  Zwara"  will 
be  displayed  until  April  1994.  For 
more  information,  call  the  mu- 
seum at  (317)  635-7329.  □ 
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■cme  calendar 


St.  Vincent  Hospital 

St.  Vincent  Hospital  and  Health 
Care  Center  in  Indianapolis  will 
sponsor  these  courses: 

Nov.  14-15-  Fifth  Annual  Innova- 
tions in  Vascular 
Care,  Ritz  Charles, 
Carmel. 

Nov.  23  - Indiana 

Dermatopathology 
Conference  - Local, 
St.  Vincent  Hospital. 

For  more  information,  call 
Beth  Hartauer,  (317)  338-3460. 


Methodist  Hospital 

Methodist  Hospital  of  Indiana  in 

Indianapolis  will  sponsor  these 

CME  courses: 

Nov.  19  - Fourth  Annual  Man- 

agement of  Diabetes 
in  the  1990s, 

Radisson  Hotel,  In- 
dianapolis. 

Nov.  19-20-  Indiana  Healthcare 

Ethics  Network  Sym- 
posium, Petticrew 
Auditorium,  Meth- 
odist Hospital. 

Dec.  3-4  - ATLS,  Methodist 

Hospital. 

Jan.  29  - Clinical 

Echocardiography, 
site  to  be  announced. 

Mar.  5 - Cardiology  Update, 

University  Place 
Conference  Center, 
Indianapolis. 

For  details,  call  (317)  929-3733 

or  1-800-847-3370. 


Indiana  University 

The  Indiana  University  School  of 
Medicine  will  sponsor  these 


courses: 

Nov.  16-18-  Biostatistics  for  Phy- 
sicians, Hurty  Hall, 
Indiana  University- 
Purdue  University- 
Indianapolis. 

Dec.  4 - Update  in  Cardiol- 

ogy for  the  Internist, 
Krannert  Institute  of 
Cardiology,  IUPUI 
campus. 

For  more  information,  call 
(317)  274-8353. 


University  of  Michigan 

The  University  of  Michigan  Medi- 
cal School  will  sponsor  these  CME 
courses: 

Nov.  19-20-  Advances  in  Psy- 
chiatry V 1993,  The 
Towsley  Center,  Ann 
Arbor,  Mich. 

Dec.  3-4  - Second  Annual 

Women's  Health 
Care  for  the  Primary 
Care  Provider,  The 
Towsley  Center,  Ann 
Arbor,  Mich. 

Feb.  27-  - Practical  Aspects  of 

Mar.  3 Radiology  and  Imag- 
ing, Marriott's  Cam- 
elback  Inn, 

Scottsdale,  Ariz. 

For  more  information,  call 
(313)  763-1400. 


Mayfield  Neurological 

The  Mayfield  Neurological  Insti- 
tute, associated  with  the  Univer- 
sity of  Cincinnati  Department  of 
Neurosurgery,  will  sponsor  these 
CME  courses: 

Dec.  2-3  - Applications  of  Laser 

Endoscopy  to  the 


Cranial  and  Spinal 
Axis,  Cincinnati. 

Dec.  2-3  - Neuro  Nursing's 

Newest  Challenge: 
Endoscopy  of  the 
Nervous  System, 
Cincinnati. 

Dec.  4 - Four  State  Neuro- 

science Conference, 
Cincinnati. 

For  more  information,  call 
Sheila  Stuckey,  (513)  569-5251. 

University  of  Wisconsin 

The  University  of  Wisconsin-Madi- 
son  School  of  Medicine  will 
present  "Orthopaedics  in  Primary 
Care"  Feb.  18  and  19  at  the  Holi- 
day Inn-West  in  Madison,  Wis. 

The  conference  will  provide  an 
overview  of  common  orthopaedic 
problems,  and  diagnosis  and  man- 
agement considerations  will  be 
reviewed. 

For  more  information,  call 
Sarah  Aslakson,  (608)  263-2856. 

George  Washington  University 

The  George  Washington  Univer- 
sity Medical  Center  will  sponsor 
these  CME  courses: 

Feb.  1-5  - 19th  Annual  Meeting 

of  the  Alliance  for 
CME,  Hotel  del 
Coronado,  San  Di- 
ego, Calif. 

Feb.  26-  - Topics  in  Gastroen- 

Mar.  5 terology  and  Internal 
Medicine,  Marriott's 
Sam  Lord's  Castle, 
Barbados. 

For  more  information,  call 
(202)  994-4285.  □ 
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ISMA  sponsors  sports 
nutrition  packet 

The  ISMA's  Commission  on 
Sports  Medicine  recently  co-spon- 
sored the  development  of  a sports 
nutrition  packet. 

The  packet  is  designed  to 
provide  basic  nutrition  guidelines 
for  student  athletes  in  grades  7 to 
12.  Materials  are  suitable  for  use 
by  athletes,  coaches,  trainers,  phy- 
sicians, parents  and  other  related 
support  staff.  Topics  include 
daily  calorie  needs,  recommended 
daily  food  group  servings  and 
suggested  menus  on  practice  and 
competition  days.  Special  empha- 
sis is  placed  on  fluid  require- 
ments. 

Other  sponsors  of  the  project 
were  the  Indiana  State  Depart- 
ment of  Health  and  The  Nutrition 
Coach. 

Physicians  who  wish  to  re- 
ceive a packet  may  call  Cathie 
Pfarr,  The  Nutrition  Coach,  (317) 
738-6204. 

Huntington's  disease  testing 
offered  at  IU 

The  Indiana  University  Medical 
Center's  Department  of  Medical 


and  Molecular  Genetics  offers  pre- 
symptomatic  or  neurological  test- 
ing for  Huntington's  disease. 

There  is  no  effective  treatment 
or  cure  for  Huntington's  disease, 
but  recent  discovery  of  the  gene 
that  causes  the  disease  creates  the 
opportunity  for  such  research  to 
be  done.  The  disease  affects  at 
least  25,000  Americans,  and  an 
additional  125,000  are  at  risk  of 
inheriting  it  from  an  affected  par- 
ent. 

For  information  on  the  IU 
testing  program,  call  (317)  274- 
2241.  Patients'  families  may  call 
the  Indiana  Chapter  of  the 
Huntington's  Disease  Society  of 
America,  (317)  271-0624,  for  more 
information  on  the  disease  and 
support  group  meetings. 

Tipton,  Methodist  hospitals 
team  up  to  cut  costs 

Tipton  County  Memorial  Hospital 
and  Methodist  Hospital  in  India- 


napolis have  formed  a cooperative 
network  designed  to  control  costs, 
streamline  patient  service  and 
help  small  hospitals  stay  strong 
enough  to  continue  serving  their 
communities. 

The  affiliation  is  neither  a 
merger  nor  a buy-out  but  a part- 
nership that  allows  the  hospitals 
to  share  medical  expertise,  con- 
tinuing education  for  physicians 
and  coverage  for  some  medical 
specialties.  Tipton  Hospital  will 
continue  to  be  the  primary  care 
hospital  of  Tipton  area  residents, 
while  Methodist  will  offer  special 
services  to  those  who  need  care  in 
a larger,  more  specialized  hospi- 
tal. Those  services  include  a 
streamlined  admission  process, 
referrals  to  specialists  as  needed 
and  regular  reports  to  the  pa- 
tients' family  doctors  in  Tipton. 
The  affiliation  also  will  help  avoid 
unnecessary  duplication  of  such 
services.  □ 


Douglas  Morrell,  M.D., 
Rushville,  answers  questions 
during  the  public  speaking  ses- 
sion of  the  ISMA  spokesperson 
training  program. 


Rajih  Haddawi,  M.D.,  left,  Bloomington,  and  Robert  Warren,  M.D., 
Richmond,  answer  questions  posed  by  Pat  Clark,  right,  director,  AMA 
Division  of  Issues  Management,  during  a spokesperson  training  ses- 
sion held  at  the  ISMA.  Physicians  who  volunteered  to  serve  as  spokes- 
persons in  their  communities  on  health  system  reform  attended  the 
session  to  improve  their  on-camera  and  public  speaking  skills. 
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Mark  M.  Bevers,  M.D. 

Dr.  Bevers,  47,  a Seymour  family 
physician,  died  Sept.  17. 

He  was  a 1973  graduate  of  the 
Indiana  University  School  of 
Medicine,  where  for  10  years  he 
had  been  an  associate  professor  of 
family  practice. 

Dr.  Bevers  had  practiced  in 
Seymour  since  1974  and  was  the 
Jackson  County  coroner.  He  pre- 
viously had  been  emergency  room 
director  at  Jackson  County 
Schneck  Memorial  Hospital  and 
had  served  as  president  of  the 
hospital  medical  staff.  He  was  a 
member  of  the  Indiana  Coroner 
Association  and  a fellow  of  the 
American  College  of  Family  Phy- 
sicians. Dr.  Bevers  had  served  the 
Indiana  State  Medical  Association 
as  a delegate  and  trustee. 

William  A.  Clunie,  M.D, 

Dr.  Clunie,  74,  a retired  Hunting- 
ton  otolaryngologist,  died  July  28. 

He  was  a 1942  graduate  of  the 
Indiana  University  School  of 
Medicine  and  served  in  the  Army 
Medical  Corps  during  World  War 
II. 

Dr.  Clunie,  formerly  of 
Corydon,  had  lived  in  Huntington 
since  1951.  He  was  a member  of 
the  Indiana  Academy  of  Ophthal- 
mology and  Otolaryngology,  the 
Huntington  Rotary  Club  and  the 
Huntington  Veterans  of  Foreign 
Wars  Post. 


Warren  C.  Hastings,  M.D. 

Dr.  Hastings,  79,  a retired  Fort 
Wayne  neurosurgeon,  died  July  11 
at  his  home. 

He  was  a 1939  graduate  of  the 
University  of  Michigan  Medical 
School  and  an  Army  veteran. 

Dr.  Hastings  was  the  first 
neurosurgeon  to  practice  in  Fort 
Wayne,  where  he  lived  for  45 
years.  During  his  32-year  career 
in  Fort  Wayne,  he  practiced  at 
Parkview  Memorial  and  Lutheran 
hospitals  and  St.  Joseph  Medical 
Center.  He  was  a past  president 
of  the  medical  board  at  Parkview 
Memorial  and  Lutheran  hospitals 
and  a founding  member  of  the 
Congress  of  Neurological  Sur- 
geons. 

Henry  Leibundguth,  M.D. 

Dr.  Leibundguth,  76,  an  Evans- 
ville orthopaedic  surgeon,  died 
July  24. 

He  was  a 1942  graduate  of 
Hahnemann  University  School  of 
Medicine  and  was  a captain  in  the 
Army,  serving  from  1943  to  1946 
with  the  251st  Station  Hospital. 

Dr.  Leibundguth  co-founded 
the  group  now  known  as  Tri-State 
Orthopaedic  Surgeons  in  1953. 

He  had  been  a past  president  of 
St.  Mary's  Medical  Center  staff,  a 
staff  physician  at  Ellis  Park  and 
past  treasurer  for  Mothers  Against 
Drunk  Drivers  (MADD).  He  was 
a tutor  at  Impact  Ministries  and 
served  on  the  board  of  directors 
of  American  Family  Association. 


Adoracion  A.  Marquinez 
Szkopiec,  M.D. 

Dr.  Szkopiec,  72,  a retired  East 
Chicago  anesthesiologist,  died 
Sept.  19. 

She  was  a 1946  graduate  of 
the  University  of  the  Philippines 
College  of  Medicine. 

Dr.  Szkopiec  had  lived  in  East 
Chicago  for  the  past  43  years  and 
was  a staff  member  at  St. 

Catherine  Hospital  in  East  Chi- 
cago from  1958  until  her  retire- 
ment in  1985.  She  was  a fellow  of 
the  American  College  of  Anesthe- 
siology. 

Guido  P.  Wilhelm,  M.D. 

Dr.  Wilhelm,  59,  a New  Castle 
obstetrician  and  gynecologist, 
died  July  14. 

He  was  a 1959  graduate  of  the 
University  of  Illinois  College  of 
Medicine. 

Dr.  Wilhelm  was  the  first  ob- 
stetrician and  gynecologist  in 
New  Castle,  establishing  a prac- 
tice there  in  1963.  He  had  been 
the  school  and  team  physician  at 
New  Castle  Chrysler  High  School 
since  1972.  Dr.  Wilhelm  had 
served  as  president  of  the  Henry 
County  Medical  Society,  the 
Henry  County  Memorial  Hospital 
staff  and  the  Henry  County 
Health  Department.  He  was  a 
fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists 
and  a member  of  the  American 
College  of  Sports  Medicine.  An 
outdoor  sports  enthusiast,  he  had 
hiked  in  the  Swiss  Alps  and  ran 
the  Boston  Marathon  three  times.  Q 
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Dr.  Richard 
D.  Feldman, 

director  of  the 
family  practice 
residency  pro- 
gram at  St. 
Francis  Hospi- 
tal in  Beech 
Grove,  was 
appointed  to 
the  Medical 
Education 
Board  by  Gov. 
Evan  Bayh.  The  board  appropri- 
ates and  develops  policies  for 
distribution  of  state  money  to 
residency  programs. 

Dr.  B.T. 


Dr.  Feldman 


Dr.  Kerner 


Maxam,  a re- 
tired member 
of  the  medical 
staff  of  Meth- 
odist Hospital 
in  Indianapolis, 
was  elected 
chairman  of  the 
Methodist 
Health  Founda- 
tion board  of 
directors. 

Dr.  Toner 
M.  Overley,  an 
Indianapolis 
psychiatrist, 
was  named 
medical  direc- 
tor of  the  inten- 
sive outpatient 
eating  disor- 
ders program 
at  the  St. 
Vincent  Stress 
Center. 

Dr.  Donald 
J.  Kerner,  an 
Indianapolis 
family  practice 
physician,  was 
appointed  vice 
president  of 
medical  affairs 


$ 


Physician  Recognition  Award  recipients 


The  following  ISMA  physicians  are  recent  recipients  of  the 
AMA's  Physician  Recognition  Award.  This  award  is  official  docu- 
mentation of  Continuing  Medical  Education  hours  earned  and  is 
acceptable  proof  in  most  states  requiring  CME  in  re-registration  that 
the  mandatory  hours  of  CME  have  been  accomplished. 


July 

Behrend,  Frank  L.,  Valaparaiso 
Billena,  Raymundo  L.,  Merrillville 
Boen,  Bradley  N.,  Muncie 
Fairchild,  Thomas  H.,  Indianapolis 
Gard,  Richard  A.,  Kokomo 
Ho,  Chi-Yun,  Greencastle 
Hull,  Joel  I.,  Chesterton 
Johnson,  C.  William,  Indianapolis 
Kaliney,  William  J.,  South  Bend 
Kays,  Larry  P.,  Evansville 
LaSalle,  Robert  M.,  Wabash 
Leipold,  Jon  D.,  South  Bend 
Lentz,  William  C.,  Fort  Wayne 
McCord,  George  E.,  Indianapolis 
Montgomery,  Ralph  F.,  Muncie 
Nixon,  Christopher  M.,  Peru 
Novak,  Joseph  L.,  Fort  Wayne 
Ogle,  Mark  R.,  Carmel 
Park,  Jason  Y.,  Terre  Haute 
Pearson,  Huey  L.,  Fort  Wayne 
Stanford,  John  R.,  Fort  Wayne 
Terpstra,  William  G.,  Noblesville 
Torrella,  Roxann  M.,  Indianapolis 


August 

Andrews,  Frederick  B.,  Columbus 
Bentz,  John  M.,  Fort  Wayne 
Bomba,  Brad,  Bloomington 
Borhan,  Manoochehr  Z.,  Bedford 
Braunlin,  Robert  J.,  Fort  Wayne 
Bushong,  Rebecca  L.,  Indianapolis 
Cole,  Larry  G.,  Yorktown 
Cottrell,  Robert  F.,  Fort  Wayne 
Cyran,  Francis  M.,  Auburn 
Eastlund,  Marvin  E.,  Fort  Wayne 
Habermel,  John  F.,  Floyds  Knobs 
House,  Jerry  L.,  Indianapolis 
Kissel,  Wesley  A.,  Bloomington 
Moores,  William  B.,  Indianapolis 
Nakamura,  Takamitsu,  Munster 
Patel,  Dineshchandra  A.,  Munster 
Rusher,  Merrill  W.,  Fort  Wayne 
Schauwecker,  Donald  S.,  Carmel 
Schwartz,  Jack,  Munster 
Schwartz,  Magda,  Hammond 
Shabeeb,  M.  Nabil,  Munster 
Shoemaker,  Robert  E.,  Indianapolis 
Smith,  Anthony  A.,  Kokomo 
Smith,  Darryl  R.,  Fort  Wayne 
Stafford,  Thomas  M.,  Fort  Wayne 
Taylor,  Millard  R.,  Howe 


at  St.  Francis  Hospital  in  Beech 
Grove. 

Dr.  Stephen  J.  Jay,  senior 
vice  president  of  academic  and 
medical  affairs  at  Methodist  Hos- 
pital in  Indianapolis,  is  one  of 
three  editors  of  a recently  pub- 
lished book  titled  Evaluating 
Health  Care  Information  Systems. 
The  book,  which  provides  a guide 
for  evaluating  the  impact  of  com- 
puterized information  systems  on 
the  structure  and  function  of 
health  care  organizations,  may  be 


ordered  by  calling  Sage  Publica- 
tions, (805)  499-9774. 

Activities  of  physicians  from 
Nasser,  Smith  & Pinkerton  Cardi- 
ology in  Indianapolis  include  the 
following:  Dr.  William  K.  Nasser 
spoke  on  "Congenital  Heart  Dis- 
ease in  Adults"  at  the  Sixth  An- 
nual International  Cardiovascular 
Symposium"  in  Athens,  Greece. 
Dr.  Cass  A.  Pinkerton  instructed 
physicians  on  the  use  of  the  new 
Cook  Gianturoco-Roubin  Flex 
Stent  in  Indianapolis;  Columbus, 
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Ohio;  and  Scottsdale,  Ariz.,  and 
spoke  on  "Optimizing  the  Use  of 
Short-Tipped  Judkins  Guides"  and 
"Trouble-Shooting  Coronary 
Stents-Rediscovering  the  0.018 
Coronary  Guide  Wire"  at  the  the 
University  of  Alabama  at  Birming- 
ham School  of  Medicine.  Dr. 
Bruce  F.  Waller  spoke  to  Indiana 
insurance  underwriters  on  "Val- 
vular Heart  Disease  in  Older 
Agers  - Is  It  Different  Than  the 
Young?"  Drs.  Waller,  Lawrence 
E.  Gering,  Nancy  A.  Branyas  and 
John  D.  Slack  co-authored  a pa- 
per on  "Anatomy,  Histology  and 
Pathology  of  the  Cardiac  Conduc- 
tion System  - Part  V"  that  was 
published  in  Clinical  Cardiology. 

Dr.  Steven  F.  Isenberg  of 
Indianapolis  gave  a poster  presen- 
tation on  "Fibrous  Dysplasia  of 
the  Frontoethmoid  Presenting  as 
Pneumoencephalus:  Endoscopic 
Approach  to  Diagnosis"  at  the 
annual  meeting  of  the  American 
Academy  of  Otolaryngology  - 
Head  and  Neck  Surgery  in  Minne- 
apolis. 

Dr.  Clyde  B.  Kernek,  an 

orthopaedic  surgeon  at  the  Indi- 
ana University  Medical  Center  in 
Indianapolis,  has  published  a 
book  titled  Field  Surgeon  at 
Gettysburg,  a fictionally  recon- 
structed memorial  account  of  the 
medical  unit  of  the  Thirty-Second 
Massachusetts  Regiment  at 
Gettysburg  in  1863.  The  book  is 
available  at  Waldenbooks  or  by 
contacting  Guild  Press  of  Indiana, 
(317)  253-0097. 

Dr.  Richard  W.  Eaton,  an 
Indianapolis  orthopaedic  surgeon, 
spoke  to  Swiss  surgeons  on 
"Modern  Day  Total  Hip 
Arthroplasty:  The  State  of  the 
Art"  in  Zurich,  Switzerland. 

Dr.  Stephen  W.  Perkins,  an 
Indianapolis  facial  plastic  and 
reconstructive  surgeon,  was  a 


guest  speaker  at  the  fall  meeting 
of  the  Greater  Northwest 
Otolaryngology  Association  in 
Portland,  Ore.;  he  presented  semi- 
nars on  transconjunctival 
blepharoplasty  and  chemical  peel. 
Dr.  Perkins  lectured  on  chemical 
face  peeling  at  the  fall  meeting  of 
the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery 
in  Minneapolis. 

Dr.  Debra  J.  Myers,  an  India- 
napolis pulmonary  disease  spe- 
cialist, spoke  on  "Acute  Respira- 
tory Failure"  at  the  National 
Medical  Association  Convention. 

Drs.  Morris  E.  Tilden  and 
Sherif  L Hanna  of  Indianapolis 
were  named  to  postdoctoral  surgi- 
cal fellowships  at  Corneal  Con- 
sultants of  Indiana  for  the  1993 
academic  year. 

Dr.  George  A.  Rowe,  an  In- 
dianapolis surgeon,  met  with  pe- 
diatric and  general  surgeons  at 
the  Charles  University  Hospital  in 
Prague  and  the  District  Hospital 
in  Pribram,  the  Czech  Republic. 
The  physicians  discussed  differ- 
ences in  the  health  care  systems  of 
the  two  countries  and  the  needs  of 
the  Czech  physicians. 

Dr.  Vidyasagar  S.  Tumuluri, 
an  Indianapolis  hand  surgeon, 
was  the  top  fund-raiser  in  the 
annual  March  of  Dimes 
Walkathon  for  Healthier  Babies; 
he  raised  more  than  $18,000  in 
pledges. 

Dr.  Jerry  Right  of  Indianapo- 
lis was  named  a fellow  of  the 
American  College  of  Radiology. 

Dr.  Fred  Dahling,  a New 
Haven  family  practice  physician, 
was  appointed  to  a third  two-year 
term  on  the  Governor's  Commis- 
sion for  a Drug-Free  Indiana. 

The  Indiana  Academy  of  Fam- 
ily Physicians  presented  several 
awards  at  its  annual  scientific 
assembly.  Dr.  Kenneth  E.  Bobb 


of  Seymour  received  the  Physician 
of  the  Year  Award  and  is  now 
eligible  for  the  national  award. 

He  has  practiced  in  Seymour  since 
1955.  Dr.  William  D.  Carter,  as- 
sociate director  of  the  Memorial 
Family  Practice  Residency  Pro- 
gram in  South  Bend,  received  the 
A.  Alan  Fischer  Award  in  Medical 
Education.  Dr.  James  B.  Johnson 
of  Greencastle  received  the  Distin- 
guished Public  Service  Award. 

Dr.  Perry  F.  Seal  has  retired 
after  47  years  as  a Brookville  fam- 
ily physician. 

Dr.  James  D.  Rogge,  an  India- 
napolis gastroenterologist,  was 
named  a member  of  the  newly 
created  state  Assisted  Suicide 
Issues  Study  Committee. 

Dr.  William  G.  Moore  of 
LaPorte  was  elected  president  of 
the  Indiana  Chapter  of  the  Ameri- 
can College  of  Surgeons. 

Dr.  Gregory  P.  Barclay,  a 
Jasper  psychiatrist,  was  named 
medical  director  of  Memorial  Hos- 
pital and  Health  Care  Center. 

Dr.  Betty  Lou  Walsman,  a 
specialist  in  neonatal-perinatal 
medicine  in  Indianapolis,  is  help- 
ing raise  money  to  provide  medi- 
cal equipment,  beds  and  cribs  for 
a 50-bed  children's  pavilion  at 
Colentina  Infectious  Diseases  Hos- 
pital in  Bucharest,  Romania.  She 
is  a member  of  the  U.S.  Medical 
Committee  for  the  Colentina  Hos- 
pital Project,  set  up  by  Children  of 
the  World. 

Dr.  C.  William  Hanke,  a der- 
matologist at  the  Indiana  Univer- 
sity Medical  Center,  received  the 
St.  George  Medal  from  the  Indi- 
ana Division  of  the  American 
Cancer  Society. 

Dr.  Shaun  D.  Gunderson  has 
retired  after  30  years  as  a radiolo- 
gist at  Goshen  General  Hospital. 
He  was  the  hospital's  first  full- 
time radiologist  and  helped  to 
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develop  the  department.  In  his 
honor,  the  hospital's  imagery  cen- 
ter has  been  named  the  Shaun  D. 
Gunderson  Center. 

Dr.  Eugene  M.  Gillum  has 
retired  after  40  years  as  a Portland 
family  physician. 

Dr.  Thomas  W.  McKain,  a 
New  Albany  family  physician, 
spent  six  weeks  as  a volunteer  at 
a remote  hospital  in  Kenya,  Af- 
rica. 

Dr.  Edward  F.  Steinmetz,  an 

Indianapolis  cardiologist,  was 
honored  for  professional  achieve- 
ment during  the  annual  all-class 
reunion  of  Cathedral  High  School 
in  Indianapolis. 

New  ISMA  members 
Robert  E.  Arnold,  M.D.,  Salem, 
general  surgery. 

Chris  R.  Bahler,  M.D., 
Kokomo,  internal  medicine. 

Catherine  L.  Bain,  M.D.,  In- 
dianapolis, internal  medicine. 

Bradford  J.  Barrett,  M.D., 
Richmond,  general  surgery. 

Pedro  S.  Baula  Jr.,  M.D., 
Connersville,  pediatrics. 

Victoria  M.  Baula,  M.D., 
Connersville,  pediatrics. 

CarolMae  M.  Bosanko,  M.D., 
Indianapolis,  radiology. 

Michael  Brendle,  M.D.,  Rich- 
mond, radiology. 

Peter  M.  Britt,  M.D.,  India- 
napolis, radiology. 

Jose  A.  Bufill,  M.D.,  South 
Bend,  oncology. 

Kalen  Carty-Kemker,  M.D., 
Salem,  family  practice. 

Dan  M.  Chaffee,  M.D.,  Fort 
Wayne,  emergency  medicine. 

Samuel  E.  Christen,  M.D., 

Fort  Wayne,  ophthalmology. 

Ellen  B.  Crowe,  M.D.,  South 
Bend,  family  practice. 

Timothy  E.  Dicke,  M.D.,  In- 
dianapolis, orthopaedic  surgery. 

Marc  E.  Duerden,  M.D.,  In- 


dianapolis, physical  medicine  and 
rehabilitation. 

James  E.  Duncan,  M.D.,  La 
Fontaine,  anatomic/clinical  pa- 
thology. 

Gerry  Easterday,  M.D.,  Fre- 
mont, emergency  medicine. 

Katherine  S.  Edwards,  M.D., 
South  Bend,  family  practice. 

Stephen  P.  Epperson,  M.D., 
Richmond,  family  practice. 

Ahmad  Esmailbegui,  D.O., 
Marion,  emergency  medicine. 

Daniel  M.  Feinn,  M.D.,  Fort 
Wayne,  obstetrics  and  gynecology. 

Robert  J.  Femia,  M.D.,  Fort 
Wayne,  emergency  medicine. 

Gary  A.  Frick,  D.O.,  Marion, 
cardiovascular  diseases. 

Rhonda  S.  Ganansky,  M.D., 
Evansville,  dermatology. 

Douglas  D.  Geiger,  M.D., 
Bloomington,  diagnostic  radiol- 
ogy- 

Steve  L.  Gerber,  M.D.,  South 
Bend,  ophthalmology. 

Steven  J.  Goldstein,  M.D., 
Sellersburg,  internal  medicine. 

David  W.  Graybill,  M.D., 
Anderson,  orthopaedic  surgery. 

David  B.  Gudkese,  M.D., 
Noblesville,  diagnostic  radiology. 

Dale  E.  Guse,  M.D.,  Colum- 
bus, family  practice. 

Ann  M.  Hake,  M.D.,  Evans- 
ville, neurology. 

Mark  W.  Harris,  M.D.,  Evans- 
ville, emergency  medicine. 

Mark  E.  Hatfield,  M.D.,  Co- 
lumbus, cardiovascular  diseases. 

David  W.  Hollensbe,  M.D., 
Indianapolis,  urological  surgery. 

John  A.  Hudak,  M.D.,  South 
Bend,  urological  surgery. 

Melinda  W.  Hunnicutt,  M.D., 
Columbus,  cardiovascular  dis- 
eases. 

Margaret  M.  Inman,  M.D., 
Indianapolis,  general  surgery. 

Lillian  S.  Jardine,  M.D.,  South 
Bend,  family  practice. 


Cynthia  L.  Johnston,  M.D, 
Indianapolis,  family  practice. 

John  P.  Karagiannis,  M.D., 
Elkhart,  gastroenterology. 

Danny  P.  Kaup,  M.D., 
Valparaiso,  emergency  medicine. 

Stephen  E.  Kemker,  M.D., 
Salem,  family  practice. 

Bruce  E.  Kinsey,  M.D.,  Fort 
Wayne,  anesthesiology. 

Michael  A.  Kuharik,  M.D., 
Carmel,  diagnostic  radiology. 

Arvind  Kumar,  M.D.,  Rich- 
mond, radiation  oncology. 

Pankaj  Kumar,  M.D.,  Rich- 
mond, internal  medicine. 

James  W.  Lee,  M.D.,  Evans- 
ville, oncology. 

Glen  E.  Leer,  D.O.,  Tipton, 
family  practice. 

Mark  G.  Lewis,  D.O.,  South 
Bend,  obstetrics  and  gynecology. 

Randall  P.  LeDuc,  M.D.,  Cin- 
cinnati, internal  medicine. 

Larry  W.  Lynn,  M.D.,  India- 
napolis, pediatrics. 

Edwin  L.  McEowen,  M.D., 
Fort  Wayne,  emergency  medicine. 

Martina  G.  McGowan,  M.D., 
Elkhart,  obstetrics  and  gynecol- 
ogy- 

Janet  S.  Meckley,  M.D.,  Rich- 
mond, family  practice. 

Charles  H.  Medberg,  M.D., 
Fort  Wayne,  radiology. 

John  B.  Meding,  M.D., 
Mooresville,  orthopaedic  surgery. 

Dennis  P.  Mishler,  M.D., 
Elkhart,  internal  medicine. 

Maximillian  S.  Newell,  M.D., 
Indianapolis,  otolaryngology. 

John  T.  Nonweiler,  M.D., 
Greencastle,  family  practice. 

Jitendra  I.  Patel,  M.D., 
Marion,  internal  medicine. 

Yuchi  P.  Peng,  M.D.,  Carmel, 
radiation  oncology. 

David  J.  Porter,  M.D.,  India- 
napolis, radiology. 

Clifford  E.  Reske,  M.D., 
Elwood,  internal  medicine. 
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Charlie  E.  Richardson,  M.D., 
Fort  Wayne,  general  surgery. 

Christine  M.  Riley,  M.D., 
Portage,  internal  medicine. 

Keith  E.  Rockey,  M.D., 
Marion,  diagnostic  radiology. 

Russell  B.  Rothrock,  M.D., 
Indianapolis,  neurological  sur- 
gery. 

Thomas  M.  Rouse,  M.D., 
Indianapolis,  pediatric  surgery. 

Ricardo  N.  Sarli,  M.D., 
Bloomington,  anatomic/clinical 
pathology. 

Usman  A.  Siddique,  M.D., 
Lawrenceburg,  neurology. 

Timothy  S.  Smith,  M.D.,  In- 
dianapolis, radiology. 

James  R.  Steinmetz,  M.D., 


Richmond,  urological  surgery. 

Vernon  Taylor,  M.D.,  Evans- 
ville, emergency  medicine. 

Jeb  S.  Teichman,  M.D., 
Jeffersonville,  pediatrics. 

Andrew  W.  Tharp,  M.D., 
Indianapolis,  ophthalmology. 

Patricia  W.  Tharp,  M.D., 
Evansville,  pediatrics. 

Christine  A.  Tremper,  M.D., 
Fort  Wayne,  radiology. 

Margaret  R.  Troxell,  D.O., 
Marion,  family  practice. 

Janet  K.  Turkle,  M.D.,  India- 
napolis, plastic  surgery. 

Usha  Vyas-Major,  M.D., 
Valparaiso,  emergency  medicine. 

Kevin  L.  Waltz,  M.D.,  India- 
napolis, ophthalmology. 


Thomas  A.  Weinzapfel,  M.D., 
Evansville,  pediatrics. 

David  L.  Williams,  M.D., 
Kokomo,  family  practice. 

Gregg  L.  Zimmer,  M.D.,  Fish- 
ers, otolaryngology.  □ 


Correction 

Daria  Schooler,  M.D.,  a 
Columbus  neurological  sur- 
geon, is  in  her  first  year  of 
private  practice.  She  was 
identified  as  a resident  in  the 
new  member  list  published  in 
the  September/October  1993 

issue  of  INDIANA  MEDICINE.  □ 
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A stroll  across  the  ancient  links  in  the 
learned , literate  company  of  Bernard 
Darwin , Henry  Longhurst  and  others.  ” 

-George  F.  Peper,  Editor,  Golf  Magazine 

Part  travelogue,  history,  literature  and  architecture, 
Across  the  Pond  deliberates,  like  a golfer  over  the  ball, 
on  the  allure  of  seaside  golf.  Over  80  photographs, 
all  in  full  color,  depict  some  of  the  most  beautiful 
spots  that  have  attracted  golfers  for  centuries. 

Send  order  form  and  check  to 

Shepherd  s Cottage  Publications 

P.  O.  Box  20684 
Indianapolis,  IN  46220 

Hardbound  edition  - $29.95  each 

Please  add  $3.95  shipping  and  handling  for 
each  book.  Indiana  residents  5%  sales  tax. 
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“A  marvelous  book. . . a loving 
tour  of  the  great  courses  of  the 
British  Isles.  It’s  the  best 
golfing  trip  you’ll  ever  take.  ” 
-Jack  Whitaker,  ABC  Sports 


11541  WOODS  BAY  LANE  • $424,000 


Custom  built  contemporary  nestled  in  lovely 
wooded  setting.  4 bedrooms,  3 baths.  Quality 
features  include:  Pella  windows,  vaulted  entry,  2 
fireplaces,  7 skylights,  built-in  buffet,  Corian 
counter  tops,  large  breakfast  bar,  Nappannee 
cabinets,  GE  monogram  appliances,  brass  fau- 
cets. Walk-out  lower  level,  professionally  land- 
scaped, alarm  system,  central  vac,  3-zoned  heat- 
ing/cooling and  much  more! 


F.  C.  Tucker  Company,  Inc. 
Realtors  Since  1918 


8810  BAY  POINT  • $349,000 


Ski,  swim,  and  sail  - located  directly  across  from 
your  own  deeded  boat  dock!  4 BR,  3 1/2  BA. 
Open  foyer  with  split  staircase,  main  floor  study. 
Superb  kitchen  with  hardwoods.  Master  suite 
with  whirlpool  and  his  & her  closets.  Basement 
w/rec  room  and  wet  bar 
Large  wood  deck,  3-car  ga- 
rage. 

Kristi  Tiefel 

office:  841-8880 
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President,  Fort  Wayne  Medical  Education  Program 
Director,  Family  Practice  Residency 

Due  to  the  scheduled  retirement  of  our  current  Director,  an  exceptional  opportunity  is  available  to  join  the  largest  Family  Practice 
Residency  Program  in  the  State  of  Indiana!  Established  in  1971,  our  community  based  program  provides  for  rotation  at  three  major 
hospitals  with  a total  of  more  than  1200  beds.  Our  family  practice  center  is  one  of  the  finest  in  the  state  with  over  20,000  patient  visits 
annually.  Five  full  time  and  four  part  time  faculty  members  as  well  as  1 75  volunteer  faculty  provide  a dynamic  academically  based 
program.  We  accept  eight  residents  per  year  into  the  family  practice  residency  program  with  an  additional  four  per  year  in  our  transitional 
residence  program.  With  an  affiliation  with  I.U.  School  of  Medicine,  our  program  offers  an  extremely  challenging  and  rewarding 
educational  and  clinical  experience.  The  chosen  candidate  for  this  position  will  be  responsible  for  graduate  and  undergraduate  family 
medicine  activities  as  well  as  continuing  medical  education. 

With  a metropolitan  population  of  over  325,000,  Fort  Wayne  is  in  the  midst  of  America's  heartland  and  was  recently  awarded  Most  Livable 
City  and  All  American  City  status.  Four  season  recreation  is  readily  available  with  its  numerous  area  lakes  and  parks.  Cultural, 
educational,  and  sports  activities  abound  with  our  philharmonic,  civic  theater,  art  museum,  five  university/college  level  institutions,  and 
sporting  events  including  an  IHL  hockey  team,  CBA  basketball  team,  and  a midwest  league  baseball  team. 

Candidates  must  be  board  certified  in  family  practice  and  eligible  for  licensure  in  the  State  of  Indiana.  Previous  teaching,  administrative, 
and  clinical  experience  is  preferred  with  knowledge  of  curriculum  development  and  evaluations. 

We  offer  a competitive  salary  and  benefit  packaqe.  Please  send  your  letter  of  interest  and  curriculum  vitae,  to  be  received  no  later  than 
12/31/93,  to: 


O 


Chairman,  Search  and  Screen  Committee 
Fort  Wayne  Medical  Education  Program 
2448  Lake  Avenue  • Fort  Wayne,  Indiana  46805 
219-422-6573 

EOE  m/f/d/v 
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EMERGENCY  PHYSICIANS  - Expand- 
ing physician-owned  emergency 
group  accepting  applications  for 
central  Indiana  locations.  Full- 
time, part-time  and  directorship 
positions  available.  Flexible  work 
schedules,  full  malpractice  cover- 
age and  excellent  benefit  pack- 
age. Send  CV  or  contact  James 
Donahue,  Midwest  Medical  Man- 
agement, 3645  S.  East  St.,  India- 
napolis, IN  46227-1240,  (317)  783- 
7474  or  1 -800-526-9252. 

PHYSICIAN  PRACTICE  OPPORTUNI- 
TIES - Statewide/nationwide/world- 
wide. All  specialties,  group/solo, 
varied  income  arrangements. 
Contact  Larson  8c  Trent  Associates, 
Box  1,  Sumner,  I L 62466-0001 . Tele- 
phone: (618)  936-2662,  936-2970  or 
(800)  352-6226. 

FOR  SALE  - Ritter  Exam  Table. 

Good  condition.  Works  well. 

$1,850.  Reichert  Flexible 
Sigmoidoscope  complete  with 
power  source  and  portable  suc- 
tion pump.  Used  only  18-20  times. 
$1,450.  If  interested,  phone  (219) 
936-2885  evenings. 

INDIANA  UNIVERSITY  SCHOOL  OF 
MEDICINE  seeks  candidates  for  the 
position  of  university  physician  and 
medical  director.  Student  Em- 
ployee Occupational  Health  and 
Wellness  Program.  Candidates 
must  be  board  certified  or  board 
eligible  in  occupational  health 
medicine  and/or  have  clinic  expe- 
rience. Send  curriculum  vitae  and 
references  to  R.  Richard  Hanson, 
Indiana  University  Hospital,  550  N. 
University  Blvd.,  Room  1602,  India- 
napolis, IN  46202-5262.  Indiana 
University  is  an  Affirmative  Action/ 
Equal  Opportunity  Employer,  M/F. 

RADIOLOGIST:  Board  certified/ 
board  eligible  radiologist  or  senior 
resident  for  locum  coverage  for 
49-bed  rural  hospital.  All  modali- 
ties except  angio.  Weekend  and 
vacation  coverage  or  part-time. 
Position  may  lead  to  full-time.  Call 


(219)  223-3141,  ext.  265,  or  write  to 
M.M.  Rajendran,  M.D.,  1400  E.  9th 
St.,  Rochester,  IN  46975. 

FOR  SALE  - Lot  on  northwest  side 
of  Indianapolis.  Bridlebourne  sub- 
division. Lot  52.  1 .504  acres. 
$170,000.  Call  (317)  849-4538. 

PHYSICIAN  RETIRING  Interested  in 
selling  office  equipment.  Excellent 
location  for  new  practice.  Pleas- 
ant community  and  very  progres- 
sive hospital.  Call  (812)  882-0471 
or  (812)  882-7417  or  write  to  Jack  L. 
Shanklin,  M.D.,  702  Vigo  St.,  P.O. 

Box  1119,  Vincennes,  IN  47591 . 

PRIMARY  CARE  PHYSICIAN  for  posi- 
tion in  university  health  care.  Out- 
patient medical  care  of  adoles- 
cents and  adults.  Internist  with 
ability  to  see  a broad  range  of 
ambulatory  care  patients  pre- 
ferred. Board  certification  pre- 
ferred. Licensed  or  eligible  for 
Indiana.  No  weekend  or  night 
hours.  Excellent  benefit  package. 
Send  curriculum  vitae  to  Robert 
Hongen,  M.D.,  Medical  Director, 
Indiana  University  Health  Center, 
600  N.  Jordan  Ave.,  Bloomington, 

IN  47405.  Indiana  University  is  an 
Affirmative  Action/Equal  Opportu- 
nity Employer. 

EQUIPMENT  FOR  SALE  - Picker  X- 
Ray,  Hitachi  Model  1210M.  Con- 
denser discharge  mobile  unit.  50 
MAS.  125  KV,  grid  controlled  x-ray 
tube  collimator  with  light,  power 
assist  drive  with  charger  and  com- 
plete extra  set  of  circuit  boards. 
Collimator  meters  KV  &.  MA.  Ser- 
vice and  parts  manuals.  Still  in 
use.  $3,800.  Cassettes,  high 
speed  and  rare  earth.  X-ray  view 
boxes.  Autoclaves.  Laboratory 
centrifuges.  Exam  tables.  Autho- 
rized representative  for  new  and 
refurbished  ultrasound  systems  and 
anesthesia  machines.  Bernard 
Medical  Resources,  1-800-892-3716. 

EMERGENCY  MEDICINE  POSITION 
AVAILABLE  - Moderate-volume 


Level  II  center.  Hospital-based 
E.M.S.  Independent  contract  sta- 
tus, flexible  scheduling  and  excel- 
lent compensation.  Contact 
David  R.  Gettle,  M.D.,  1907  W. 
Sycamore,  Kokomo,  IN  46901,  (317) 
456-5733. 

OB/GYN,  INTERNAL  MEDICINE, 
FAMILY  PRACTICE  - Strelcheck  & 
Associates,  Inc.,  currently  repre- 
sents FAMILY  PRACTICE  positions  in 
Illinois,  Nebraska,  Ohio  and  Wis- 
consin - some  near  the  Minnesota 
border;  INTERNAL  MEDICINE  posi- 
tions in  New  York  and  Wisconsin; 
and  OB/GYN  positions  in  south- 
eastern Wisconsin.  We  would  be 
happy  to  provide  you  with  further 
information.  Please  cail  toll-free,  1- 
800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road, 
Mequon,  Wl  53092. 

GASTROENTEROLOGY, 
NEUROSURGERY,  OCCUPATIONAL 
MEDICINE,  ONCOLOGY, 
ORTHOPAEDICS,  ORTHOPAEDICS- 
HAND,  UROLOGY  - Strelcheck  & 
Associates,  Inc.,  an  extension  of 
our  clients'  recruiting  departments, 
has  positions  available  in  Wiscon- 
sin, Michigan  and  Ohio.  We  would 
be  happy  to  provide  you  with 
further  information.  Please  call  1- 
800-243-4353  or  send  your  CV  to 
STRELCHECK  & ASSOCIATES,  INC., 
10624  N.  Port  Washington  Road. 
Mequon,  Wl  53092. 

TIRED  OF  THE  CAPITOL  HILL  BILLIES? 

Thinking  of  retiring  from  the  battle 
over  shrinking  medical  payments? 
Leave  these  headaches  to  us.  We 
are  looking  for  seasoned  primary 
care  physicians  (all  specialties) 
who  want  to  work  1/2  or  3/4  days 
several  times  a month.  We  are 
located  on  Lake  Michigan  in 
northern  Indiana.  Please  call  (219) 
874-2500. 

FOR  SALE  - Retiring.  Established 
fully  equipped  rural  family  practice 
clinic.  Prime  progressive  location. 
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25  miles  northeast  of  Indianapolis. 

7 miles  to  hospital.  Excellent  cov- 
erage. Address  letter  or  inquiry  to 
P.O.  Box  150,  Pendleton,  IN  46064. 

PEDIATRICIAN,  BC,  OR  PEDIATRI- 
CIAN-INTENSIVIST  to  join  general 
pediatrician  and  neonatologist- 
pediatrician  in  northwest  Indiana. 
Superior  schools  and  community, 
many  recreational  opportunities, 

50  miles  from  Chicago.  Six  weeks 
per  year  PGE  and  vacation.  Early 
full  partnership.  Send  CV  and 
cover  letter  to  Drs.  Covey  and 
Marquez,  South  Ridge  Pediatric 
Center,  P.C.,  Suite  3,  2101 
Comeford  Road,  Valparaiso,  IN 
46383. 

EMERGENCY  CARE  PHYSICIANS  - 

Expanding  emergency  medicine 
group  seeking  career-minded  phy- 
sicians for  multiple  Indiana  loca- 
tions. Twenty-year  history  without 
a lost  contract.  Hourly  compensa- 
tion based  on  training,  experience 
and  qualifications.  Excellent  ben- 
efits include  401  (k)  pension  plan; 
malpractice,  health,  life  and  dis- 
ability insurance;  CME  allowance; 
and  ACEP,  ISMA  and  hospital 
dues.  Will  consider  all  physicians 
with  emergency  medicine  experi- 
ence and  interest.  Contact  Jim 
Gardner,  M.D.,  Director,  Corporate 
Development,  Emergency  Care 
Physicians,  640  S.  Walker  St.,  Suite 
A,  Bloomington,  IN  47403,  (812) 
333-2731. 

IMMEDIATE  CARE  PHYSICIANS  - 

Expanding  immediate  care  group 
seeks  career-minded  primary  physi- 
cians for  multiple  Indianapolis  loca- 
tions. Corporation  is  physician- 
owned  and  operated  with  1 1 
years  of  experience  in  Indianapolis 
metropolitan  area.  Compensation 
based  on  training,  experience  and 
qualifications.  Excellent  benefits 
include  401  (k)  pension  plan;  mal- 
practice, health,  life  and  disability 
insurance;  CME  allowance;  and 
ACEP,  ISMA  and  county  dues.  Will 
consider  all  primary  medical  disci- 


plines with  interest  in  outpatient 
medicine.  Full-time  opportunities 
only.  Contact  Jim  Gardner,  M.D., 
Director,  Corporate  Development, 
Emergency  Care  Physicians,  640  S. 
Walker  St.,  Suite  A,  Bloomington,  IN 
47403,  (812)  333-2731. 

FAMILY  PRACTICE  opportunities 
available  in  Fort  Wayne,  Ind.  Prac- 
tice setting  extremely  flexible.  Solo 
or  group.  Salary  guarantee,  relo- 
cation and  other  expenses  paid. 
An  opportunity  to  practice  medi- 
cine and  leave  administrative  and 
billing  headaches  to  someone 
else.  For  complete  details,  con- 
tact our  physician  recruiting  officer 
at  (219)  489-2772,  ext.  415. 

MULTIPLE  AND  VARIED  physician 
practice  opportunities  currently 
exist  both  within  and  outside  Indi- 
ana. Call  Patti  Quiring  at  work, 
(317)  841-7575,  or  at  home,  (317) 
823-4746.  Patti  is  a physician  re- 


cruiter for  Quiring  Associates,  an 
executive  search  firm  headquar- 
tered in  Indianapolis. 

GENERAL  INTERNIST  - BC/BE.  To 
join  a busy  five-man  practice  with 
special  interest  in  hospital  intensive 
care,  plus  consultative  and  primary 
care  practice  in  the  Indianapolis 
area.  Will  offer  partnership.  Reply 
to  Box  19616,  Indianapolis,  IN 
46219. 

EMERGENCY  MEDICINE  - Terre 
Haute,  Ind.  Local  multi-hospital 
group  seeking  full-time  career- 
oriented  emergency  physician  for 
position  in  small-  and  medium- 
volume  community  hospitals.  Flex- 
ible scheduling,  very  competitive 
compensation  package,  partner- 
ships available.  Send  CV  or  con- 
tact William  R.  Grannen,  Priority 
Health  Care,  P.C.,  7179  Lamplite 
Ct„  Cincinnati,  OH  45244,  (513) 
231-0922.  □ 


Classified  advertising  rates 


Classified  advertisements  are  published  as  a service  to  members  of  the 
Indiana  State  Medical  Association.  Only  ads  considered  to  be  of  advan- 
tage to  members  will  be  accepted.  Advertisements  of  a truly  commercial 
nature  (ie:  firms  selling  brand  products,  services,  etc.)  will  be  considered 
for  display  advertising.  All  orders  must  be  in  writing  and  will  automati- 
cally be  set  in  regular  classified  type.  Box  numbers  are  not  available. 

Charges: 

* ISMA  members 256/word  ($15  minimum) 

* Non-members 75tf/word  ($30  minimum) 


Deadline:  Six  weeks  preceding  month  of  publication. 

Payment  procedure:  Payment  in  advance  is  not  required.  Invoices  and 
tearsheets  are  mailed  to  advertisers  upon  publication.  Indiana  medicine  is 
issued  on  the  10th  of  the  month  six  times  a year,  in  January,  March,  May, 
July,  September  and  November. 

Address:  Indiana  medicine,  322  Canal  Walk,  Indianapolis,  IN  46202-3252. 

Advertisements  for  employment  containing  specifications  as  to  race,  creed, 
color,  age,  religion,  sex,  ethnic  origin  or  national  origin  may  be  unlawful 
and  professionally  improper.  Accordingly,  discriminatory  wording  is  not 
acceptable  in  Indiana  medicine.  In  such  a case,  Indiana  medicine  will  mod- 
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Reference:  1.  Jones  PH,  et  al  Once-daily  pravastatin  in  patients  with  primary  hypercholesterolemia:  a dose- 
response  study.  Clin  Cardiol.  1991;14:146-151 . 


PRAVACHOL*  (Pravastatin  Sodium  Tablets) 

CONTRAINDICATIONS 

Hypersensitivity  to  any  component  of  this  medication. 

Active  liver  disease  or  unexplained,  persistent  elevations  in  liver  function  tests  (see  WARNINGS) 

Pregnancy  and  lactation.  Atherosclerosis  is  a chronic  process  and  discontinuation  of  lipid-lowering  drugs  during 
pregnancy  should  have  little  impact  on  the  outcome  of  long-term  therapy  of  primary  hypercholesterolemia  Cho- 
lesterol and  other  products  of  cholesterol  biosynthesis  are  essential  components  for  fetal  development  (including 
synthesis  of  steroids  and  cell  membranes).  Since  HMG-CoA  reductase  inhibitors  decrease  cholesterol  synthesis 
and  possibly  the  synthesis  of  other  biologically  active  substances  derived  from  cholesterol,  they  may  cause  fetal 
harm  when  administered  to  pregnant  women.  Therefore,  HMG-CoA  reductase  inhibitors  are  contraindicated 
during  pregnancy  and  in  nursing  mothers  Pravastatin  should  be  administered  to  women  of  childbearing 
age  only  when  such  patients  are  highly  unlikely  to  conceive  and  have  been  informed  of  the  potential 
hazards.  If  the  patient  becomes  pregnant  while  taking  this  class  of  drug,  therapy  should  be  discontinued  and  the 
patient  apprised  of  the  potential  hazard  to  the  fetus. 

WARNINGS 

Liver  Enzymes:  HMG-CoA  reductase  inhibitors,  like  some  other  lipid -lowering  therapies,  have  been  associated 
with  biochemical  abnormalities  of  liver  function.  Increases  of  serum  transaminase  (ALT,  AST)  values  to  more  than 
3 times  the  upper  limit  of  normal  occurring  on  2 or  more  (not  necessanly  sequential)  occasions  have  been  reported 
in  1.3%  of  patients  treated  with  pravastatin  in  the  U.S.  over  an  average  period  of  18  months  These  abnormalities 
were  not  associated  with  cholestasis  and  did  not  appear  to  be  related  to  treatment  duration  In  those  patients  in 
whom  these  abnormalities  were  believed  to  be  related  to  pravastatin  and  who  were  discontinued  from  therapy,  the 
transaminase  levels  usually  fell  slowly  to  pretreatment  levels.  These  biochemical  findings  are  usually  asymptomatic 
although  worldwide  experience  indicates  that  anorexia,  weakness,  and/or  abdominal  pain  may  also  be  present  in 
rare  patients 

As  with  other  lipid-lowering  agents,  liver  function  tests  should  be  performed  during  therapy  with  pravastatin. 
Serum  aminotransferases,  including  ALT  (SGPT),  should  be  monitored  before  treatment  begins,  every  six  weeks 
for  the  first  three  months,  every  eight  weeks  dunng  the  remainder  of  the  first  year,  and  periodically  thereafter  (e  g , 
at  about  six-month  intervals).  Special  attention  should  be  given  to  patients  who  develop  increased  transaminase 
levels  Liver  function  tests  should  be  repeated  to  confirm  an  elevation  and  subsequently  monitored  at  more 
frequent  intervals.  If  increases  in  AST  and  ALT  equal  or  exceed  three  times  the  upper  limit  of  normal  and  persist, 
then  therapy  should  be  discontinued  Persistence  of  significant  aminotransferase  elevations  following  discontinua- 
tion of  therapy  may  warrant  consideration  of  liver  biopsy. 

Active  liver  disease  or  unexplained  transaminase  elevations  are  contraindications  to  the  use  of  pravastatin  (see 
CONTRAINDICATIONS).  Caution  should  be  exercised  when  pravastatin  is  administered  to  patients  with  a history  of 
liver  disease  or  heavy  alcohol  ingestion  (see  CLINICAL  PHARMACOLOGY  Pharmacokinetics/Metabolism)  Such 
patients  should  be  closely  monitored,  started  at  the  lower  end  of  the  recommended  dosing  range,  and  titrated  to 
the  desired  therapeutic  effect. 

Skeletal  Muscle:  Rhabdomyolysis  with  renal  dysfunction  secondary  to  myoglobinuria  has  been  re- 
ported with  pravastatin  and  other  drugs  in  this  class.  Uncomplicated  myalgia  has  also  been  reported  in 
pravastatin-treated  patients  (see  ADVERSE  REACTIONS).  Myopathy,  defined  as  muscle  aching  or  muscle  weak- 
ness in  conjunction  with  increases  in  creatine  phosphokinase  (CPK)  values  to  greater  than  10  times  the  upper  limit 
of  normal  was  reported  to  be  possibly  due  to  pravastatin  in  only  one  patient  in  clinical  trials  (<0.1%).  Myopathy 
should  be  considered  in  any  patient  with  diffuse  myalgias,  muscle  tenderness  or  weakness,  and/or  marked 
elevation  of  CPK.  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or  weak- 
ness, particularly  if  accompanied  by  malaise  or  fever  Pravastatin  therapy  should  be  discontinued  if  mark- 
edly elevated  CPK  levels  occur  or  myopathy  is  diagnosed  or  suspected.  Pravastatin  therapy  should 
also  be  temporarily  withheld  in  any  patient  experiencing  an  acute  or  serious  condition  predisposing  to 
the  development  of  renal  failure  secondary  to  rhabdomyolysis,  e.g.,  sepsis;  hypotension;  major  sur- 
gery; trauma;  severe  metabolic,  endocrine,  or  electrolyte  disorders;  or  uncontrolled  epilepsy. 

The  risk  of  myopathy  dunng  treatment  with  lovastatm  is  increased  if  therapy  with  either  cyclosporine,  gem- 
fibrozil, erythromycin,  or  niacin  is  administered  concurrently.  There  is  no  experience  with  the  use  of  pravastatin 
together  with  cyclosporine.  Myopathy  has  not  been  observed  in  clinical  trials  involving  small  numbers  of  patients 
who  were  treated  with  pravastatin  together  with  niacin.  One  trial  of  limited  size  involving  combined  therapy  with 
pravastatin  and  gemfibrozil  showed  a trend  toward  more  frequent  CPK  elevations  and  patient  withdrawals  due  to 
musculoskeletal  symptoms  in  the  group  receiving  combined  treatment  as  compared  with  the  groups  receiving 
placebo,  gemfibrozil,  or  pravastatin  monotherapy  Myopathy  was  not  reported  in  this  trial  (see  PRECAUTIONS 
Drug  Interactions).  One  patient  developed  myopathy  when  clofibrate  was  added  to  a previously  well  tolerated 
regimen  of  pravastatin,  the  myopathy  resolved  when  clofibrate  therapy  was  stopped  and  pravastatin  treatment 
continued  The  use  of  fibrates  alone  may  occasionally  be  associated  with  myopathy.  The  combined  use 
of  pravastatin  and  fibrates  should  generally  be  avoided. 

PRECAUTIONS 

General:  Pravastatin  may  elevate  creatine  phosphokinase  and  transaminase  levels  (see  ADVERSE  REACTIONS). 
This  should  be  considered  in  the  differential  diagnosis  of  chest  pain  in  a patient  on  therapy  with  pravastatin. 

Homozygous  Familial  Hypercholesterolemia  Pravastatin  has  not  been  evaluated  in  patients  with  rare  homo- 
zygous familial  hypercholesterolemia.  In  this  group  of  patients,  it  has  been  reported  that  HMG-CoA  reductase 
inhibitors  are  less  effective  because  the  patients  lack  functional  LDL  receptors 

Renal  Insufficiency.  A single  20  mg  oral  dose  of  pravastatin  was  administered  to  24  patients  with  varying  degrees 
of  renal  impairment  (as  determined  by  creatinine  clearance).  No  effect  was  observed  on  the  pharmacokinetics  of 
pravastatin  or  its  3a -hydroxy  isomenc  metabolite  (SQ  31,906)  A small  increase  was  seen  in  mean  AUC  values  and 
half-life  (t  1/2)  for  the  inactive  enzymatic  ring  hydroxylation  metabolite  (SQ  31,945).  Given  this  small  sample  size,  the 
dosage  administered,  and  the  degree  of  individual  variability,  patients  with  renal  impairment  who  are  receiving 
pravastatin  should  be  closely  monitored 

Information  for  Patients:  Patients  should  be  advised  to  report  promptly  unexplained  muscle  pain,  tenderness  or 
weakness,  particularly  if  accompanied  by  malaise  or  fever 

Drug  Interactions:  Immunosuppressive  Drugs,  Gemfibrozil,  Niacin  (Nicotinic  Acid),  Erythromycin  See  WARN- 
INGS Skeletal  Muscle 

Antipynne.  Clearance  by  the  cytochrome  P450  system  was  unaltered  by  concomitant  administration  of  prav- 
astatin. Since  pravastatin  does  not  appear  to  induce  hepatic  drug-metabolizing  enzymes,  it  is  not  expected  that 
any  significant  interaction  of  pravastatin  with  other  drugs  (e  g , phenytoin,  quinidme)  metabolized  by  the  cyto- 
chrome P450  system  will  occur. 

Cholestyramine/ Colestipol  Concomitant  administration  resulted  in  an  approximately  40  to  50%  decrease  in  the 
mean  AUC  of  pravastatin  However,  when  pravastatin  was  administered  1 hour  before  or  4 hours  after  choles- 
tyramine or  1 hour  before  colestipol  and  a standard  meal,  there  was  no  clinically  significant  decrease  in  bio- 
availability  or  therapeutic  effect.  (See  DOSAGE  AND  ADMINISTRATION  Concomitant  Therapy  ) 

Warfann  In  a study  involving  10  healthy  male  subjects  given  pravastatin  and  warfarin  concomitantly  for  6 days, 
bioavailability  parameters  at  steady  state  for  pravastatin  (parent  compound)  were  not  altered.  Pravastatin  did  not 
alter  the  plasma  protein-binding  of  warfarin.  Concomitant  dosing  did  increase  the  AUC  and  Cmax  of  warfarin  but 
did  not  produce  any  changes  in  its  anticoagulant  action  (i.e.,  no  increase  was  seen  in  mean  prothrombin  time  after 
6 days  of  concomitant  therapy).  However,  bleeding  and  extreme  prolongation  of  prothrombin  time  has  been 
reported  with  another  drug  in  this  class.  Patients  receiving  warfarin-type  anticoagulants  should  have  their  pro- 
thrombin times  closely  monitored  when  pravastatin  is  initiated  or  the  dosage  of  pravastatin  is  changed 

Cimetidine:  The  AUCg.^hr  f°r  pravastatin  when  given  with  cimetidme  was  not  significantly  different  from  the 
AUC  lor  pravastatin  when  given  alone  A significant  difference  was  observed  between  the  AUC's  for  pravastatin 
when  given  with  cimetidine  compared  to  when  administered  with  antacid. 

Digoxm  In  a crossover  tnal  involving  18  healthy  male  subjects  given  pravastatin  and  digoxm  concurrently  for 
9 days,  the  bioavailability  parameters  of  digoxm  were  not  affected  The  AUC  of  pravastatin  tended  to  increase,  but 
the  overall  bioavailability  of  pravastatin  plus  its  metabolites  SQ  31,906  and  SQ  31,945  was  not  altered. 

Gemfibrozil:  In  a crossover  study  in  20  healthy  male  volunteers  given  concomitant  single  doses  of  pravastatin 
and  gemfibrozil,  there  was  a significant  decrease  in  urinary  excretion  and  protein  binding  of  pravastatin  In  addition, 
there  was  a significant  increase  in  AUC,  Cmax,  and  Tmax  for  the  pravastatin  metabolite  SQ  31,906  Combination 
therapy  with  pravastatin  and  gemfibrozil  is  generally  not  recommended 

In  interaction  studies  with  aspmn,  antacids  (1  hour  prior  to  PRAVACHOL  (pravastatin  sodium)),  cimetidine, 
nicotinic  acid,  or  probucol,  no  statistically  significant  differences  in  bioavailability  were  seen  when  PRAVACHOL 
was  administered 

Other  Drugs  During  clinical  trials,  no  noticeable  drug  interactions  were  reported  when  PRAVACHOL  was  added 
to:  diuretics,  antihypertensives,  digitalis,  converting -enzyme  inhibitors,  calcium  channel  blockers,  beta-blockers, 
or  nitroglycerin. 

Endocrine  Function:  HMG-CoA  reductase  inhibitors  interfere  with  cholesterol  synthesis  and  lower  circulating 
cholesterol  levels  and,  as  such,  might  theoretically  blunt  adrenal  or  gonadal  steroid  hormone  production.  Results  of 
clinical  trials  with  pravastatin  in  males  and  post -menopausal  females  were  inconsistent  with  regard  to  possible 
effects  of  the  drug  on  basal  steroid  hormone  levels.  In  a study  of  21  males,  the  mean  testosterone  response  to 
human  chorionic  gonadotropin  was  significantly  reduced  (p<0  004)  after  16  weeks  of  treatment  with  40  mg  of 
pravastatin  However,  the  percentage  of  patients  showing  a >50%  rise  in  plasma  testosterone  after  human 
chorionic  gonadotropin  stimulation  did  not  change  significantly  after  therapy  in  these  patients.  The  effects  of 
HMG-CoA  reductase  inhibitors  on  spermatogenesis  and  fertility  have  not  been  studied  in  adequate  numbers  of 
patients  The  effects,  if  any,  of  pravastatin  on  the  pituitary-gonadal  axis  in  pre- menopausal  females  are  unknown. 
Patients  treated  with  pravastatin  who  display  clinical  evidence  of  endocrine  dysfunction  should  be  evaluated 
appropriately  Caution  should  also  be  exercised  if  an  HMG  CoA  reductase  inhibitor  or  other  agent  used  to  lower 
cholesterol  levels  is  administered  to  patients  also  receiving  other  drugs  (e  g , ketoconazole.  spironolactone,  cim- 
etidine) that  may  diminish  the  levels  or  activity  of  steroid  hormones. 

CNS  Toxicity:  CNS  vascular  lesions,  characterized  by  perivascular  hemorrhage  and  edema  and  mononuclear  cell 


infiltration  of  perivascular  spaces,  were  seen  in  dogs  treated  with  pravastatin  at  a dose  of  25  mg/kg/day,  a dose 
that  produced  a plasma  drug  level  about  50  times  higher  than  the  mean  drug  level  in  humans  taking  40  mg/day 
Similar  CNS  vascular  lesions  have  been  observed  with  several  other  drugs  in  this  class 
A chemically  similar  drug  in  this  class  produced  optic  nerve  degeneration  (Wallerian  degeneration  of  reti- 
nogemculate  fibers)  in  clinically  normal  dogs  in  a dose-dependent  fashion  starting  at  60  mg/kg/day,  a dose  that 
produced  mean  plasma  drug  levels  about  30  times  higher  than  the  mean  drug  level  in  humans  taking  the  highest 
recommended  dose  (as  measured  by  total  enzyme  inhibitory  activity)  This  same  drug  also  produced  ves- 
tibulocochlear Wallerian-like  degeneration  and  retinal  ganglion  cell  chromatolysis  in  dogs  treated  for  14  weeks  at 
180  mg/kg/day,  a dose  which  resulted  in  a mean  plasma  drug  level  similar  to  that  seen  with  the  60  mg/kg  dose 
Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  In  a 2-year  study  in  rats  fed  pravastatin  at  doses  of 
10.  30.  or  100  mg/kg  body  weight,  there  was  an  increased  incidence  of  hepatocellular  carcinomas  in  males  at  the 
highest  dose  (p<0  01).  Although  rats  were  given  up  to  125  times  the  human  dose  (HD)  on  a mg/kg  body  weight 
basis,  their  serum  drug  levels  were  only  6 to  10  times  higher  than  those  measured  in  humans  given  40  mg 
pravastatin  as  measured  by  AUC. 

The  oral  administration  of  10,  30.  or  100  mg/kg  (producing  plasma  drug  levels  approximately  0 5 to  5.0  times 
human  drug  levels  at  40  mg)  of  pravastatin  to  mice  for  22  months  resulted  in  a statistically  significant  increase  in 
the  incidence  of  malignant  lymphomas  in  treated  females  when  all  treatment  groups  were  pooled  and  compared  to 
controls  (p<0.05).  The  incidence  was  not  dose-related  and  male  mice  were  not  affected 
A chemically  similar  drug  in  this  class  was  administered  to  mice  for  72  weeks  at  25, 100,  and  400  mg/kg  body 
weight,  which  resulted  in  mean  serum  drug  levels  approximately  3, 15.  and  33  times  higher  than  the  mean  human 
serum  drug  concentration  (as  total  inhibitory  activity)  after  a 40  mg  oral  dose  Liver  carcinomas  were  significantly 
increased  in  high-dose  females  and  mid-  and  high-dose  males,  with  a maximum  incidence  of  90  percent  in  males 
The  incidence  of  adenomas  of  the  liver  was  significantly  increased  in  mid-  and  high-dose  females  Drug  treatment 
also  significantly  increased  the  incidence  of  lung  adenomas  in  mid-  and  high-dose  males  and  females  Adenomas 
of  the  eye  Harderian  gland  (a  gland  of  the  eye  of  rodents)  were  significantly  higher  in  high-dose  mice  than  in  controls 
No  evidence  of  mutagenicity  was  observed  in  vitro,  with  or  without  rat -liver  metabolic  activation,  in  the  following 
studies:  microbial  mutagen  tests,  using  mutant  strains  of  Salmonella  typhimunum  or  Eschenchia  coh,  a forward 
mutation  assay  in  L5178Y  TK  + / - mouse  lymphoma  cells,  a chromosomal  aberration  test  in  hamster  cells,  and  a 
gene  conversion  assay  using  Saccharomyces  cerevisiae  In  addition,  there  was  no  evidence  of  mutagenicity  in 
either  a dominant  lethal  test  in  mice  or  a micronucleus  test  in  mice 
In  a study  in  rats,  with  daily  doses  up  to  500  mg/kg.  pravastatin  did  not  produce  any  adverse  effects  on  fertility 
or  general  reproductive  performance  However,  in  a study  with  another  HMG-CoA  reductase  inhibitor,  there  was 
decreased  fertility  in  male  rats  treated  for  34  weeks  at  25  mg/kg  body  weight,  although  this  effect  was  not 
observed  in  a subsequent  fertility  study  when  this  same  dose  was  administered  for  11  weeks  (the  entire  cycle  of 
spermatogenesis,  including  epididymal  maturation)  In  rats  treated  with  this  same  reductase  inhibitor  at 
180  mg/kg/day,  seminiferous  tubule  degeneration  (necrosis  and  loss  of  spermatogemc  epithelium)  was  observed 
Although  not  seen  with  pravastatin,  two  similar  drugs  in  this  class  caused  drug-related  testicular  atrophy,  de- 
creased spermatogenesis,  spermatocytic  degeneration,  and  giant  cell  formation  in  dogs  The  clinical  significance 
of  these  findings  is  unclear 

Pregnancy:  Pregnancy  Category  X:  See  CONTRAINDICATIONS 
Safety  in  pregnant  women  has  not  been  established  Pravastatin  was  not  teratogenic  in  rats  at  doses  up  to 
1000  mg/kg  daily  or  in  rabbits  at  doses  of  up  to  50  mg/kg  daily.  These  doses  resulted  in  20x  (rabbit)  or  240x  (rat) 
the  human  exposure  based  on  surface  area  (mg/meter2).  However,  in  studies  with  another  HMG-CoA  reductase 
inhibitor,  skeletal  malformations  were  observed  in  rats  and  mice.  PRAVACHOL  (pravastatin  sodium)  should  be 
administered  to  women  of  child-bearing  potential  only  when  such  patients  are  highly  unlikely  to  conceive  and  have 
been  informed  of  the  potential  hazards.  If  the  woman  becomes  pregnant  while  taking  PRAVACHOL,  it  should  be 
discontinued  and  the  patient  advised  again  as  to  the  potential  hazards  to  the  fetus 

Nursing  Mothers:  A small  amount  of  pravastatin  is  excreted  in  human  breast  milk  Because  of  the  poten- 
tial for  serious  adverse  reactions  in  nursing  infants,  women  taking  PRAVACHOL  should  not  nurse  (see 
CONTRAINDICATIONS). 

Pediatric  Use:  Safety  and  effectiveness  in  individuals  less  than  18  years  old  have  not  been  established  Hence, 
treatment  in  patients  less  than  18  years  old  is  not  recommended  at  this  time  (See  also  PRECAUTIONS  General ) 
ADVERSE  REACTIONS 

Pravastatin  is  generally  well  tolerated,  adverse  reactions  have  usually  been  mild  and  transient  In  4 -month  long 
placebo-controlled  trials.  1.7%  of  pravastatin-treated  patients  and  1.2%  of  placebo-treated  patients  were  discon- 
tinued from  treatment  because  of  adverse  experiences  attributed  to  study  drug  therapy,  this  difference  was  not 
statistically  significant.  In  long-term  studies,  the  most  common  reasons  for  disconnnuation  were  asymptomatic 
serum  transaminase  increases  and  mild,  non-specific  gastrointestinal  complaints.  During  clinical  trials  the  overall 
incidence  of  adverse  events  in  the  elderly  was  not  different  from  the  incidence  observed  in  younger  patients 
Adverse  Clinical  Events:  All  adverse  clinical  events  (regardless  of  attnbution)  reported  in  more  than  2%  of 
pravastatin-treated  patients  in  the  placebo-controlled  trials  are  identified  in  the  table  below,  also  shown  are  the 
percentages  of  patients  in  whom  these  medical  events  were  believed  to  be  related  or  possibly  related  to  the  drug 


All  Events  % 

Events  Attributed  to  Study  Drug  % 

Body  System/Event 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Pravastatin 
(N  = 900) 

Placebo 
(N  = 41 1) 

Cardiovascular 

Cardiac  Chest  Pam 

40 

3.4 

0.1 

0.0 

Dermatologic 

Rash 

4 0* 

11 

1.3 

0.9 

Gastrointestinal 

Nausea/Vomiting 

7.3 

7 1 

2.9 

3.4 

Diarrhea 

62 

5.6 

2.0 

1 9 

Abdominal  Pam 

5 4 

69 

2.0 

3.9 

Constipation 

40 

7 1 

24 

5.1 

Flatulence 

3.3 

36 

2.7 

3.4 

Heartburn 

2.9 

1 9 

2.0 

0.7 

General 

Fatigue 

3.8 

34 

1.9 

1.0 

Chest  Pam 

3.7 

1 9 

0.3 

0.2 

Influenza 

2.4‘ 

07 

0.0 

0.0 

Musculoskeletal 

Localized  Pam 

10.0 

90 

1.4 

1.5 

Myalgia 

2.7 

1 0 

0.6 

00 

Nervous  System 

Headache 

6.2 

39 

1.7* 

0.2 

Dizziness 

3.3 

3.2 

1 0 

0.5 

Renal/Gemtounnary 

Urinary  Abnormality 

2.4 

29 

07 

1.2 

Respiratory 

Common  Cold 

7.0 

63 

00 

0.0 

Rhinitis 

4.0 

4 1 

0.1 

0.0 

Cough 

2.6 

1 7 

0.1 

0.0 

‘Statistically  significantly  different  from  placebo 
The  following  effects  have  been  reported  with  drugs  in  this  class 
Skeletal  myopathy,  rhabdomyolysis 

Neurological  dysfunction  of  certain  cranial  nerves  (including  alteration  of  taste,  impairment  of  extra-ocular 
movement,  facial  paresis),  tremor,  vertigo,  memory  loss,  paresthesia,  peripheral  neuropathy,  peripheral  nerve  palsy 
Hypersensitivity  Reactions  An  apparent  hypersensitivity  syndrome  has  been  reported  rarely  which  has  included 
one  or  more  of  the  following  features  anaphylaxis,  angioedema.  lupus  erythematous-like  syndrome,  polymyalgia 
rheumatica,  vasculitis,  purpura,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  positive  ANA,  ESR  increase, 
arthritis,  arthralgia,  urticaria,  asthenia,  photosensitivity,  fever,  chills,  flushing,  malaise,  dyspnea,  toxic  epidermal 
necrolysis,  erythema  multiforme,  including  Stevens-Johnson  syndrome 
Gastrointestinal  pancreatitis,  hepatitis,  including  chronic  active  hepatitis,  cholestatic  jaundice,  fatty  change  in 
liver,  and,  rarely,  cirrhosis,  fulminant  hepatic  necrosis,  and  hepatoma,  anorexia,  vomiting 
Reproductive  gynecomastia,  loss  of  libido,  erectile  dysfunction. 

Eye:  progression  of  cataracts  (lens  opacities),  ophthalmoplegia 
Laboratory  Test  Abnormalities:  Increases  in  serum  transaminase  (ALT.  AST)  values  and  CPK  have  been 
observed  (see  WARNINGS). 

Transient,  asymptomatic  eosinophilia  has  been  reported  Eosinophil  counts  usually  returned  to  normal  despite  contin- 
ued therapy.  Anemia,  thrombocytopenia,  and  leukopenia  have  been  reported  with  other  HMG-CoA  reductase  inhibitors 
Concomitant  Therapy:  Pravastatin  has  been  administered  concurrently  with  cholestyramine,  colestipol,  nico- 
tinic acid,  probucol  and  gemfibrozil  Preliminary  data  suggest  that  the  addition  of  either  probucol  or  gemfibrozil  to 
therapy  with  lovastatin  or  pravastatin  is  not  associated  with  greater  reduction  in  LDL-cholesterol  than  that 
achieved  with  lovastatin  or  pravastatin  alone  No  adverse  reactions  unique  to  the  combination  or  in  addition  to 
those  previously  reported  for  each  drug  alone  have  been  reported  Myopathy  and  rhabdomyolysis  (with  or  without 
acute  renal  failure)  have  been  reported  when  another  HMG-CoA  reductase  inhibitor  was  used  in  combination  with 
immunosuppressive  drugs,  gemfibrozil,  erythromycin,  or  lipid-lowering  doses  of  nicotinic  acid  Concomitant  ther- 
apy with  HMG-CoA  reductase  inhibitors  and  these  agents  is  generally  not  recommended  (See  WARNINGS 
Skeletal  Muscle  and  PRECAUTIONS  Drug  Interactions.) 

OVERDOSAGE 

There  have  been  no  reports  of  overdoses  with  pravastatin 
Should  an  accidental  overdose  occur,  treat  symptomatically  and  institute  supportive  measures  as  required 
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• .Improves  key  lipkte 


;i  Excellent  safety  profile 

• Easy  for  patients  — once^ 

• Usual  dose:  20  mg  once^ 


PRAVACHOL  is  indicated  as  an  adjunct  to  diet  for  the  reduction  of  elevated  total  and  LDL-cholesterol  levels  in 
patients  with  primary  hypercholesterolemia  (Types  I la -and  lib)  wf|en  the-response  to  diet  alone  has  not  been  adequate. 

Active  liver  disease  or  unexplained  transaminase  elevations,  pregriancy  and  lactation  are  contraindications  to  the 
use  of  pravastatin  sodium.  ' 

P/ease  see  CONTRAINDICATIONS,  WARNINGS,  PRECAUTIONS,  and  ADVERSE  REACTIONS  in  the  brief 
summary  of  prescribing  information  on  the  adjacent  page. 
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